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Jan81  TexasMedlcine 


a'nrbptt-iiutrlitnijs-S’mtth  memorial  Iffoapital 

anti  ^nrhett-^utr^inga-^mUl)  Clinic 

322  Coleman  Street 

Post  Office  Sox  60 

marlin,  tEexaa  76661 

Telephone:  883-3561 

GENERAL  SURGERY 

ALLERGY 

NEUROPSYCHIATRY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 

S.  W.  Hughes,  M.D. 

S.  B.  Morrison,  M.D. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

CARDIOLOGY 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

W.  F.  McKinley,  Jr.,  M.D. 

INTERNAL  MEDICINE 

DERMATOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

William  Pickvance,  M.D. 

Administrator: 

RADIOLOGY 

J.  D.  Norris,  Jr. 

J.  M.  Brown,  M.D.,  F.A.C.R. 

Associate  Administrator: 

EYE,  EAR,  NOSE  AND  THROAT 

PATHOLOGY 

Larry  Parsons 

S.  W.  Hughes,  M.D. 

Ronald  E.  Henderson,  Jr.,  M.D. 

David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

Director-Coordinator,  Nursing  Service: 

Vera  Bee,  R.N. 

TRAUMATIC  AND  ORTHOPEDIC 

UROLOGY 

SURGERY 

Howard  O.  Smith.  M.D.,  F.A.C.S.* 

Director  of  Patient  Care: 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

Ruby  Lowrance,  R.N. 

Howard  0.  Smith,  M.D.,  FACS, 

Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 

Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January, 

1963.  The  original  hospital  was 

founded  by  Dr.  J.  W.  Torbett,  Sr. 

, in  1898. 

•Expired  May  17th,  1977. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B Allen,  M.D  , D A B I M 
Morris  E.  Magers,  M.D  , DABIM 
Channing  Woods,  M.D 

Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 

Landon  W.  Stewart,  M.D,  DABIM 

Cloyce  L.  Stetson,  Jr.,  M.D,  DABIM 

David  S.  Sowell,  III,  M.D,  D.A.B.I  M,  Cardiology 

Don  E Cheatum,  M.D,  DABIM.,  and  DAB  Rhu, 

F A.C.P  , Rheumatology 
W.  Mark  Armstrong,  MD,  DABIM 
Sam  W.  Waters,  M.D. 

George  E Thomas,  M.D,  DABIM. 

Steven  P Bowers,  M.D.,  DABIM 
George  S.  Schools,  M.D,  DABIM,  F.C.C.P , Pul- 
monary Diseases 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D.,  D A B O G.,  F.A.C.O.G. 

Vernie  D Bodden,  M D,  D A B O G. 

PEDIATRICS 

Halcuit  Moore,  M D,  D A B P , F.A.A.P 
P E Luecke,  Jr  , M.D,  D A B P,  F.A.A.P 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  D A B S.,  F.A.C.S. 

Charles  W.  Coleman,  M.D 

UROLOGY 

Harry  M.  Spence,  M.D,  D.A.B.U.,  F.A.C.S. 

William  H.  Hoffman,  Ml).  D.A.B.U.,  F.A.C.S. 

Richard  B.  Dulany,  M.D,  D.A.B.U.,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D.A.B  R. 

James  B.  Evans,  M.D  , D.A.B  R. 

DERMATOLOGY 

William  N.  New,  M D , F.A.A.D,  FA. CP 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D,  D A B O 

OPHTHALMOLOGY 
James  M Copps,  M.D,,  D A. B.O. 

R Roy  Whitaker,  M.D  , D A B.O 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh.  D.D.S. 

William  F Walton,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D  , D.A.B.I  M,  F.A.C.P  , 
Gastroenterology 
Adam  D Green,  M.D,  Surgery 
B.  Celia  Slaughter,  M D,  D A B P , F.A.A.P. 

John  B Bourland,  M.D,  D A B O G. 

Raymond  W Burford,  M.D,  D.A.B  R,  Radiology 


<Joche)  For  recurrent  attacks  of 

urinary  tract  infection  in  women 


Bactrim  OSS’ 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37:2 0527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 
Volume  77  January  1981 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage— 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

V2  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

V2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole— bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored— bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / N utley,  New  Jersey  07110 

Please  see  following  page. 
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;r  next  attack  of  cystitis  may  require 

wjk  I 

| the  Bactrim 
stem  counterattack 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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For  this  month's  Texas  Medicine 
cover,  designer  Ed  Triggs  has  created 
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vaccine  in  combat  with  the  invading 
rabies  infection,  symbolized  by  tri- 
angles. The  cover  relates  to  "The 
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46)  by  Jerome  H Greenberg,  MD, 
the  Texas  Department  of  Health  Dep- 
uty Commissioner  for  Preventable 
Diseases.  Dr  Greenberg  outlines 
health  department  criteria  for  distribu- 
tion and  use  of  the  human  diploid  cell 
vaccine  (HDCV).  HDCV,  he  explains, 
is  in  limited  supply  and,  until  sufficient 
quantities  are  available,  must  be  con- 
served for  individuals  in  greatest  dan- 
ger of  rabies. 
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EDITORIAL 


Acute  cystitis  in  young  women:  how  much  is  too  much? 

Urinary  tract  infections  are  second  only  to  respiratory  infec- 
tions in  overall  incidence,  but  probably  rank  as  the  most 
expensive  infectious  diseases  in  the  country  when  one 
considers  the  cost/benefit  ratio  for  the  amount  of  time  and 
money  spent  on  the  evaluation  and  treatment.  Certainly,  if 
we  evaluate  the  cost/benefit  ratios  for  only  young  women 
and  prepubertal  girls  with  acute  uncomplicated  urethro- 
cystitis and  consider  the  myriad  of  tests  and  therapies  that 
have  been  concocted  over  the  years  to  evaluate  and  treat 
these  patients,  there  is  no  other  disorder  that  can  claim  even 
a close  second. 

When  one  then  appreciates  that  close  to  5%  of  women  will 
have  at  least  one  episode  of  an  acute  lower  urinary  tract 
infection  in  their  lives  and  between  40%  to  60%  of  a busy 
clinical  urologist’s  outpatient  practice  involves  young  women 
with  symptoms  of  urethrocystitis,  the  magnitude  of  this  prob- 
lem becomes  impressive.  An  overwhelming  body  of  evi- 
dence demonstrates  that  diagnostic  studies  fail  to  show 
significant  pathology  in  the  vast  majority  of  young  women 
and  children,  so  most  of  the  expenditure  and  effort  of  precise 
diagnosis  seems  meaningless.1-5 

Considering  that  urinary  tract  infections  comprise  a group 
of  disease  entities  with  different  manifestations,  rather  than 
a single  disease,  and  that  each  entity  probably  has  a dif- 
ferent natural  history,  perhaps  some  of  this  diagnostic  and 
therapeutic  overkill  can  be  avoided  without  the  physician 
feeling  that  he  or  she  has  missed  a serious  problem  or  in- 
sufficiently treated  a dangerous  illness.  These  differences 
depend  on  sex,  race,  age,  anatomical  and  neurological  ab- 
normalities, or  the  inability  to  find  these  abnormalities  in  the 
patient.  By  stratifying  patients  with  urinary  tract  infections 
into  various  categories  using  these  criteria,  a more  rational 
and  effective  choice  of  diagnostic  studies  and  therapeutic 
modalities  may  be  made. 

For  example,  females  between  the  ages  of  3 and  40  years 
who  present  with  dysuria,  urinary  frequency,  urgency,  noc- 
turia, and  occasionally  hematuria  in  the  absence  of  flank 
pain  or  high  fever  will  almost  always  have  classical,  acute, 
uncomplicated  cystitis.  They  may  complain  of  lower-abdomi- 
nal or  lower-back  discomfort.  A physical  examination  is 
usually  normal,  except  for  adults  who  may  have  tenderness 
of  the  bladder  on  pelvic  examination.  Vaginitis  must  be 
considered  as  an  etiologic  agent  and  appropriate  smears 
performed  if  a discharge  is  present.  The  urinalysis  usually 
will  reveal  many  white  blood  cells,  red  blood  cells,  and  bac- 
teria in  the  spun  sediment  examination. 

At  this  point,  when  faced  with  the  above  symptom  com- 
plex, many  physicians  differ  as  to  their  course  of  action.  Let 
us  restate  that  the  overwhelming  majority  of  women  with 
classical,  acute  urethrocystitis  will  not  have  demonstrable 
abnormalities  in  their  urinary  tracts.2  3 They  merely  need  the 
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cheapest  effective  antibiotic  available. 

They  do  not  need  expensive  urine  cultures,  for  more  than 
95%  of  the  infecting  bacteria  will  respond  to  the  drugs  that 
have  for  years  been  shown  to  be  effective  agents  in  this  dis- 
ease, such  as  nitrofurantoin  and  the  various  sulfa  medica- 
tions.6 Moreover,  it  has  recently  become  evident  that  a three- 
to  five-day  course  of  treatment  is  just  as  effective  as  a 1 0-  to 
1 4-day  course,  which  means  the  infection  can  be  eliminated 
with  only  a few  dollars  worth  of  pills. 

More  important,  patients  do  not  routinely  need  to  have  ex- 
cretory urograms,  voiding  cystourethrograms,  cystoscopies, 
retrograde  pyelograms,  or  any  ot  the  numerous  urethral  or 
bladder  neck  manipulations  that  have  been  used  over  the 
past  few  decades  in  an  effort  to  find  serious  pathology  and 
keep  these  patients  free  of  symptoms  and  infection.  All  these 
studies  and  therapies  do  is  hurt  and  cost  money. 

Having  said  all  of  this,  I must  stress  that  there  are  times 
when  radiologic  and  endoscopic  investigations  are  helpful 
and  important  in  this  age  group  of  women,  but  such  mea- 
sures are  necessary  only  in  the  exceptional  patient  with  an 
unusual  history,  abnormal  physical  finding,  or  recurrent 
atypical  disease.1  There  are  also  times  when  urine  cultures 
and  sensitivities  are  critical  to  clear  up  an  infection.  Similarly, 
expensive  drugs  may  be  the  only  effective  therapy,  and  ab- 
normalities of  the  lower  urinary  tract  may  need  surgical  at- 
tack. Once  again,  these  exceptions  are  few  and  far  between. 

There  is  no  question  that  it  is  more  difficult  to  stop  doing 
procedures  that  one  has  been  performing  for  years,  almost 
by  rote,  than  it  is  to  add  to  one’s  armamentarium.  However, 
when  the  facts  demonstrate  little  evidence  to  support  (and  a 
large  body  of  evidence  to  refute)  the  use  of  expensive  and 
manipulative  procedures,  this  dilemma  can  be  resolved  for 
scientific,  rather  than  emotional,  reasons. 

Joseph  N.  Corriere,  Jr,  MD 

Professor  and  Director,  Division  of  Urology,  Department  of  Surgery,  UT 
Medical  School  at  Houston,  6531  Fannin  St,  Suite  6018,  Houston,  TX 
77030 
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The  borderline  syndrome 

In  this  issue  of  Texas  Medicine,  Kimsey  and  his  colleagues 
review  the  evolution  of  the  term  “borderline  syndrome”  and 
the  theories  advanced  to  explain  the  psychodynamics  of  the 
borderline  patient.  The  authors  emphasize  the  controversy 
over  the  term  and  outline  the  DSM  ill  diagnostic  criteria  for 
Borderline  Personality  Disorder. 

One  major  consideration  is  whether  the  borderline  syn- 
drome can  be  best  conceptualized  as  a disease  entity,  or 
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rather  as  a combination  of  relatively  independent  clinical 
conditions.  The  group  of  patients  who  tend  to  receive  a diag- 
nosis of  borderline  syndrome  appears  to  comprise  an  entity 
characterized  by  complexity  of  clinical  features  and  diffi- 
culties encountered  in  management  and  treatment.  This 
creates  an  urgency  among  clinicians  to  define  the  condition, 
thus  reducing  the  anxiety  that  they  experience  in  dealing 
with  such  a complex  and  hard-to-grasp  state.  However,  we 
must  be  careful  and  sufficiently  critical  to  avoid  diagnostic 
and  treatment  conclusions  that  are  not  supported  by  the  cur- 
rently available  evidence,  but  rather  are  motivated  by  the 
need  to  feel  that  one  "knows"  what  one  is  dealing  with. 

One  of  the  guiding  principles  in  the  development  of  DSM 
III  has  been  to  include  in  the  classification  all  conditions  that 
a significantly  large  group  of  clinicians  believe  are  of  clinical 
importance,  providing  that  the  condition  can  be  reliably  de- 
fined so  that  it  can  be  distinguished  from  other  conditions.' 

The  inclusion  of  Borderline  Personality  Disorder  under  the 
rubric  of  personality  disorders  in  DSM  ill  implies  that  the  APA 
Task  Force  on  Nomenclature  and  Statistics  conceptualized 
this  group  of  patients  as  having  maladaptive  patterns  of 
behavior  in  relating,  perceiving,  and  thinking  about  the  en- 
vironment and  themselves.  This  view  is  a departure  from 
previous  descriptions  in  which  the  condition  was  seen  as  a 
variant  of  schizophrenia  or  as  a syndrome  “on  the  border” 
between  neurosis  and  psychosis. 

The  DSM  III  classification  is  supported  by  the  results  of 
factor  analysis  of  the  symptoms  of  more  than  800  patients 
clinically  diagnosed  as  "borderline.”2  In  this  study,  Spitzer 
and  associates  divided  the  group  of  borderline  patients  into 
two  distinct  subgroups: 

1 . A group  classified  in  DSM  III  under  Schizotypal  Per- 
sonality Disorder.  These  patients  tended,  in  the  past,  to  be 
diagnosed  as  having  borderline  schizophrenia.  As  a group 
they  had  increased  prevalence  of  chronic  schizophrenia 
among  their  biological  relatives. 

2.  Patients  diagnosed  as  having  Borderline  Personality 
Disorder  characterized  by  what  was  defined  by  clinicians  in 
the  field  as  “stable  instability."  Their  major  psychopathology 
consisted  of  fluctuation  in  affective  state,  impulsivity,  poorly 
controlled  anger,  and  intense  conflict-laden  interpersonal 
relationships. 

However,  the  findings  of  Spitzer  and  colleagues  clearly 
indicate  that  even  though  the  two  groups  of  borderline  syn- 
drome are  in  part  independent,  they  are  not  mutually  ex- 
clusive when  diagnosed  by  DSM  III  criteria.  This  is  clearly 
demonstrated  by  Spitzer  and  colleagues  who  found  that  54% 
of  the  patients  included  in  their  analysis  met  the  criteria  for 
both  Schizotypal  Personality  Disorder  and  Borderline  Per- 
sonality Disorder. 

A review  of  recent  psychiatric  literature  on  borderline  syn- 
drome reveals  two  types  of  studies  representing  two  different 
approaches  to  the  diagnosis.  One  group  of  studies  deals 
with  psychodynamic  formulations  derived  from  observations 
of  infant-mother  interaction  and  transference-counter- 
transference interaction  in  psychoanalytic  psychotherapy. 
The  other  group  emphasizes  diagnosis  as  independent  of 
etiology  and  is  based  on  descriptive  diagnostic  criteria.  It  is 
obvious  that  the  diagnostic  approach  of  American  psychiatry 


as  formalized  in  DSM  III  emphasizes  descriptive  and  statis- 
tically validated  variables.  Overall,  this  approach  is  a step  in 
the  right  direction,  particularly  because  it  contributes  to  clar- 
ification and  validation;  however,  this  emphasis  presents  a 
danger  that  further  efforts  toward  formulation  and  a study  of 
dynamic  and  developmental  aspects  of  the  borderline  syn- 
drome will  receive  insufficient  attention. 

Clinicians  interested  in  these  aspects  of  borderline  syn- 
drome have  accumulated  highly  valuable  data  and  devel- 
oped effective  psychotherapeutic  strategies.  This  effort  must 
continue,  and  clinicians  and  researchers  must  not  lose  sight 
of  the  practical  and  theoretical  importance  of  developmental 
and  psychotherapeutic  issues  in  the  forest  of  multiple  “diag- 
nostic criteria.” 

The  authors  of  the  article,  “The  Borderline  Syndrome — A 
New  Psychiatric  Concept,”  should  be  commended  for  their 
excellent  review  of  psychodynamic  and  developmental 
issues  that  are  vital  to  this  concept,  clinically  as  well  as 
theoretically. 

Future  investigations  should  comprise  long-term  genetic 
studies  and  treatment  response  evaluations  that  will  include 
not  only  diagnostic  variables,  but  also  developmental  and 
psychodynamic  factors.  Such  a research  strategy  may  be 
able  to  clarify  the  various  components  of  the  borderline  syn- 
drome and  their  interactions.  This  task  is,  of  course,  a dif- 
ficult one,  but  the  creativity  demonstrated  in  the  past  by  the 
phenomenologists,  as  well  as  the  psychodynamically-ori- 
ented  investigators,  suggests  it  can  be  accomplished.  What 
is  crucial  in  this  endeavor  is  a collaboration  and  open  com- 
munication among  investigators  with  diversified  approaches 
to  this  field. 

Aharona  Strahilevitz,  MD 

Director  of  Consultation  and  Liaison  in  Child  Psychiatry,  Department  of 
Psychiatry,  The  University  of  Texas  Medical  Branch,  Galveston,  TX  77550 
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Lidocaine  revisited 

The  past  few  years  have  seen  intense  interest  in  the  de- 
tection, diagnosis,  and  treatment  of  cardiac  dysrhythmias. 
Because  few  new  antiarrhythmic  drugs  have  been  devel- 
oped and  approved  during  this  time,  available  drugs  have 
been  examined  in  greater  detail  than  might  otherwise  have 
occurred.  Lidocaine  is  no  exception,  and  we  now  have  con- 
siderable understanding  of  its  actions  at  the  cellular  level  and 
at  the  bedside.'  2 

Antiarrhythmic  drugs  commonly  are  grouped  according 
to  their  effect  on  the  electrophysiologic  properties  of  spe- 
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cialized  cardiac  fibers.  Lidocaine  and  phenytoin  are  included 
together  because  they  decrease  automatism  of  Purkinje 
fibers  and  diminish  the  action  potential  duration  and  the 
effective  refractory  period  of  both  Purkinje  fibers  and  ven- 
tricular muscle.  Furthermore,  they  exert  minimal  effects  on 
the  sinus  node,  atrial  specialized  fibers,  or  atrioventricular 
node  of  normal  hearts.3 

Thus,  lidocaine  should  have  a greater  effect  on  ventricular 
tachyarrhythmias  than  on  those  of  supraventricular  origin. 
Clearly,  this  is  the  case,  and  serious  ventricular  tachyar- 
rhythmia is  the  principal  indication  for  its  use.  Additionally, 
there  is  increasing  support  for  the  use  of  lidocaine  pro- 
phylactically  in  patients  with  acute  myocardial  infarction.4 
Although  episodes  of  supraventricular  tachycardia — includ- 
ing those  associated  with  the  Wolff-Parkinson-White  syn- 
drome— occasionally  have  been  terminated  by  lidocaine, 
several  other  drugs  are  more  effective  for  these  arrhythmias. 

Studies  of  the  electrophysiologic  effects  of  lidocaine  gen- 
erally have  been  conducted  in  normal  hearts,  but  there  is 
experimental  evidence  that  different  effects  may  occur  in  dis- 
eased hearts.  This  is  supported  by  reports  of  detrimental 
effects  of  lidocaine  in  patients  with  sick  sinus  syndrome  and 
the  occurrence  of  second-or  third-degree  heart  block  in 
patients  with  impaired  junctional  condition.  In  addition,  a 
significant  increase  in  ventricular  rate  has  been  reported,  al- 
beit infrequently,  in  patients  with  atrial  flutter  or  fibrillation 
after  lidocaine  administration.  The  drug  should  be  admin- 
istered cautiously,  if  at  all,  to  patients  with  these  disorders. 
Complete  heart  block  is  a contraindication  to  its  use. 

A major  disadvantage  of  lidocaine  has  been  the  necessity 
of  administering  it  intravenously.  Therapeutic  effects  can  be 
obtained  with  large  doses  given  intramuscularly  or  sub- 
cutaneously, but  use  in  this  manner  generally  is  limited  to 
emergencies,  eg,  for  patients  with  acute  myocardial  infarc- 
tion before  transport  to  a hospital.  Oral  administration  results 
in  unpredictable  serum  levels  and  is  not  recommended.  A 
derivative  of  lidocaine,  tocainide,  is  effective  orally  but  has 
not  yet  been  approved  by  the  FDA. 

Although  lidocaine-induced  cardiac  toxicity  is  uncommon, 
central  nervous  system  toxicity  manifested  by  paresthesias, 
euphoria,  disorientation,  stupor,  seizures,  and  respiratory  ar- 
rest is  not.  Since  the  major  toxic  manifestations  are  related 
to  serum  levels,  much  attention  has  been  directed  to  meth- 
ods designed  to  produce  and  maintain  therapeutic  serum 
levels.  In  this  issue  of  Texas  Medicine , Dr  Waller  proposes 
the  selection  of  a loading  and  maintenance  dose  of  lidocaine 
based  on  desired  serum  level  and  the  principal  determinants 
of  serum  levels — the  distribution  space  of  the  drug  and  its 
rate  of  metabolism.  It  is  the  large  distribution  space  for  lido- 
caine, ie,  body  tissues  which  rapidly  equilibrate  with  serum 
levels  of  the  drug,  which  accounts  for  the  brief  effect  of  intra- 
venous bolus  injections.  The  larger  the  individual,  the 
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greater  will  be  the  distribution  space  and  greater  the  required 
loading  dose  to  attain  a given  serum  level.  As  a general 
guide,  Dr  Waller’s  formula  may  be  helpful,  but  it  must  be  re- 
membered that  she  uses  an  assumed  distribution  space  and 
clearance  values  for  normal  individuals.  Lidocaine  is  taken 
up  by  adipose  tissue,  and  thin  individuals  may  have  a 
smaller  distribution  space  than  obese  individuals  of  com- 
parable body  weight.  Also,  lidocaine  is  metabolized  prin- 
cipally by  the  liver  and  in  the  presence  of  decreased  hepatic 
blood  flow  (eg,  congestive  heart  failure  or  intrinsic  liver  dis- 
ease), clearance  is  less;  therefore,  calculated  maintenance 
doses  must  be  reduced.  Dr  Waller  acknowledges  the  effect 
of  these  conditions  on  the  proposed  calculations  and  also 
points  out  that  clearance  decreases  during  prolonged  contin- 
uous infusions  of  the  drug. 

Dr  Waller  also  proposes  a scheme  which  involves  de- 
creasing infusion  rates  after  a loading  dose.  This  is  done  to 
prevent  the  decline  of  serum  concentration  to  subtherapeutic 
levels  due  to  rapid  drug  distribution  during  the  early  period  of 
constant  infusion.  Whether  one  uses  Dr  Waller’s  proposal — 
or  the  more  commonly  employed  administration  of  small 
boluses  of  25  to  50  mg  if  arrhythmias  reappear  during  this 
phase — probably  is  unimportant.  What  is  important  is  that 
physicians  realize  that  increasing  the  infusion  rate  alone  is 
not  a satisfactory  method  to  suppress  arrhythmias  which  re- 
cur during  maintenance  infusion.  Such  an  approach  pro- 
duces only  a slowly  rising  serum  level  requiring  four  drug 
half-lives,  ie,  six  to  seven  hours  to  reach  the  new  stable 
serum  value.  It  is  the  magnitude  of  the  serum  level  and  not 
the  rate  with  which  that  level  is  attained  that  is  dependent 
upon  the  rate  of  infusion.  For  arrhythmias  recurring  during 
the  first  one  to  two  hours  of  infusion,  additional  boluses  may 
suffice  until  serum  levels  reach  plateau  values.  For  arrhyth- 
mias occuring  later,  additional  boluses  plus  an  increase  in 
the  infusion  rate  probably  will  be  necessary. 

Formulae  for  attaining  therapeutic  levels  and  avoiding 
toxic  serum  levels  of  a drug  are  desirable,  but  it  must  be 
remembered  that  factors  other  than  serum  levels  determine 
drug  effectiveness.  What  is  an  effective  level  in  one  patient 
may  be  ineffective  in  another  and  toxic  in  a third. 

John  F.  Williams,  Jr,  MD 

Professor  of  Medicine,  The  University  of  Texas  Medical  Branch,  Galveston, 
TX  77550 
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Reimbursement  of  physicians’  fees 

All  physicians  should  become  aware  of  the  differences  in 
strokes  for  urban  and  rural  physicians.  Allowable  fees  (Medi- 
care and  Medicaid)  are  changed  each  year  for  the  urban 
physician.  Contrast  this  with  the  “allowable  office  fee”  of  $7 
set  in  1 970  for  the  1 00  Texas  rural  counties.  In  July  1 978, 
this  allowable  was  $7.10.  Should  this  not  become  a concern 
of  the  Texas  Medical  Association  House  of  Delegates  and 
the  American  Medical  Association? 

The  AMA  has  been  a most  effective  advocate  of  its  physi- 
cian members  in  dealing  with  federal  bureaucracies  on  many 
matters.  Perhaps  this  rural  fee  issue  was  mislaid  because 
fewer  physicians  live  in  rural  areas. 

Politicians  like  to  boast  that  physicians  and  their  wives  pre- 
fer urban  areas  where  schools  and  culture  abound,  to  the 
neglect  of  rural  communities.  These  same  legislators  over- 
look reimbursement  discrepancies  when  it  comes  to 
regulating  fees.  The  rural  physician  must  be  content  at  “the 
forks  of  the  creek,”  yet  often  visit  widely  dispersed  patients, 
often  have  to  build  and  manage  a small  hospital,  deal  with  an 
older  population,  and  share  calls  with  a colleague  in  another 
village. 

Our  rural  colleagues  deserve  our  interest  and  support  in 
removing  the  gross  inequities  by  adjusting  the  government 
fee  schedules.  These  strokes  for  different  folks  should  not  be 
this  different. 

L.  Rodney  Rodgers,  MD 

Hermann  Professional  Building,  Suite  1232,  Houston,  TX  77030 

Dick  Cason,  MD 

150  Circle  Dr,  Hillsboro,  TX  76645 


TMA  studies  reimbursement  issue 

Drs  Rodgers  and  Cason  are  to  be  commended  for  keeping 
the  issue  of  Medicare  reimbursement  on  the  front  burner. 
The  concern  expressed  is  a view  shared  by  many  TMA 
members.  This  concern  is  being  actively  studied  by  the 
Texas  Medical  Association. 

At  the  May  1980  House  of  Delegates  session,  Resolution 
24D  was  introduced.  It  called  for  TMA  to  assume  a leader- 
ship role  in  the  area  of  Medicaid  reimbursement.  After  the 
Reference  Committee  on  Government  Health  Programs 
studied  the  data  and  heard  testimony,  it  adopted  a substitute 
resolution  calling  for  the  appointment  of  a geographically 
representative  ad  hoc  committee  to  study  the  issue  and  re- 
port back  to  the  House  of  Delegates. 

The  ad  hoc  committee  held  two  meetings  to  assure  a thor- 
ough understanding  of  the  problem.  The  committee  studied 
the  methods  by  which  localities  were  designated  for  reim- 
bursement, examined  the  influence  of  individual  physicians’ 
charging  patterns  on  present  and  future  profiles,  and  ana- 
lyzed the  significance  of  usual,  customary,  and  prevailing 


charges  on  reimbursement.  It  continues  to  examine  the  spe- 
cial circumstances  facing  rural  and  urban  physicians. 

The  committee  also  will  study  extensive  data  provided  by 
the  carrier.  With  this  data,  an  analysis  will  be  done  on  the  ten 
most  frequently  charged  procedures  of  eight  specialties, 
comparing  current  reimbursement  in  present  localities  with 
what  reimbursement  would  be  under  a state  reimbursement 
program. 

In  May  1 981 , the  TMA  will  provide  its  members  with,  per- 
haps, the  most  informative  and  comprehensive  review  of 
Medicare  reimbursement  that  has  ever  been  available.  With 
this  information,  the  House  of  Delegates  will  be  able  to  de- 
cide the  best  course  for  the  association  to  follow  regarding 
Medicare  reimbursement  in  Texas. 

Again,  Drs  Rodgers  and  Cason  are  to  be  commended. 
Their  concern  helps  to  assure  that  this  important  issue  re- 
ceives the  attention  it  deserves. 

F.  Warren  Tingley,  MD 

Chairman,  TMA  Ad  Hoc  Committee  on  Physician  Fees.  801  Road  to  Six 

Flags  West,  Arlington,  TX  76012 

More  on  hyperlipidemia 

I first  heard  of  the  question  concerning  treatment  of  hyper- 
lipidemia 25  years  ago  when  Ed  Boyle,  MD,  of  South  Caro- 
lina, expounded  his  theory  on  lipids  and  atherosclerosis. 
Being  an  ophthalmologist,  I observed  perivascular  cho- 
lesterol exudates  in  the  retina.  Some  of  these  would  dis- 
appear when  the  patient  was  put  on  choline,  inosotol,  and 
vitamins,  but  there  was  no  correlation  with  the  amount  of 
cholesterol  in  the  blood.  In  “What’s  new:  arguments  for  and 
against  the  treatment  of  hyperlipidemia,”  (September  1 980, 
Texas  Medicine),  Drs  Gotto  and  Wittels  have  established 
that  a small  percentage  of  atherosclerotic  persons  live 
longer  if  their  blood  cholesterol  is  reduced  1 0%.  My  inter- 
pretation of  this  is  that  the  low  cholesterol  diet  forces  a 
person  into  a more  nutritious  diet.  These  doctors  have  ren- 
dered an  outstanding  service  to  medicine  by  establishing 
that  there  is  no  connection  between  atherosclerosis  and 
cholesterol.  If  a quart  of  cholesterol  could  cause  atheroscle- 
rosis, so  could  a pint.  The  exposure  is  the  same. 

Charles  E.  Carpenter,  MD 

PO  Box  158,  Hidalgo,  TX  78557 


Response  from  the  authors 

We  appreciate  Dr  Carpenter’s  interest  in  our  article,  "What’s 
new:  arguments  for  and  against  the  treatment  of  hyper- 
lipidemia.” Cholesterol  can  affect  the  eyes  in  several  ways. 
There  is  an  association  between  hypercholesterolemia  and 
the  occurrence  of  a corneal  arcus.  When  a corneal  arcus  is 
found  in  patients  under  the  age  of  50,  measurement  of 
plasma  lipid  is  indicated.  There  is  also  the  phenomenon  of 
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One  press  of  a finger 
solves  two  problems 

1 . for  the  physician: 

more  precise  dosage  titration 

2.  for  the  patient: 
easier  compliance  with 
vour  dosage  adi  ustments 


(ISOSORBIDE  DINITRATE) 


(E.Z.  SPLIT®1-)  Oral  Tablets:  5 mg,  10  mg,  20  mg,  and  30  mg 


N0W...for  greater 
convenience 
and  compliance 
in  the  higher  spectrum 
of  the  recommended 
dosage  range 


(ISOSORBIDE  DINITRATE)  < 

Dral  Tablets 

♦Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

''Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not  in- 
tended to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  and  nitrates  during  the  early 
days  of  the  acute  phase  of  myocardial  infarction  (the  period  during  which  clin- 
ical and  laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Dosage  and  Administration:  Isordil  (Isosorbide  Dinitrate)  Oral  Titradose 
Tablets  are  administered  orally.  The  dosage  range  is  5 mg  to  30  mg  q.i.d.,  with 
the  usual  dosage  being  10  mg  to  20  mg  q.i.d. 

Consult  direction  circular  before  prescribing. 

$ve4 

New  York,  NY  10017  ® 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE  THROUGH  MEDICINE® 


© 1979  Ives  Laboratories  Inc. 


+ US  Pal  Nos.  3883647  and  D224591 


Persantine-50 

(dipyridamole) 


21%  savings 


(over  25  mg) 


NEW  dosage 
convenience- 
one  tablet  instead 
of  two 


NEW  prescribing 
flexibility — 
Persantine  now 
available  in  three 
strengths.. .25  mg, 
50  mg  and  75  mg 


Persantine®  [dipyridamole) 


INDICATIONS  - Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective:  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  ni  troglycerin  re- 
quirements. The  drug  is  not  intended  to 
abort  the  acute  anginal  attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS— No  specific  contra- 
indications are  known. 

PRECAUTIONS -Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension.  Persantine  tablets,  25  mg,  con- 
tain FD&C  Yellow  No.  5 (tartrazine)  which  may 
cause  allergic-type  reactions  (including  bron- 
chial asthma)  in  certain  susceptible  individuals. 
The  incidence  of  sensitivity  is  generally  low, 
but  frequently  seen  in  patients  with  aspirin 
hypersensitivity. 

ADVERSE  REACTIONS -Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 


appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initiation 
of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms. 

DOSAGE  AND  ADMINISTRATION-The  rec- 
ommended dosage  is  50  mg  three  times  a day, 
taken  at  least  one  hour  before  meals.  In  some 
cases,  higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of  side  effects 
is  associated  with  increased  dosage  Clinical 
response  may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg,  50  mg  and  75  mg 
For  complete  details,  please  see  the  full 
prescribing  information. 


Boehringer  Ingelheim  Ltd 
Ridgefield.  CT  06877 


The  treatment  is  Aversion  Therapy. 
What  it  does  is  train  problem  drinkers 
to  avoid  alcohol.  And  it  works.  The 
proof  is  a 65%  * success  rate  among 
those  who  come  to  us  for  help. 

Schick  Shadel  Hospital  is  a state  . 
licensed  hospital  and  JCAH  ac- 
credited. We’re  also  a Blue  Cross/ 
Blue  Shield  member  hospital.  Our  pa- 
tients are  treated  by  skilled  physi- 
cians and  nurses  trained  in  alcohol 
withdrawal  and  counter-conditioning 
therapy.  Experienced  counselors,  in- 
cluding psychiatrists  and  psycholo- 


gists, are  also  consulted  to  help  recov- 
ering alcoholics  identify  and  deal 
with  problems  related  to  the  disease. 

The  cost  for  treatment  at  the 
Schick  Hospital  may  be  claimed 
under  Medicare/Medicaid,  Blue 
Cross/Blue  Shield,  and  many  other 
major  medical  insurance  plans.  Pa- 
tients are  admitted  24  hours  a day 
and  are  provided  with  limousine  ser- 
vice from  the  airport. 

For  more  information  about  the 
therapy  and  facilities  available,  send 
for  the  Schick  Hospital  brochure.  Re- 


member, alcoholism  is  a disease  that 
can  be  treated  medically.  Just  ask  any 
of  the  thousands  of  recovered  Schick 
patients.  They’re  the  living  proof. 

* Sourc  e:  Facts  Consolidated  Study 


Schick  Shadel  Hospital 

Medical  Director  in  Fort  Worth:  ('all  collect 
817/284-9217  or  Metro  817/589-0444. 
4101  Frawley  Drive/Fort  Worth.  TX  761 1J 
For  referral  information:  817/589-0444 


Announcing  a major 
symposium  for  primary 
care  physicians 


Anxiety:  the 
therapeutic 
dilemma  i 


Natipnal  authorities  offer  views 
and  insights  Are  minor  tranquilizers 
overused?  Is  anxiety  overdiagnosed?  Do 
antianxiety  drugs  create  other  clinical 
problems?  What  are  the  alternatives? 

These  and  other  critical  questions  will 
be  examined  in  a one-day  symposium 
and  workshop  at  the  Tulane  Medical 


Center,  New  Orleans,  on  February  14, 
1981.  Eminent  physicians  will  dis- 
cuss aspects  of  treatment  including  (1) 
recognition  and  management  of  the 
dependence-prone  patient,  (2)  ways  to 
minimize  tranquilizer  dependency, 

(3)  current  information  on  the  bio- 
chemistry of  anxiety  and  (4)  how  it  can 


affect  treatment  modalities. 

Unique  interactive  format  offers  di- 
rect participation  Filmed  case  presenta- 
tions provide  source  material  for  partici- 
pant interaction  — to  demonstrate  keys  to 
differential  diagnosisand  clarify  guidelines 
for  selecting  appropriate  drug  and  non- 
drug therapies. 


Program  Topics  and  Faculty 

The  Clinical  Spectrum  of  Anxiety 

Michael  J.  Halberstam,  MD,  Private  Practice,  Internal  Medicine  and  Cardiology, 
Washington,  DC;  Editor,  Modern  Medicine;  Associate  Clinical  Professor  of  Medicine, 
George  Washington  University  Medical  Center 

Anxiety:  Etiology  and  Dynamics 

Sidney  L.  Werkman,  MD.  Professor  of  Psychiatry,  University  of  Colorado  School  of 
Medicine 

Differential  Diagnosis  of  Anxiety 

Robert  E.  Rakel,  MD,  Professor  and  Head,  Department  of  Family  Practice,  The 
University  of  Iowa  College  of  Medicine 

The  Problem  of  Drug  Dependence 

David  H.  Mielke,  MD,  Associate  Professor  of  Psychiatry,  Tulane  University  School  of 
Medicine 

Pharmacology  and  Pharmacokinetics 
of  the  Minor  Tranquilizers 

Leo  E.  Hollister,  MD,  Professor  of  Medicine,  Psychiatry  and  Pharmacology,  Veterans 
Administration  Medical  Center  and  Stanford  University  School  of  Medicine 

Benzodiazepine  Receptors 

Solomon  H.  Snyder,  MD,  Chairman  & Professor,  Department  of  Neuroscience, 
Distinguished  Service  Professor  of  Neuroscience,  Psychiatry  and  Pharmacology, 

The  Johns  Hopkins  University  School  of  Medicine 

Management  Approaches  to  the 

Patient  With  Anxiety 

Julius  Michaelson,  MD,  Past  President,  American  Academy  of  Family  Physicians 

Tranquilizers:  Guidelines  for 
Appropriate  Use 

Robert  E.  Rakel,  MD,  Professor  and  Head,  Department  of  Family  Practice, 

The  University  of  Iowa  College  of  Medicine 

Non-Drug  Treatment  Alternatives 

Sidney  L.  Werkman,  MD,  Professor  of  Psychiatry,  University  of  Colorado  School  of 
Medicine 

Other  members  of  the  symposium  faculty,  from  the  Tulane  University  School  of 

Medicine,  include  John  W.  Goethe,  MD  and  Daniel  K.  Winstead  MD 

Eight  credit  hours  in  Category  1 for 
PRAIAMA,  Prescribed  hours  by  A AFP, 
Category  2-D  of  AOA  and  lor  Formal 
Learning  cognates  of  ACOG  will  be 
awarded. 

Anxiety:  The  Therapeutic  Dilemma  is 
being  produced  in  collaboration  with 
Tulane  University  School  of  Medicine, 
Department  of  Psychiatry  and  Neurology, 
by  M.E.D.  Communications,  under  an 
educational  grant  from  Abbott  Laboratories. 
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cholesteryl  ester  crystals,  which  may  embolize  from  an  ath- 
erosclerotic plaque  and  lodge  in  the  eye.  Also,  atherosclerot- 
ic changes  may  occur  in  the  retina  or  arterioles.  None  of 
these  ocular  changes  are  directly  related  to  the  level  of  blood 
cholesterol.  None  would  be  expected  to  disappear  if  hyper- 
cholesterolemia were  treated. 

Dr  Carpenter  is  correct  that  following  a diet  limited  in  cho- 
lesterol (and  also  saturated  fat)  often  leads  to  the  patient 
following  a more  nutritious  diet.  One  of  the  reasons  for  this  is 
that  the  patient  is  motivated  to  learn  more  about  diet  and  to 
pay  more  attention  to  it.  A diet  restricted  in  fat  and  choles- 
terol should  be  balanced  and  nutritious.  We  do  not  recom- 
mend diets  that  are  so  extreme  that  the  patient’s  nutritional 
balance  would  be  jeopardized. 

There  is  a great  deal  of  evidence  to  establish  an  associa- 
tion between  atherosclerosis  and  serum  or  plasma  cho- 
lesterol levels.  We  also  know  that  there  is  a strong 
association  between  intake  of  dietary  fat  (and  in  particular, 
saturated  fat)  and  blood  cholesterol.  What  has  not  been  es- 
tablished is  whether  lowering  the  level  of  plasma  cholesterol 
by  diet  or  other  means  will  reduce  atherosclerosis  and  pre- 
vent, retard,  or  reverse  the  clinical  manifestations,  including 
coronary  heart  disease.  While  there  is  reason  to  expect  pro- 
tection against  atherosclerosis  by  lowering  plasma  cho- 
lesterol, the  issue  is  far  from  proven. 

Antonio  M.  Gotto,  Jr,  MD 

Chairman,  Department  of  Medicine,  Baylor  College  of  Medicine, 

The  Methodist  Hospital,  6565  Fannin  St,  Houston,  TX  77030 

State  hospitals:  a reader  responds 

The  editorials  in  the  November  1 980  issue  of  Texas  Medi- 
cine (“Contracts  in  medical  treatment,”  by  Myron  F.  Weiner, 
MD,  and  “Use  and  abuse  of  a state  hospital,”  by  Diane 
Shaktman,  MD)  are  both  very  interesting  and  should  be 
widely  read.  I would  particularly  like  to  underscore  Dr  Shakt- 
man’s  assertion  that  “the  state  hospitals  should  not  be  a 
dumping  ground  for  community  misfits.” 

Lest  we  be  too  harsh  on  local  communities,  many  commu- 
nities are  unable  to  evaluate  appropriately  so-called  “mis- 
fits,” and  I believe  the  state  system  can  afford  small 
communities,  in  particular,  the  opportunities  for  evaluation 
and  consultation.  It  is  too  often  true,  though,  that  not  only 
communities,  but  families  as  well,  try  to  place  people  in  state 
hospitals  for  permanent  and  ongoing  care.  Oftentimes,  un- 
fortunately, they  have  no  other  recourse.  I would  propose 
that  attention  be  given  to  small  communities  for  assistance  in 
dealing  with  these  very  serious  problems.  Certainly  until 
some  other  agency  can  be  created,  the  state  hospitals  will 
still  be  called  on  to  evaluate  and  hold  people,  many  of  whom 
are  not  appropriate  for  hospital  admission  or  retention. 

Morris  W.  Kilgore,  MD 

Staff  Psychiatrist,  Texas  Department  of  Mental  Health  and  Mental  Retarda- 
tion, Vernon  Center,  Box  2231 , Vernon,  TX  76384 
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Texas  Medical  Association 
Leadership  Conference 

Capital  Issues:  Focus  on  ’81 

Saturday,  January  31 , 9 to  4:30 

Joe  C.  Thompson  Conference  Center  Austin 

The  coming  year  will  bring  a new  session  of  the 
Texas  Legislature,  a new  Congress,  many  new  elec- 
ted and  appointed  leaders,  and  new  opportunities 
for  medicine  to  influence  its  future  course. 

Medical  leaders  and  other  Texas  physicians  who 
want  the  benefit  of  up-to-date,  authoritative  insights 
into  medicine's  concerns  should  plan  now  to  be  in 
Austin  on  January  31 . 

Featured  speakers  will  include: 

Joseph  F.  Boyle,  MD,  Los  Angeles 
Vice  Chairman,  AMA  Board  of  Trustees 

Tom  Nesbitt,  MD,  Nashville 

AMA  past  president;  member,  Graduate  Medical 

Education  National  Advisory  Committee  (GMENAC) 

Hon.  Phil  Gramm,  College  Station 
US  Representative,  6th  Congressional  District 

James  S.  Todd,  MD,  Ridgewood,  New  Jersey 
Chairman,  AMA  Ad  Hoc  Committee  on  Principles 
of  Medical  Ethics;  Member,  AMA  Board  of  Trustees 

Hon.  Bennie  Bock  II,  New  Braunfels 
Chairman,  Sunset  Advisory  Commission,  Texas 
Legislature 

Plus  special  sessions  focusing  on  state  and  na- 
tional legislative  issues,  as  well  as  PSRO,  fees, 
advertising,  and  medical  discipline. 

Conference  attendance  fulfills  the  Orientation  Pro- 
gram requirement.  Postgraduate  courses  will  be 
given  on  CPR,  fluids  and  electrolytes,  and  pulmo- 
nary function.  Most  TMA  boards,  councils  and  com- 
mittees will  meet  in  conjunction  with  the  conference. 


Mark  the  date.  Plan  now  to  attend. 


TEXAS  MEDICINE 


O OFFICE  OVERHEAD 
o LIFE  INSURANCE 
O MAJOR  MEDICAL 
0 PERSONAL  ACCIDENT 


for  more  information  or  brochure,  contact: 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  TRUST 

1901  NORTH  LAMAR  BOULEVARD 
AUSTIN,  TEXAS  78705 

CALL  TOLL  FREE: 

2° 

HOUSTON  PHYSICIANS  DIAL  ONLY  224-5309 

Prudential 


Group  Insurance 


TMA  IN  ACTION 

AMA  trustee,  congressman 
to  speak  at  January  meeting 

How  1981  state  and  national  legislative 
issues  impact  the  medical  profession 
will  be  the  focus  of  the  Texas  Medical 
Association’s  January  Leadership  Con- 
ference in  Austin.  Texas  physicians  will 
be  offered  insight  and  learn  ways  to  in- 
fluence issues  such  as  medical  man- 
power, the  Sunset  process,  PSRO, 
fees,  advertising,  and  medical  disci- 
pline. The  conference,  titled  “Capital 
Issues:  Focus  on  ’81,”  will  be  held  Jan 
31  at  the  Joe  C.  Thompson  Center  in 
Austin. 

Joseph  M.  Boyle,  MD,  Los  Angeles, 
vice  chairman  of  the  American  Medical 
Association  Board  of  Trustees,  is  the 
keynote  speaker.  A practitioner  in  inter- 
nal medicine  and  diseases  of  the  chest, 
Dr  Boyle  is  also  an  active  participant  in 
organized  medicine.  In  addition  to  serv- 
ing on  the  AMA  Board  of  Trustees,  he  is 
also  the  current  president  of  the  Califor- 
nia Medical  Association. 

Tom  E.  Nesbitt,  MD,  Nashville,  imme- 
diate past  president  of  the  AMA  and 
member  of  the  Graduate  Medical  Edu- 
cation National  Advisory  Committee 
(GMENAC),  will  speak  on  medical 
manpower  and  the  recently  released 
GMENAC  report  on  the  physician  sur- 
plus. He  is  also  a member  of  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals’ board  of  commissioners,  and  a 
member  of  the  American  Hospital  As- 
sociation’s board  of  trustees. 

Congressman  Phil  Gramm,  a Texas 
Democrat  in  the  House  of  Representa- 
tives, will  offer  a close  look  at  Wash- 
ington as  it  enters  a new  Congress  with 
a new  President.  Elected  to  the  96th 
Congress  in  1 978,  Rep  Gramm  has 
been  active  in  budget  and  energy  mat- 
ters. He  has  authored  an  amendment 
to  prohibit  federal  deficit  spending,  as 
well  as  an  amendment  limiting  presi- 
dential authority  in  gasoline  rationing. 

Other  speakers  include  Rep  Bennie 
Bock,  New  Braunfels,  and  James  S. 
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Todd,  MD,  Ridgewood,  NJ.  Bock,  a 
democratic  state  representative  from 
the  38th  district  and  chairman  of  the 
Sunset  Advisory  Commission,  will 
speak  on  the  “Sunset”  process  and  the 
Texas  State  Board  of  Medical  Exam- 
iners. Dr  Todd  has  served  as  chairman 
of  the  AMA  Ad  Hoc  Committee  on  Prin- 
ciples of  Medical  Ethics  and  serves  on 
the  AMA  Board  of  Trustees. 

Two  panel  sessions  will  consider 
various  topics  of  interest  to  the  medical 
profession.  Subjects  include  proposed 
state  legislation,  fees,  representing 
physicians  in  government  health  pro- 
grams, and  drug  substitution. 

TMA  will  host  a luncheon  for  con- 
ference participants.  Other  activities 
include  a hospitality  hour,  winter  meet- 
ings of  TMA  boards,  councils,  and 
committees,  and  three  postgraduate 
courses.  New  and  transfer  provisional 
members  can  meet  the  orientation  re- 
quirement by  attending  the  conference. 
No  separate  meeting  will  be  held  and 
no  separate  registration  or  credit  forms 
will  be  required. 

Postgraduate  courses  will  also  be  of- 
fered on  Saturday,  Jan  31 , and  Sunday, 
Feb  1 . On  Saturday,  “Basic  Cardiac 
Life  Support”  will  be  offered  1 -5pm. 

On  Sunday,  physicians  may  select  from 
the  following:  “Fluids  and  Electrolytes” 
and  “Pulmonary  Function  Evaluation,” 
both  offered  from  8am  - 1 pm  at  the 
Austin  Marriott  Hotel. 

Educational  conference 
for  office  staff  set 

Making  administrative  and  clinical  pro- 
cedures run  smoother  in  a physician’s 
practice  is  the  focus  for  the  second  an- 
nual Winter  Education  Conference  for 
medical  assistants.  The  conference,  to 
be  held  in  conjunction  with  the  Texas 
Medical  Association’s  Leadership  Con- 
ference Jan  31 , will  feature  seminars 
on  records  management,  clinical  labo- 
ratory procedures,  and  an  update  on 
Sunset  legislation  and  how  it  will  affect 
Texas  physicians. 

Linda  Lee  Little,  BBA,  CMA-A,  will 


conduct  the  workshop  on  records  man- 
agement, elaborating  on  the  impor- 
tance of  medical  records  and  their 
proper  filing.  Ms  Little  is  an  instructor  at 
Tyler  Commercial  College. 

Three  physicians  from  The  Univer- 
sity of  Texas  School  of  Medicine  at  San 
Antonio  will  present  a workshop  on  cur- 
rent medical  laboratory  practices. 

Frank  M.  Townsend,  MD,  chairman,  de- 
partment of  pathology;  Michael  H. 
Sulak,  MD;  and  Gerald  Lee  Alderson, 
MD,  will  discuss  such  areas  as  ana- 
tomic pathology,  hematology,  micro- 
biology, immunology,  immunohematol- 
ogy  and  clinical  chemistry. 

Gary  W.  Williamson,  MD,  chairman 
of  TMA’s  Council  on  Legislation,  will 
present  an  update  on  Sunset 
legislation. 

Conference  sessions  will  be  held 
from  8am  through  8:30pm  Jan  31  at  the 
Driskill  Hotel.  The  American  Associa- 
tion of  Medical  Assistants  (AAMA), 
State  of  Texas,  and  the  Texas  Medical 
Association  are  sponsoring  the  con- 
ference. Continuing  education  credits 
have  been  applied  for  from  the  AAMA 
for  CEU  credit,  the  Texas  Nurses  Asso- 
ciation for  CEARP  points,  and  the 
American  Medical  Records  Association 
for  Continuing  Education  Clock  Hours. 

For  more  information  contact  AAMA, 
State  of  Texas,  1 905  N Lamar  Blvd, 
Austin  78705. 

Opening  a medical  practice 
is  focus  of  workshops 

Six  workshops  on  “Establishing  Your- 
self in  Medical  Practice”  have  been 
scheduled  for  1981.  The  two-day  semi- 
nars, sponsored  by  the  TMA  and 
conducted  by  Conomikes  Associates, 
Inc,  explore  practical  techniques  in  re- 
cruiting and  keeping  the  best  person- 
nel, controlling  patient  flow,  financing  a 
medical  practice,  and  keeping  medical 
records.  The  second  day  explores  in 
further  detail  financial  management  es- 
sentials, the  economic  and  legal  as- 
pects of  practice,  and  ways  of  building 
up  a medical  practice. 
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Two  workshops  will  be  held  this 
month  in  Lubbock  and  Houston.  On 
Jan  13-14,  the  workshop  is  scheduled 
at  the  Lubbock  Hilton  Inn.  A workshop 
will  also  be  offered  at  the  Marriott 
Hotel- West  Loop,  Jan  1 5-1 6,  in 
Houston.  Other  workshops  include: 
Feb  24-25,  Marriott  Galvez,  Galveston; 
Feb  26-27,  Sheraton-Crest  Inn,  Austin; 
March  17-18,  Executive  Inn,  Dallas; 
and  March  1 9-20,  Bexar  County  Medi- 
cal Society,  San  Antonio. 

The  programs  are  specifically  de- 
signed for  physicians  entering  the 
practice  of  medicine. 

Art  Linkletter,  Dr  Heimlich 
to  speak  at  annual  session 

Television  and  radio  star  Art  Linkletter 
and  noted  esophageal  surgeon  Henry 
J.  Heimlich  are  to  be  featured  speakers 
during  the  Texas  Medical  Association’s 
1981  Annual  Session.  The  1 14th  an- 
nual meeting  will  convene  May  27-31 
in  Dallas. 

Years  before  the  “Heimlich  Maneu- 
ver” became  a household  phrase,  Dr 
Heimlich  was  known  for  diverse  scien- 
tific achievements.  The  Heimlich  oper- 
ation, which  creates  a new  esophagus 
from  the  patient's  stomach,  and  the 
Heimlich  valve  for  chest  drainage,  in- 
volving a plastic  instrument  used  in 
emergency  care  and  chest  surgery,  are 
two  of  his  achievements.  At  present,  Dr 
Heimlich  is  working  with  three  other 
Art  Linkletter  will  speak  during  the 
TMA's  annual  meeting  in  May  1981 


scientists  to  develop  a portable  oxygen 
supply  to  assist  victims  of  lung  disease. 

Dr  Heimlich  has  been  president  of 
the  National  Cancer  Foundation  and  is 
also  studying  the  effects  of  electromag- 
netic fields  and  heat  in  cancer  treat- 
ment. He  established  the  Dysphagia 
Foundation  which  deals  with  one's  in- 
ability to  swallow  food.  In  addition  to  his 
research  and  lecturing  at  Xavier  Uni- 
versity in  Cincinnati,  he  continues  to 
perform  esophageal  surgery. 

Dr  Heimlich’s  address  on  Friday,  May 

29,  is  titled  “Space  Age  Medicine”  and 
will  be  delivered  during  the  TMA  Gen- 
eral Meeting  Luncheon. 

Art  Linkletter,  widely  known  for  two  of 
the  longest  running  shows  in  broadcast 
history,  “House  Party"  and  “People  Are 
Funny,"  has  an  extensive  acting  career 
which  includes  motion  pictures  and 
television  drama.  An  avid  writer,  his  list 
of  published  works  includes  Kids  Say 
the  Darndest  Things  which  remains 
one  of  the  top  1 5 best  sellers  in  Ameri- 
can publishing  and  has  been  listed  as 
number  one  on  nonfiction  charts  for 
two  straight  years. 

But  Linkletter’s  chief  interest  today 
is  a personal  crusade  against  drug 
abuse.  At  present,  he  is  on  the  Presi- 
dent’s National  Advisory  Council  for 
Drug  Abuse  Prevention  and  is  also  a 
member  of  the  National  Coordinating 
Council  on  Drug  Abuse  Education  and 
Information,  Inc,  headquartered  in 
Washington,  DC. 

His  presentation  on  Saturday,  May 

30,  during  the  General  Meeting 
Luncheon  is  titled,  ‘‘A  Luncheon  with 
Art  Linkletter.” 

Advance  registration  and  tickets  for 
these  luncheons  are  advised.  Please 
see  the  housing,  advance  registration, 
and  ticket  order  forms  in  this  issue. 

The  1981  Annual  Session  will  be 
headquartered  at  three  Dallas  loca- 
tions. The  House  of  Delegates,  sci- 
entific sections,  and  exhibits  will  be 
quartered  at  the  Dallas  Convention 
Center;  boards,  councils,  and  commit- 
tees will  meet  at  the  Sheraton  Dallas 


Hotel;  and  the  TMA  Auxiliary  will  con- 
duct its  proceedings  in  the  Plaza  of  the 
Americas. 

Why  doctors  prescribe  Valium 
subject  of  TMA  survey 

Almost  all  Texas  physicians  have  pre- 
scribed minor  tranquilizers,  but  most 
prescribe  Valium,  with  Tranxene  and 
Librium  as  distant  second  mentions. 
This  is  one  of  the  findings  of  a TMA 
study  on  the  physician’s  role  in  pre- 
scribing minor  tranquilizers. 

Back  in  1 978,  the  TMA  Committee 
on  Alcoholism  and  Drug  Abuse, 
chaired  by  Ernest  J.  Gregory,  Jr,  MD,  of 
San  Antonio,  noted  that  there  was  a 
wealth  of  information  about  patients 
needing  tranquilizers  and  the  amounts 
prescribed;  however,  a gap  was  found 
in  physicians'  attitudes  toward  these 
drugs.  To  close  that  gap,  the  committee 
undertook  a study  to  determine  what 
role  physicians  play  in  prescribing 
these  drugs.  The  ultimate  goal  was  to 
educate  the  TMA  membership  and 
state  medical  schools  about  physi- 
cians’ attitudes  and  to  serve  as  a model 
for  other  medical  associations  in  the 
US. 

The  study,  funded  by  the  TMA  and  a 
grant  from  the  Hogg  Foundation  for 
Mental  Health,  involved  a random  sam- 
pling of  1 50  physician  members  of 
TMA.  Two  doctoral  level  sociologists 
trained  in  survey  research  conducted  a 
series  of  indepth  interviews  during  the 
summer  months  of  1 980.  Preliminary 
results  of  the  survey  indicate  the 
following: 

— Slightly  more  than  half  of  physi- 
cians surveyed  practice  in  cities  of 
500,000  or  more  and  81  % practice 
in  cities  of  50,000  or  more. 

— The  average  number  of  ambula- 
tory patients  seen  in  a week  is  85 
but  about  one-fourth  see  in  excess 
of  120  ambulatory  patients  each 
week. 

— These  physicians  are  about 
equally  divided  on  whether  the 
anxiety  complaints  they  see  have 
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psychological  or  physiological 
causes. 

— About  20%  of  these  physicians’ 
patients  (in  last  two  weeks)  have 
complained  of  significant  anxiety 
as  either  a primary  or  secondary 
complaint. 

— Among  patients  presenting  anx- 
iety complaints,  the  physicians 
believe  the  most  common  factor 
(most  common  cause)  is:  acute 
physical  pain,  18%;  chronic  physi- 
cal pain,  26%;  acute  emotional 
problems,  10%;  chronic  emotional 
problems,  25%;  normal  life  crises, 
19%;  no  apparent  cause,  2%. 

— These  physicians  write  an  average 
of  1 1 new  or  refill  prescriptions 
every  two  weeks  for  a medication 
for  the  relief  of  anxiety  for  ambu- 
latory patients.  The  range,  how- 
ever, is  from  zero  to  1 50  such 
prescriptions. 

— Almost  all  of  the  physicians  (94%) 
have  prescribed  minor  tranquil- 
izers and  59%  report  the  minor 
tranquilizer  they  have  prescribed 
most  often  as  Valium  with  Tran- 
xene  (10%)  and  Librium  (9%) 
distant  second  mentions. 

— The  average  number  of  minor  tran- 
quilizers prescribed  at  a given  time 
is  34  and  the  physicians  expect 
them  to  last  an  average  of  1 8 
days. 

— Some  40%  of  the  physicians  sur- 
veyed reported  they  are  less  likely 
to  prescribe  minor  tranquilizers 
than  they  were  five  years  ago,  and 
only  9%  are  more  likely  to  pre- 
scribe them.  The  most  common 
reasons  for  changing  prescribing 
practices  were  bad  side  effects 
and  inappropriateness/ineffective- 
ness of  the  medications. 

— The  physicians  surveyed  have 
mixed  feelings  about  prescribing 
minor  tranquilizers  for  patients 
complaining  of  anxiety.  Slightly 
more  than  one-half  see  them  as 
either  the  drug  of  choice  or  as  a 
valuable  alternative.  However,  al- 


most half  (46%)  said  they  would 
use  them  as  a last  resort.  About 
the  same  proportion  (47%)  indi- 
cated their  belief  that  long  term 
use  of  minor  tranquilizers  exacer- 
bates or  prolongs  anxiety,  and  the 
majority  of  physicians  surveyed 
(88%)  attempt  to  set  time  limits  on 
the  consecutive  daily  use  of  minor 
tranquilizers. 

— The  majority  of  physicians  sur- 
veyed (63%)  do  not  prescribe 
minor  tranquilizers  for  daytime 
sedation  or  to  relieve  daytime 
anxiety. 

— Some  47%  of  those  surveyed  be- 
lieve treating  anxiety  is  more  diffi- 
cult than  the  other  medical  prob- 
lems they  encounter. 

— The  majority  of  these  physicians 
(56%)  believe  there  is  rarely 
enough  time  to  deal  with  the  psy- 
chological problems  that  may  be  at 
the  root  of  a patient’s  anxiety. 

— The  majority  of  these  physicians 
(76%)  believe  for  the  larger  pro- 
portion of  the  anxiety  problems,  all 
the  patient  needs  is  reassurance 
that  anxiety  is  a common  symptom 
not  especially  hazardous  in  itself. 

— Some  23%  of  these  physicians  are 
reluctant  to  turn  down  a patient’s 
request  for  tranquilizers  if  the  pa- 
tient really  believes  he  needs 
them. 

— Almost  all  of  these  physicians 
(96%)  believe  there  are  certain  sit- 
uations in  which  benzodiazepines 
can  be  a safe  and  effective  ther- 
apy, but  most  (67%)  do  not  believe 
their  ability  to  practice  effectively 
would  be  impaired  if  these  were 
taken  off  the  market. 

— While  most  physicians  (66%)  be- 
lieve the  nonmedical  use  of  minor 
tranquilizers  is  a problem  in  their 
community,  most  (81  %)  do  not  see 
it  as  a problem  within  their  per- 
sonal patient  population. 

— Some  1 5%  of  these  physicians 
have  had  at  least  1 0%  of  their  total 
patients  on  minor  tranquilizers  for 


one  year  or  more. 

— Some  62%  of  these  physicians 
have  found  their  patients  are  tak- 
ing concurrently  more  than  one 
minor  tranquilizer. 

— Some  1 4%  of  these  physicians 
have  treated  one  or  more  of  their 
patients  for  physical  withdrawal 
symptoms  related  to  the  taking  of 
minor  tranquilizers  during  the  past 
year. 

— The  majority  of  the  physicians  sur- 
veyed received  little  or  no  instruc- 
tion or  training  regarding  anxiety 
during  medical  school,  internship 
training,  or  residency. 

— The  majority  of  these  physicians 
feel  competent  to  treat  persistent 
anxiety  themselves  without  refer- 
ral to  a psychiatrist  or  other  mental 
health  professional.  In  fact,  a 
fourth  believe  such  referrals  to  be 
the  least  effective  procedure  for 
managing  a case  of  persistent 
anxiety. 

— Almost  three-fourths  of  these  phy- 
sicians believe  themselves  to  be 
more  conservative  than  other  phy- 
sicians in  trying  new  drugs. 

— Although  most  of  these  physicians 
do  not  prescribe  benzodiazepines 
for  daytime  use,  if  they  do,  their 
drug  of  choice  is  overwhelmingly 
Valium. 

— Some  7%  of  these  physicians 
have  had  an  overdose  death 
among  their  patients  where  ben- 
zodiazepines were  involved  and 
9%  have  had  death  cases  involv- 
ing other  minor  tranquilizers. 

— Requests  for  drugs  for  nonmedical 
or  abusive  use  is  a significant 
problem  for  physicians.  Some 
28%  of  those  surveyed  reported 
receiving  requests  at  least  once  a 
week.  The  drugs  most  often  re- 
quested are  Valium  (45%)  and 
Quaalude  (15%). 

— These  physicians  are  about 
equally  split  on  the  need  for  infor- 
mational inserts  with  prescrip- 
tions. The  rationale  for  not  provid- 
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ing  them  is  usually  that  patients 
won't  understand  them  and  they 
will  be  confused. 

— Only  about  half  of  these  physi- 
cians have  ever  taken  a minor 
tranquilizer  themselves  but  among 
those  who  have,  a third  have  done 
so  in  the  last  30  days  and  do  so 
fairly  frequently.  Valium  is  pre- 
ferred for  self-medication  more 
than  any  of  the  other  minor 
tranquilizers. 

— More  than  half  of  these  physicians 
are  currently  treating  at  least  one 
alcoholic  in  their  patient  load  and  a 
third  are  treating  at  least  one  drug 
abuser. 

A full  report  on  the  study's  findings  is 
being  compiled. 

House  acts  to  benefit 
physicians  and  patients 

With  precision,  the  Texas  Medical 
Association’s  House  of  Delegates 
marched  swiftly  through  the  volley  of 
topics  placed  before  the  interim  ses- 
sion on  Nov  21  and  22  in  Austin. 

The  delegates  approved  many  ac- 
tions which  can  result  in  direct  benefits 
to  Texas  physicians  and  their  patients. 
By  adopting  a resolution  from  the 
Council  on  Socioeconomics,  the  House 
supported  reimbursement  for  physi- 
cians’ services  and  related  costs  in  the 
office  to  encourage  use  of  the  least  ex- 
pensive setting  in  which  a procedure 
can  be  performed  safely  and 
effectively. 

With  professional  liability  issues  still 
a concern  to  many  physicians,  the 
House  took  several  actions  designed  to 
decrease  the  problems.  It  approved  an 
educational  program  on  risk  control, 
possibly  utilizing  an  audiovisual  pre- 
sentation with  case  studies.  Delegates 
also  reaffirmed  a previous  Association 
statement  that  Texas  hospitals  should 
not  require  physicians  to  carry  profes- 
sional liability  or  reveal  the  amount  of 
coverage  as  a condition  for  appoint- 
ment to  the  medical  staff.  Also  ap- 
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proved  were  efforts  to  seek  legislation 
on  a "Bad  Faith  Cause  of  Action”  in  the 
next  session  of  the  Texas  Legislature. 

A dues  reduction  for  physicians  en- 
tering practice  for  the  first  time  follow- 
ing residency  was  approved.  The 
Board  of  Trustees  had  recommended 
charging  these  physicians  only  one- 
half  of  the  Association’s  usual  dues 
during  the  first  calendar  year  of  prac- 
tice. Delegates  also  recommended  that 
county  societies  which  charge  signifi- 
cant amounts  of  dues  consider  adopt- 
ing a similar  dues  reduction. 

Two  policies  regarding  ethical  con- 
cerns were  adopted  by  the  House  as 
recommended  by  the  Board  of  Coun- 
cilors. Noting  the  action  of  the  65th 
Texas  Legislature  which  provided  for 
execution  by  lethal  injection  rather  than 
electrocution,  the  Councilors  stated 
that  a physician's  attendance  at  that 
type  of  execution  should  fall  under  the 
same  criteria  that  are  applicable  to 
executions  by  other  means.  Thus,  a 
physician  may  be  present  at  a chemical 
execution  for  the  sole  purpose  of  pro- 
nouncing legal  death.  The  Board  of 
Councilors  also  has  encouraged  re- 


porting directly  to  the  State  Board  of 
Medical  Examiners  instances  of  fla- 
grant charging  of  excessive  fees  by 
physicians.  The  Board  strongly  encour- 
ages the  cooperation  of  physicians  and 
county  medical  societies  in  notifying 
the  Board  of  possible  illegal  conduct, 
noting  that  physicians  and  county  so- 
cieties submitting  information  are  ac- 
corded immunity. 

The  House  approved  an  updated 
policy  statement  on  mandatory  con- 
tinuing medical  education,  which  sup- 
ports “the  concept  of  voluntary 
continuing  medical  education,  and  op- 
poses the  concept  of  mandatory  con- 
tinuing medical  education  as  a basis  for 
membership  in  the  Texas  Medical  As- 
sociation and  for  state  relicensure.”  It 
also  supports  continued  efforts  to  im- 
prove continuing  medical  education 
programs  and  continued  cooperation 
with  specialty  societies  in  providing 
programs. 

Of  major  concern  to  medical  stu- 
dents is  a proposed  900%  increase 
which  would  raise  medical  school  tui- 
tion from  its  present  $400  to  $3,600  per 
year.  Harris  County  Medical  Society 


Drs  G.V.  Brindley,  Jr,  Temple,  (left)  and  R Harvey  Bell,  Palestine,  received  the  Association's  Distinguished 
Service  Award  during  the  November  House  of  Delegates  meeting  Dr  Durwood  Neal,  TMA  president,  (right) 
is  also  pictured. 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


Tax  write-offs 

Low  lease  costs 

Positive  cash  flow 

No  record  keeping  necessary 

Custom  tailored  leases 

Total  maintenance  on  selected 

Lincoln-Mercury  product 


lines 

You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 

Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

. Bank^on  Rentals,  Inc.  *4747  LBJ  Freeway ‘Dallas,  Texas  75234.214/233-1441 

Holiday  Lincoln-Mercury.  2300  West  Freeway  at  Forest  Park  Blvd..  Ft.  Worth,  Texas  76101  *817/335-6471 

Lowell Lebermann  Lincoln-Mercury. 900  W.  Sixth  Street. Austin,  Texas  78763.512/472-8401 
Southwest  Motor  Leasing,  Inc. . 6737  Southwest  Freeway . Houston,  Texas  77074 .713/981-3591 
For  Bexar  County  / San  Antonio  • Southwest  Motor  Leasing . Houston  (Collect)  713/981  -3591 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg 

Hyoscyamine  Sulfate 0.19  mg 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours. 

• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals,  In 
Pioneers  in  Medicin 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

Pyrilamlne  Maieate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


eveport,  Louisiana  7 1 106. 

the  Family 


DESCRIPTION 

Each  prolonged  action  tablet  contains 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  0.1 9 mg 

Atropine  Sulfate  0 04  mg 

Scopolamine  Hydrobromide  0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistamlnic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues.  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response.  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings:). 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria,  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus, headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability, nervousness,  dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-0 1 

Bottles  of  500  tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate 

(WARNING  MAY  BE  HABIT  FORMING) 

65  8 mg 

Phenylephrine  Hydrochloride 

30  mg 

Phenylpropanolamine  Hydrochloride 

20  mg 

Pheniramine  Maleate 

20  mg 

Pyrilamine  Maleate 

20  mg 

Ammonium  Chloride 

200  mg 

Alcohol 

5% 

Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic,  nasal  decongestant  andt 
expectorant  preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  oi' 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  ancfl 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fevei1 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold. 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  anti , 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor  is 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthmcj 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patierv 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expec 
torant  may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effec 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle1 
or  operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  po 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease. 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddiness 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secre 
tions,  urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension/hyperten 
sion,  faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipo 
tion.  epigastric  distress,  hyperirritability.  nervousness  and  insomnia.  Overdoses  may 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor 
tachycardia  and  even  convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  notlc 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age:  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  any 
24-hour  period  Children  2 to  6 years  of  age  Vi  teaspoonful  every  4 hours,  not  to  exceec 
3 teaspoonfuls  in  any  24  hour  period.  Children  under  2 years  of  age  Use  as  directed  by 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 1 6 fl  oz  ) NDC  0524- 1 0 1 0-16 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


At  last,  an  Air  Ambulance 
Service  that  understands 
and  cares. 


In  an  emergency,  the  last  thing  you  need  to 
worry  about  is  an  ambulance  service.  Air 
Ambulance  of  America  is  readily  adaptable 
to  your  needs.  We  are  qualified  profes- 
sionals available  to  assist  in  these 
emergencies  on  a moment’s  notice. 
Medical  advisors  are  on  staff  to  communi- 
cate precisely  with  you,  the  physician. 

In  addition,  medical  attendants,  MD's  and 
RN’s  are  available. 

On-Board  Monitoring 
and  Features 

Air  Ambulance  of  America  utilizes  UFEPAK, 
the  most  advanced  electronic  cardiac 
monitoring  system  available.  It  is  a combin- 


ation non-fade  cardioscope/recorder  and 
DC  defibrillator.  This  light-weight  system 
provides  the  ultimate  in  portability  and 
versatility. 

LIFEPAK  cardioscope/recorder  and 
defibrillator  act  as  one  when  joined,  pro- 
viding instant  ECG  information.  However, 
each  can  operate  independently  because 
of  separate  removable  Battery/Paks. 

While  monitoring  a patient’s  ECG  through 
the  patient  cable,  the  unit  is  usually 
viewed.  Although,  a QRS  beeper  with 
adjustable  volume  level  is  provided  for  aud- 
ible monitoring  when  the  scope  can  not 
be  watched. 

Other  features  of  LIFEPAK  include 
proper  output  for  connection  to  a telephone 


modulator  or  radio  telemetry  transmitter 
allowing  you  to  forward  the  latest  data  to  the 
receiving  hospital,  sure-fire  controls  con- 
veniently located  right  at  the  operators 
hands,  Battery/Paks  that  can  be  replaced 
in  a matter  of  seconds,  and  more. 
LIFEPAK’s  small  size  enables  it  to  be  placed 
right  on  the  patient’s  stretcher  for  contin- 
uous monitoring  during  transport. 

Also,  Air  Ambulance  of  America  service 
features  resuscitator,  oxygen,  large  stretch- 
er area  with  additional  seats  for  medical 
attendants  and  family  members,  and  ex- 
pedient transportation  for  organ  transplant 
tissues.  Air  Ambulance  can  also  make 
arrangements  for  ground  ambulance 
service. 


M . 1LI  . , ^ , . . Business  Office  (713)  777-4727 

memorial  Hospital  Professional  Building  ★ 7777  Southwest  Freeway,  Suite  508  ★ Houston,  Texas  77074 


For  more  information,  call  collect  or  write  for  a free  brochure. 

OF  AAteatCA  A* 

The  Finest  Care  in  the  Air 


Air  Equipment  Features 


Air  Ambulance  of  America  is  FAA  approved  and  flown  by  airline  transport  rated  pilots.  Aircraft  is  air  conditioned  and 
radar  equipped  for  weather  avoidance  and  smoother,  more  comfortable  flights.  We  fly  where  you  need  to  fly 
anywhere  in  the  North  American  continent.  Catering  arrangements  are  easily  available  for  medical  attendants, 
ramify  members,  and  for  the  patient. 

Now  you  can  count  on  professionals  who  understand  and  care.  Your  patient’s  life  depends  on  it. 
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and  the  Medical  Student  Section  sub- 
mitted resolutions  to  the  House  ex- 
pressing their  deep  concern  and  their 
fear  that  middle-  and  low-income  stu- 
dents would  be  adversely  affected  by 
the  increase.  Delegates  adopted  a sub- 
stitute resolution  combining  the  major 
concerns  of  both  groups.  While  sup- 
porting an  appropriate  increase,  they 
recommended  that  any  such  increase 
should  be  borne  equitably  by  all  stu- 
dents in  state-supported  institutions  of 
higher  education  and  that  “any  percen- 
tage increase  should  not  be  greater 
than  the  percentage  increase  in  tuition 
for  other  students  enrolled  in  graduate 
education  in  Texas.” 

Reviewing  recent  regulations  from 
the  FDA  on  patient  package  inserts 
(PPIs),  the  delegates  voted  to  urge  the 
FDA  to  place  a moratorium  on  and  to 
hold  any  extension  of  the  PPI  program 
in  abeyance  while  an  orderly,  inter- 
disciplinary, and  collaborative  educa- 
tional program  is  initiated  to  evaluate 
the  PPI  concept. 

Organizationally,  the  delegates  com- 
pleted the  final  step  in  TMA's  recent 
reorganization  of  councils,  dividing  the 
Council  on  Health  Affairs  into  two  new 
councils.  To  be  created  on  May  31 , 

1 980,  will  be  the  Council  on  Public 
Health  and  the  Council  on  Scientific 
Affairs. 

Responding  to  a resolution  from  Tar- 
rant County  Medical  Society  asking  for 
changes  in  the  Controlled  Substances 
Act  that  would  permit  physicians’ 
agents  permission  to  call  in  certain  pre- 
scriptions, the  House  supported  such  a 
change  if  it  included  only  Schedule  3,  4, 
and  5 drugs.  The  resolution  was  re- 
ferred to  the  Council  on  Legislation  for 
action. 

Cancer  and  cancer  research  were 
topics  of  several  items  before  the  dele- 
gates. They  commended  Shell  Oil 
Company  for  its  donations  to  the  field 
of  cancer  research  and  encouraged 
TMA  members  to  identify  major  contrib- 
utors to  medical  research  and  educa- 
tion so  that  they  might  be  appropriately 
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recognized  by  the  Association.  They 
encouraged  appointment  of  a commit- 
tee on  cancer  in  each  hospital  in  the 
state  to  be  responsible  for  analysis  of 
cancer  care  in  the  facility  and  for  devel- 
opment of  continuing  education  pro- 
grams. They  also  encouraged  the 
establishment  of  a cancer  registry  in 
the  medical  records  departments,  com- 
mended the  Texas  Departments  of 
Health  for  implementation  of  a state- 
wide cancer  registry,  and  supported  full 
implementation  of  the  statewide 
registry. 

During  the  meetings,  G.  V.  Brindley, 

Jr,  MD,  Temple,  and  R.  Harvey  Bell, 

MD,  Palestine,  were  presented  the  As- 
sociation’s Distinguished  Service 
Awards. 

1981  travel  program 
features  seven  tours 

Next  month,  a group  of  physicians  and 
their  spouses  will  set  off  on  the  first  of 
seven  1981  travel  packages  sponsored 
by  the  Texas  Medical  Association.  This 
first  excursion,  Feb  7-14,  features  an 
eight-day  cruise  through  the  West  In- 
dies. The  adventure  begins  in  Puerto 
Rico’s  capital,  San  Juan,  and  visits  the 
heart  of  the  Netherlands  Antilles  at  Cu- 
racao, continues  southward  to  the 
Venezuelan  port  of  La  Guaira,  turns  to 
the  “spice  island”  of  Grenada,  sails  on 
to  the  French  province  of  Guadaloupe, 
and  finally  rests  in  St  Thomas.  The 
cruise  is  limited  to  120  participants. 

Like  many  of  the  TMA  adventures, 
the  trip  to  the  West  Indies  includes  ap- 
proximately two  weeks  touring  new 
environs  with  continuing  medical  edu- 
cation seminars  also  available.  Approx- 
imately ten  hours  of  credit  can  be 
obtained  under  Category  II  toward  the 
AMA  Physician’s  Recognition  Award. 

Travelers  bound  for  South  Africa  will 
depart  March  4 on  a two-week  excur- 
sion. This  will  include  two-  to  three-day 
stopovers  in  the  cities  of  Johannes- 
burg, traveling  via  the  Blue  Train  ex- 
press to  Cape  Town  on  the  Atlantic 
Ocean,  continuing  to  Plettenberg  Bay 


on  the  Indian  Ocean,  following  the 
coastal  “Garden  Route”  to  Durban  be- 
fore heading  back  to  Johannesburg. 
This  adventure  is  limited  to  90 
participants. 

Two  trips  to  Europe  are  slated  for 
June  and  July.  One  involves  a 12-day 
excursion  to  Germany,  Switzerland, 
and  Austria.  Landing  points  include 
Mainz  on  the  Rhine  River,  Lucerne,  and 
Vienna.  This  trip  is  scheduled  June 
18-30  and  is  limited  to  90  participants. 
The  other  trip  features  a visit  to  Ireland 
and  the  British  Isles.  This  includes  12 
days  exploring  Killarney,  Dublin,  Edin- 
burgh, and  London.  It  too  is  limited  to 
90  participants. 

The  summer  months  feature  three 
tours  to  northern  America.  Two  trips 
are  planned  for  the  Canadian  Rockies 
on  July  24-Aug  2 and  July  28  to  Aug  6. 
Both  will  follow  an  itinerary  which  in- 
cludes stops  in  Calgary,  Banff,  Lake 
Louise,  Jasper,  and  Vancouver. 

Alaska  may  be  the  destination  for 
some  travelers  in  August.  A cruise  lim- 
ited to  1 50  participants  will  set  out  for 
the  port  cities  of  Vancouver,  Nanaimo, 
Ketchikan,  Juneau,  Haines,  Glacier 
Bay,  Sitka,  and  Victoria.  This  adventure 
is  scheduled  for  Aug  29-Sept  1 2. 

The  final  excursion  in  the  1 981  travel 
program  features  Italy.  Participants 
will  journey  to  the  cities  of  Venice, 
Florence,  and  Rome  during  Oct  3- 
1 5.  This  adventure  is  limited  to  90 
participants. 

Ms  Jeanette  Prentice,  a member  of 
the  Association  staff  and  liaison  repre- 
sentative with  INTRAV,  is  making  ad- 
ministrative arrangements  for  the  travel 
packages.  For  additional  information, 
contact  her  at  51 2-477-6704. 
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The  Gilstvaps  aren't  moving. 
They're  being  robbed. 


TAKE  A BITE  OUT  OF 


A message  from  the  Crime  Prevention  Coalition, 
this  publication  and  The  Ad  Council: 
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The  Gilstraps  aren’t  home  today.  They’re  in 
Toledo  on  vacation.  And  these  moving  men 
aren’t  movers  at  all.  They’re  crooks.  They 
think  they’re  pretty  smart.  They  think  no  one 

will  notice.  They’re  wrong. 

Across  the  street,  the  neighbors  are  calling 
the  cops.  Because  the  neighbors  know,  if 
they  don’t  call  the  cops  now,  the 
Gilstraps  will  have  to  call  them,  later. 

This  neighborhood  has  learned  how 
to  prevent  crime.  Find  out  what  you  and 
your  neighbors  can  do.  Write  to:  Crime 
Prevention  Coalition,  Box  6600,  Rockville, 
Maryland  20850.  That’ll  help. 
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HEALTH  LINE 

Immunization  efforts  show 
disease  decrease,  TDH  says 
A ten-year  progress  report  on  immu- 
nizations revealed  dramatic  decreases 
in  morbidity  rates  in  Texas.  The  report, 
prepared  by  the  Texas  Department  of 
Health  (TDH)  Immunization  Division, 
notes  a 92%  overall  reduction  among 
seven  vaccine-preventable  diseases 
for  the  period  1 970-1 979. 

A total  of  23,760  cases  of  diphtheria, 
pertussis,  tetanus,  poliomyelitis,  mea- 
sles, rubella,  and  mumps  were  re- 
ported in  Texas  in  1 970.  By  1 979,  the 
annual  total  had  dropped  to  1 ,91 1 
cases.  Also,  during  the  1970s,  Texas 
reported  two  diphtheria-free  years  and 
five  polio-free  years.  The  lowest  annual 
incidences  on  record  for  all  seven  of 
the  vaccine-preventable  diseases  also 
occurred  during  the  1 970s. 

The  striking  reduction  in  morbidity 
rates  began  in  1971  when  Texas  immu- 
nization laws  were  enacted  and  com- 
munity efforts  were  made  to  promote 
preschool  immunizations.  Since  then, 
these  efforts  have  continued.  The  TDH 
reports  that  an  average  of  3.6  million 
antigens  were  administered  by  public 
clinics  each  year  during  the  1 970s, 
compared  to  1 .7  million  antigens  per 
year  given  during  1 965- 1 969. 

Factors  which  contributed  to  an  im- 
provement in  immunization  levels  in- 
clude a greater  involvement  by  the 
Texas  Education  Agency,  the  Texas 
Department  of  Human  Resources,  and 
TDH  in  implementing  child  care  facility 
and  school  immunization  laws.  This 
was  coupled  with  a public  willingness  to 
cooperate  and  obtain  the  necessary 
immunizations  and  records. 

Other  contributing  factors  were  the 
epidemiological  techniques  used  to 
prevent  or  reduce  disease  outbreaks 
and  development  of  clinic  reminder 
systems.  People  who  missed  a sched- 
uled clinic  appointment  were  reminded 
to  return  for  additional  vaccine  doses. 

The  gains  made  by  immunization, 
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commented  Robert  Bernstein,  MD, 

TDH  commissioner,  “clearly  show  the 
cost  effectiveness  of  public  health  and 
TDH  activities.  This  program  is  another 
one  that  is  usually  taken  for  granted. 

We  need  to  make  everyone  aware  of 
the  enormous  savings  in  health  care 
costs  that  result  from  the  dramatic  de- 
crease in  morbidity  rates.” 

Toxic  shock  syndrome  cases 
baffle  health  professionals 

The  Food  and  Drug  Administration 
(FDA)  continues  to  caution  women 
against  using  their  existing  supplies  of 
Rely  tampons  because  of  evidence  that 
they  may  increase  the  risk  of  toxic 
shock  syndrome.  This  sometimes  fatal 
disease  is  caused  by  the  bacterium, 
Staphylococcus  aureus. 

Two  studies  have  shown  that  use  of 
Rely  tampons  may  increase  the  risk 
of  developing  toxic  shock  syndrome 
(TSS).  A Center  for  Disease  Control 
study  found  71  % of  a group  who  had 
had  TSS  had  used  Rely  tampons,  com- 
pared with  only  26%  of  a similar  group 
which  had  not  had  the  disease.  A study 
conducted  by  the  Utah  Department  of 
Health  showed  62%  of  women  with 
TSS  had  used  Rely  tampons,  com- 
pared to  only  24%  who  had  not  con- 
tracted the  disease. 

While  Rely  tampons  have  been 
found  to  increase  the  risk  of  disease 
more  than  other  tampons,  it  is  not  the 
only  brand  used  by  women  who  have 
had  the  disease.  Toxic  shock  syndrome 
has  occurred  in  males  and  nonmen- 
struating women,  but  95%  of  the  cases 
reported  have  occurred  in  women 
using  tampons  during  their  menstrual 
period. 

Toxic  shock  syndrome  affects  about 
three  out  of  every  1 00,000  women  per 
year.  As  of  November  1 980,  there  have 
been  420  cases  reported  to  the  CDC, 
406  in  women.  Forty  deaths  have  been 
attributed  to  the  disease,  all  of  them 
among  women.  In  Texas,  23  cases 
were  reported;  19  cases  occurred  in 
1980.  Although  TSS  cases  were  recog- 


nized as  early  as  1975,  the  awareness 
of  the  disease  has  increased  during  the 
past  year  resulting  in  an  upsurge  in  re- 
ported cases. 

Symptoms  indicative  of  TSS  include 
the  sudden  onset  of  high  fever,  vomit- 
ing, and  diarrhea,  followed  by  the 
development  of  hypotension.  A sun- 
burn-like rash  occurs  and  begins  to 
peel  about  ten  days  later.  The  disease 
has  occurred  mainly  in  women  under 
age  30. 

The  FDA  has  advised  physicians  to 
treat  patients  as  they  would  those 
suffering  from  other  forms  of  shock,  in- 
cluding replacement  of  body  fluids. 
Antibiotics  do  not  appear  to  be  effective 
in  treating  active  cases  of  TSS.  How- 
ever, beta-lactamase  resistant  anti- 
staphylococcal  antibiotics  may  be 
given  after  appropriate  cultures  are 
taken  to  possibly  decrease  the  rate  of 
recurrence.  Because  the  disease  re- 
curs in  about  30%  of  the  cases,  women 
who  have  had  toxic  shock  syndrome 
should  not  use  tampons  until  S aureus 
has  been  eradicated  from  the  vagina. 

Texas  physicians  and  other  health 
professionals  are  being  asked  to  report 
suspected  cases  of  TSS  to  the  Texas 
Department  of  Health.  For  a copy  of  the 
TSS  report  form  or  further  information, 
write  the  Epidemiology  Division,  TDH, 

1 1 00  W 49th  St,  Austin  78756,  or  call 
512-458-7328. 
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Physician  sets  out  to  collect 
data  on  handicapped  MDs 

Physically  handicapped  physicians, 
their  needs,  numbers,  and  career  pat- 
terns, are  being  studied  in  a project 
sponsored  by  the  St  Paul-Ramsey 
Medical  Education  and  Research 
Foundation  in  Minnesota.  Frank  C. 
Zondlo,  MD,  a resident  in  psychiatry 
and  a multihandicapped  physician  him- 
self, is  coordinating  the  development  of 
a voluntary  group  of  handicapped  phy- 
sicians which  would  provide  informa- 
tion and  referral  services  for  physicians 
who  are  or  become  handicapped. 

Dr  Zondlo  estimates  that  some  4%  of 
all  physicians  are  not  actively  practicing 
medicine  because  of  a physical  hand- 
icap; 25%  of  these,  he  maintains,  could 
be  rehabilitated  into  active  practice.  By 
his  calculations,  this  amounts  to  some 
4,500  physicians. 

Because  there  is  no  available  data 
about  the  number  and  characteristics 
of  this  specialized  group,  Dr  Zondlo  is 
initiating  a statistical  base  seeking  this 
information  and  the  career  patterns  of 
such  individuals.  Once  a data  base  is 
available,  handicapped  physicians 
could  use  the  information  to  determine 
the  feasibility  of  remaining  in  any 
chosen  field,  and  could  statistically 
analyze  other  career  opportunities. 

All  active  or  inactive  physicians  with 
any  type  of  physical  handicap  are 
asked  to  contact  Dr  Zondlo,  St  Paul- 
Ramsey  Medical  Education  and  Re- 
search Foundation,  640  Jackson  St,  St 
Paul,  MN  55101. 

The  results  of  this  study  will  later  be 
used  to  encourage  the  American  Medi- 
cal Association  to  support  the  project. 

Parent  counseling  project  begins 

Physicians  treating  or  referring  autistic 
patients  may  be  interested  in  a recently 
established  program  which  counsels 
the  families  of  these  patients.  The 
Texas  Society  for  Autistic  Citizens 
(TSAC)  has  initiated  a program  de- 
signed to  inform  and  assist  parents  in 


coping  with  the  reality  of  their  child's  ill- 
ness. Funded  in  June  1 980  with  a grant 
from  the  Texas  Development  Dis- 
abilities Program,  the  TSAC  provides 
many  services  to  meet  the  specific 
needs  of  families  with  newly  diagnosed 
autistic  children.  Information  and  refer- 
ral for  parents  and  professionals,  par- 
ent counseling,  peer  support,  case 
management,  technical  assistance  to 
service  providers,  and  advocacy  are 
among  the  services  provided.  Physi- 
cians seeking  more  information  may 
contact  the  Parent  Counseling  Project, 
Texas  Society  for  Autistic  Citizens,  31 4 
1 1 th  St,  Suite  203,  Austin,  78701 . Tele- 
phone 512-472-1454. 

AMA  appeals  FTC  order 
on  physician  advertising 

The  AMA  recently  appealed  a Federal 
Trade  Commission  order  against  the 
Association  regarding  physician  adver- 
tising and  contract  practice.  At  issue  in 
the  case  is  the  relationship  between 
the  government  and  the  private  citizen, 
the  AMA  said. 

The  appeal  followed  an  Oct  7 ruling 
made  by  a three-judge  panel,  including 
a district  judge  filling  a temporary  va- 
cancy, which  upheld  the  FTC  order 
against  the  Association.  Joining  the 
AMA  in  the  petition  were  the  Connecti- 
cut State  Medical  Society  and  the  New 
Haven  County  Medical  Association.  In 
its  petition  to  the  US  Court  of  Appeals, 
the  AMA  suggested  that  the  rehearing 
be  conducted  before  a full  court.  In 
New  York  a full  court  of  appeals  is 
made  up  of  1 3 appellate  judges. 

The  medical  organizations  noted  that 
Judge  Walter  R.  Mansfield  in  his  dis- 
senting opinion  said  the  FTC’s  order 
"deals  with  practices  that  are  now  an- 
cient history  rather  than  with  the  facts 
as  they  now  exist.  Instead  of  facing  re- 
ality it  has  set  up  the  equivalent  of  a 
straw  man  to  accommodate  its  desire 
to  regulate  the  Association.” 

The  petition  urges  a rehearing  by  the 
full  court  of  appeals  “so  that  a definitive 


pronouncement  will  be  made  ...  on 
the  authority  of  the  FTC  in  the  non- 
profit area  ...  In  the  first  proceeding  in 
which  the  FTC  has  sought  to  regulate 
the  ethics  of  a profession,  the  two  ac- 
tive judges  split.  Particularly  since  the 
majority  opinion  was  written  by  a dis- 
trict judge,  there  is  no  clear  statement 
from  this  court  on  the  important  issues 
raised  by  this  case."  (Please  see  Medi- 
cine and  the  Law,  p 72.) 


CAPITAL  COMMENTS 

Sunset  commission  rewrites 
health  licensing  practice  acts 

AUSTIN  The  Sunset  Advisory  Com- 
mission took  its  first  look  at  draft  re- 
enactments of  the  health  licensure 
practice  acts  undergoing  Sunset  review 
and  adopted  language  on  all  but  the 
medical  practice  and  pharmacy  acts. 
The  commission  applied  “across-the- 
board”  recommendations  to  the  acts, 
such  as  placing  public  members  on  the 
licensing  boards  or  placing  all  agency 
funds  in  the  state  treasury.  No  other 
substantive  changes  in  the  respective 
acts  are  anticipated,  since  most 
changes  centered  on  agency  efficiency 
rather  than  professional  ideology.  In  a 
late  development,  the  Commission 
voted  Nov  21  to  not  submit  a bill  on  the 
Medical  Practice  Act  to  the  Texas  Leg- 
islature. The  commission  needed  to 
reach  a % vote  from  both  the  Senate 
and  House  delegations,  making  it  diffi- 
cult to  reach  a consensus.  The  main 
points  of  disagreement  among  the 
commission  members  included  policy 
stands  on  advertising,  composition  of 
the  Board  of  Medical  Examiners,  con- 
flict of  interest  provisions  and  funding 
for  the  BME.  The  commission’s  action 
will  not  affect  TMA’s  efforts  to  introduce 
its  own  version  of  a new  "Medical  Prac- 
tice Act.”  The  TMA  version  will  incorpo- 
rate almost  all  of  the  policy  decisions 
made  by  the  Sunset  Commission.  Ten- 
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tative  approval  was  offered  for  reenact- 
ments of  the  state  examining  boards  of 
RNs,  LVNs,  veterinarians,  psychol- 
ogists, chiropractors,  optometrists,  so- 
cial psychotherapists,  and  podiatrists. 

Grubbs  to  chair  committee 

AUSTIN  Rep  Walter  Grubbs 
(D-Abilene)  has  been  appointed  in- 
terim chairman  of  the  Texas  House 
Health  Services  Committee,  filling  a va- 
cancy left  by  Mike  Ezzell  (D-Snyder) 
who  has  assumed  a position  with  the 
Texas  Department  of  Health.  Grubbs, 
representing  a rural,  conservative  dis- 
trict, served  on  the  Health  Services 
Committee  during  his  first  term  in  1979 
and  chaired  several  subcommittees 
during  the  1980  interim.  TMA  ap- 
plauded Grubb’s  appointment,  stating 
that  he  is  “an  open,  hardworking  and 
fair-minded  member.” 

Texas  physician  testifies 
during  NHSC  hearings 

WASHINGTON  During  recent  over- 
sight hearings  on  the  National  Health 
Service  Corps  (NHSC),  Sen  Richard  S. 
Schweiker  (R-Penn)  cautioned  Con- 
gress against  expanding  the  program, 
noting  that  “with  an  expanded  pro- 
gram, I foresee  corps  placements 
unfairly  competing  with  the  private 

Gerald  Phillips,  MD,  Pleasanton 


health  delivery  system  and  depriving 
many  underserved  areas  in  our  nation 
from  obtaining  a physician  with  a long- 
term commitment  to  live  and  serve  in 
their  community.”  The  NHSC  should 
not  “be  utilized  to  relieve  states  and  the 
federal  government  from  assuring  re- 
imbursement levels  for  providers  who 
treat  the  indigent  and  the  elderly,”  he 
stated,  warning  that  this  would  result  in 
a two  class  system  of  care.  Represent- 
ing the  TMA,  Gerald  Phillips,  MD, 
Pleasanton  (Atascosa  County),  Tex, 
testified  before  the  oversight  committee 
citing  problems  with  the  corps  physi- 
cians’ levels  of  training  and  their 
unavailability  after  5 pm.  HHS  esti- 
mates that  its  present  2,060  NHSC 
physicians  will  expand  to  about  9,000 
by  1990  with  an  estimated  annual  cost 
of  nearly  $700  million. 

Medicare  proposes  new 
pay  method  for  dialysis 

WASHINGTON  A new  medical  pay- 
ment method  for  kidney  dialysis  has 
been  proposed  by  the  government. 
Under  the  plan,  Medicare  would  set  na- 
tional rates  in  advance,  according  to 
the  type  and  location  of  the  facility,  then 
pay  80%  of  that  rate.  Facilities  furnish- 
ing treatments  more  economically  than 
the  specified  rate  could  keep  the  dif- 
ference between  their  actual  cost  and 
the  national  rate.  The  method  would 
apply  to  outpatient  dialysis  in  a hospital 
or  freestanding  facility,  and  to  programs 
that  train  patients  to  dialyze  themselves 
at  home.  Medicare,  under  Part  B,  now 
pays  80%  of  the  average  cost  of  outpa- 
tient treatment  in  a hospital  and  80%  of 
reasonable  charges  for  independent 
facilities  up  to  a limit  of  $1 38  per  treat- 
ment, unless  an  exception  is  granted. 

Mental  health  act 
signed  into  law 

WASHINGTON  President  Carter  has 
signed  into  law  the  Mental  Health  Sys- 
tems Act  (PL  96-398).  The  law  provides 
a larger  role  for  states  in  planning  and 
operating  community  mental  health 


programs,  gives  mental  health  centers 
greater  flexibility  in  providing  services, 
and  targets  support  for  specific  popula- 
tions, such  as  minorities,  the  elderly, 
and  severely  disturbed  children.  It 
places  emphasis  on  community  cen- 
ters providing  “principal  attention”  to 
the  treatment  of  the  chronically  men- 
tally ill.  Senator  Edward  Kennedy 
(D-Mass),  one  of  the  legislation’s 
sponsors,  described  it  as  “the  most  sig- 
nificant step  forward  in  the  area  (of 
mental  health)  since  1 963,”  when  the 
first  community  mental  health  bill  was 
enacted. 

Gubernatorial  appointments 

AUSTIN  Gov  Bill  Clements  has  an- 
nounced the  following  appointments: 
—Louis  E.  Gibson,  MD,  Corsicana, 
John  H.  Selby,  MD,  Lubbock,  reap- 
pointed to  two-year  terms;  and  Per  H. 
Langsjoen,  MD,  Temple,  appointed 
to  the  Statewide  Health  Coordinating 
Council. 

— C.  Richard  Stasney,  MD,  Houston, 
appointed  to  a six-year  term  on  the 
Hospital  Licensing  Advisory  Council. 
— William  G.  McGee,  MD,  El  Paso; 
Thomas  P.  Clarke,  MD,  Houston;  and 
Homer  R.  Goehrs,  MD,  Austin  to  six- 
year  terms  on  the  District  Review 
Committees  of  the  Texas  State 
Board  of  Medical  Examiners. 

— Joel  H.  Johnson,  MD,  Brenham,  to  a 
six-year  term  on  the  Rural  Medical 
Education  Board. 

GAO  urges  continued  funding 
of  Medicaid  fraud  programs 

WASHINGTON  The  General  Account- 
ing Office  has  endorsed  congressional 
actions  to  continue  funding  for  match- 
ing payments  to  states  operating  Medi- 
caid fraud  control  units.  GAO  urged 
Congress  to  “provide  for  funding  state 
Medicaid  fraud  control  units  beyond  the 
September  1980  . . and  to  “require 
HHS  to  annually  certify  for  continued 
funding  only  those  units  that  have  dem- 
onstrated effective  performance  based 
on  reasonable  performance  standards 
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established  by  HHS.”  The  GAO  said 
that  even  though  most  fraud  units  have 
recovered  only  about  one-half  of  their 
operating  cost,  they  have  increased  the 
states'  ability  to  investigate  and  pros- 
ecute Medicaid  fraud. 

Report  on  regulations  says 
hospitals  not  overregulated 

WASHINGTON  In  a report  requested 
by  the  Senate  Finance  Health  Subcom- 
mittee, the  General  Accounting  Office 
(GAO)  stated  that  “hospitals  are  not 
as  over-burdened  by  duplicative 
regulations  as  some  research  points 
would  suggest . . GAO  studied  three 
institutions,  in  the  Washington,  DC, 
metropolitan  area,  varying  in  size  and 
including  public,  private,  and  teaching 
facilities.  Three  areas  of  hospital  reg- 
ulation— inspections,  reports,  and  life 
safety  code  and  enforcement — were 
examined.  In  a letter  to  Sen  Herman 
Talmadge  (D-Ga),  subcommittee 
chairman,  the  GAO  noted  that  “al- 
though hospitals  are  subjected  to  many 
inspections  and  are  requested  to  com- 
plete many  forms  and  reports,  our  work 
indicates  that  the  degree  to  which  they 
are  duplicative  or  similar  is  not  as  great 
as  other  studies  on  this  subject  have 
reported.”  Copies  of  the  report  (HRO- 
80-94)  are  available  from  the  US  Gov- 
ernment Printing  Office,  Washington, 
DC,  20402 


High  court  rules  against  laetrile 

WASHINGTON  The  Supreme  Court 
has  delivered  the  latest  defeat  to  the 
controversial  drug  laetrile  as  an  anti- 
cancer product  by  refusing  to  interfere 
with  a lower  court  ruling  that  the  drug 
cannot  be  “grandfathered”  into  general 
use  as  a cancer  treatment.  The  justices 
left  standing  (a)  a federal  appeal  court 
ruling  that  laetrile  did  not  qualify  for 
an  exemption  under  1962  Drug  Act 
Amendments;  and  (2)  the  appeals 
court  ruling  that  the  privacy  rights  of 
cancer  patients  to  choose  their  treat- 
ment were  not  violated  by  denial  of 
laetrile.  In  June  1979,  the  Supreme 
Court  upheld  the  federal  government’s 
authority  to  ban  distribution  of  laetrile, 
reversing  a lower-court  decision  allow- 
ing terminally  ill  cancer  patients  to 
obtain  the  substance.  Food  and  Drug 
Administration  officials  say  laetrile  has 
no  value  as  a cancer  cure,  but  the  Na- 
tional Cancer  Institute  began  clinical 
testing  of  it  on  patients  in  July.  The  re- 
sults are  not  expected  until  next  year. 
Twenty-one  states  have  legalized  the 
product,  including  Texas. 

Carter  signs  confidentiality  law 

WASHINGTON  President  Carter  has 
signed  into  law  legislation  allowing  the 
Veterans  Administration  to  keep  con- 
fidential certain  VA  hospital  peer  review 
files  in  the  face  of  freedom  of  informa- 


tion requests  for  information.  The  provi- 
sion was  sponsored  by  Sen  Herman 
Talmadge  (D-Ga)  when  a VA  hospital, 
faced  with  such  a request,  argued  that 
full  disclosure  would  jeopardize  the  en- 
tire peer  review  process. 

Erratum 

In  the  December  issue  of  Texas 
Medicine  “News”  section,  p 15,  the 
GMENAC  study  article  incorrectly  re- 
ported a 70,000  overall  physician 
shortage.  This  should  have  read  physi- 
cian surplus.  Also,  in  the  "Briefly” 
section,  p 1 3,  a short  article  on  medi- 
cal practice  management  workshop 
schedule  for  1981  was  incorrect.  The 
schedule  listed  was  for  six  “Establish- 
ing Yourself  in  Medical  Practice"  work- 
shops. Please  see  the  correction  in  this 
issue,  p 14. 

Coming  next  month 

Articles  scheduled  for  the  February  is- 
sue of  Texas  Medicine  include  reports 
on  the  radiologist's  role  in  treating  med- 
ical and  surgical  jaundice,  pulmonary 
embolectomy  for  massive  pulmonary 
embolism,  and  the  availability  of  resi- 
dency positions  in  Texas. 


Investment  performance  for  TM  A Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians  in  enrolling  in  the  program,  comparative  performance  for  investments  are  listed 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  1 1 /30/80  value  of  $1 0,000  investment  made  one,  three,  and  five  years 
Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 
T.  Rowe  Price  Growth  Stock  Fund 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 
Rowe  Price  New  Income  Fund 


Date  of  Investment 

1 1 /30/79 

11/30/77 

11/30/75 

$16,091 

$21,719 

$25,068 

$13,680 

$16,756 

$16,907 

$10,003 

$10,259 

$12,861 

$10,214 

$11,447 

$14,202 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2-1/2  Years  ($500  minimum) 

3 Years  ($1 00  minimum) 

6 Months  ($10,000  minimum) 
Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  12/9/80 


11.75%  (Through  12/24/80) 
8.00% 

15.319%  (Through  12/17/80) 
15.75% 
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The  Brown  Schools: 
Specialists  in 
Residential  Treatment 

Residential  treatment  has  be- 
come highly  specialized  in  the 
field  of  mental  health.  It  is  a 
specific  treatment  modality  for 
those  who  need  a totally  planned 
and  structured  environment. 

The  Brown  Schools  has  de- 
veloped a wide  range  of  profes- 
sional services  that  can  be 
utilized  to  implement  an  indi- 
vidually planned  residential 
treatment  program.  The  degree 
of  structure  and  protection,  the 
intensity  of  therapy,  the  methods 
of  education  and  training  are 
controlled  and  modified  with  the 
resident’s  changing  needs. 

Professionals  in  the  areas  of 
psychiatry,  psychology,  nursing, 
social  work,  education,  pre- 
vocational  training,  speech 
pathology,  and  recreation  have 
developed  expertise  in  the  spe- 
cific area  of  residential  treat- 
ment. Each  service  area  is  de- 
signed as  a component  of  an 
integrated  therapeutic  milieu. 

The  three  residential  treatment 
centers  of  The  Brown  Schools 
provide  complete  programming 


for  those  in  need  of  twenty-four 
hour  care.  Services  are  available 
for  children,  adolescents,  and 
adults  with  emotional  distur- 
bance, mental  retardation,  and 
neurological  impairment.  Two 
small  group  homes  in  Austin 
provide  for  reintegration  into  the 
community  and  complement  the 
services  offered  in  the  other 
centers.  For  information,  write: 
Director  of  Admissions/ 
Department  K-l 
The  Brown  Schools 
P.O.  Box  4008, 

Austin,  Texas  78765. 

Toll  Call:  (512)  478-6662 
Out  of  State  Free:  (800)  531-5305 
From  Texas  Free:  (800)  252-5404 


THE 

BROWN 

SCHOOLS 

An  equal  opportunity  employer. 
Psychiatric  hospitals  accredited 
by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 


Coll  the  Professionals’' 


Selling  your  practice 
Buying  your  practice 
Appraisals 

Practice  Management 


BUSINESS  & 
PROFESSIONAL 
ASSOCIATES,  INC. 


831 3 Southwest  Freeway,  Suite  102,  Houston,  Texas  77074  713/771-5011 
P.O.  Box  5554,  Richardson,  Texas  75080  214/980-8775 
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TEXAS  MEDICINE 


Adjunctive 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br 


antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


and  oral  anticoagulants;  causal  relationship  not 
established 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compound  alone 
reported  with  Librax  When  chlordiazepoxide  HCI 
is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adiustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido— all  infrequent,  generally 
controlled  with  dosage  reduction,  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
blood  dyscrasias  (including  agranulocytosis), 
laundice.  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  / e . dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com 
bmed  with  other  spasmolytics  and  or  low  residue 
diets  ■jtjgMBEf&i 


tion- prone  individuals  or  those  who  might  increase 
dosage,  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 
drug 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  Or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 

may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos 
age  to  smallest  effective  amount  to  preclude 
ataxia,  oveisedation,  confusion  (no  more  than  2 
capsules'day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  it  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  lend 
encies  may  be  present  and  protective  measures 
necessary  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 


Indications:  Based  on  a review  of  this 
drug  Dy-the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
lied  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col 
itis)  and  acute  enterocolitis 
Final  classification  ol  the  less  than- 
eflective  indications  requires  further 
investigation 


Contraindications:  Glaucoma,  prostatic  hyper 
trophy,  benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCI  and/or 
clidinium  Bromide 

Warnings:  Caution  patients  about  possible  com 
bmed  effects  with  alcohol  and  other  CNS 
depressants,  and  against  hazardous  occupations 
requiring  complete  mental  alertness  (e  g . operat- 
ing machinery,  driving)  Physical  and  psychologi- 
cal dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  I ibrium* 

! (chlordiazepoxide  HCI/Roche)  to  known  addio 


Roche  Products.  Inc 
Manati  Puerto  Rico  00701 

■ ■■■■//■:.■  C-: 


EMPIRIN®  with  Codeine 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the 
following  strengths  No  2 — 15  mg.  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine 

WARNINGS: 


Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion ot  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications.  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  federal  Con- 
trolled Substances  Act 


Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 


Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  ot  one  or  both  agents  should  be  reduced 


Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  ot  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

PRECAUTIONS: 


Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empinn  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
ibilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  prostatic 
iypertrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  hght-headedness,  dizziness, 
sedation,  nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
1 mine  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
'sphona,  constipation,  and  pruritus. 

le  most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastnc  uritation  and  bleeding  with  aspirin., 
id  patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
in  lash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  ot  the  side  effects  occur  after  repeated  administra- 
tiolof-large  doses. 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  ot  the  pain  and  the  response  of  the 
it  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  ot  in 
tients  who  have  become  tolerant  (o  the  analgesic  effect  ot  narcoircs.  Empirin  with  Codeine  is  given  orally.  The  usual 
ise  for  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  four  hours  as  required.  The  usual  adult  dose 
rin  with  Codeine  No  4 is  one  tablet  every  four 
DRUG  INTERACTIONS  The  CNS  depressant 

effect*  of  Empirin  with  Codeine  may  he  < d „ . -i 

dhitlve  with  that  ot  other  CNS  depressants.  1X1  Kesearcn  ir  angle  ratx 


Acute  pain 
is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pair 

Empirin  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /jr* 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  vi 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


MULTIDISCIPLINARY 
MICROSURGERY 
AT  THE 
MARDI  GRAS 

NEW  ORLEANS,  LOUISIANA 

AN  IN-DEPTH  CONFERENCE 
IN  MULTIDISCIPLINARY 
PROBLEM  SOLVING 
UTILIZING  MICROSURGICAL 
TECHNIQUE 


Seminar  I 

February  25  — March  2,  1981 
Seminar  II 

February  27  — March  2,  1981 
Mardi  Gras  Day 
March  3,  1981 

Topics: 

Basic  Microscope  Techniques 
Setting  Up  a Lab 

Acute  Management  of  the  Multiple  Trauma  Candidate 
Requiring  Reimplantation 

Esophageal  Reconstruction  with  Vascularized  Jejunal 
Interposition 

Head  and  Neck  Reconstruction  Via  Microsurgery 

Mandibular  Reconstruction  with  Vascularized  Bones  and 
Soft  Tissues 

Toe  to  Hand  Transfers 


SPONSORED  BY 
SOUTHERN  BAPTIST  HOSPITAL 
IN  CONJUNCTION  WITH 
LOUISIANA  STATE  UNIVERSITY 
SCHOOL 
MEDICINE, 


Cancer  and  Microsurgery 

Geometry  of  and  Planning  of  Microsurgery  Free  Flaps 
Bracheal  Plexus  and  Peripheral  Nerve  Microsurgery 
Intracraneal  Neuromicrosurgery 

Urologic  Microsurgery,  Including  Reconstructive, 
Replantation  and  Infertility 

Gynecological  Microsurgery  Reconstruction  and  Infertility 
Chest  Wall  Reconstruction  with  Microsurgery 
Microsurgery  and  Trauma 
Orthopedic  Applications  of  Microsurgery 
Microsurgery 


Program: 

The  course  consists  of  two  seminars: 

Seminar  I A lab  and  alecture  series,  Wednesday,  February  25 
through  Monday,  March  2. 

1 9 hours  lecture  and  21  hours  lab,  which  includes  basic 
techniques  with  personalized  instruction  from  visiting 
faculty  using  Applied  Fiberoptics  binocular 
microscopes. 

A lecture  and  video  series,  Friday,  February  27  through 
Monday,  March  2 

1 9 hours  lecture  and  simultaneous  video  sessions  to 
coincide  with  the  labs 


Seminar  I 


Accreditation: 

As  an  organization  accredited  for  continuing  medical  education, 
Louisiana  State  University  School  of  Medicine,  New  Orleans, 
designates  this  continuing  medical  education  activity  as  meeting 
the  criteria  for  forty  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 


Registration: 

Tuesday,  February  24,  1 00-4  00  PM 
Daily  from  7:00  AM 

A registration  fee  of  $600  00  for  Seminar  I,  or  $300.00  for  Seminar 
II  should  accompany  the  registration  form. 

There  is  a $50.00  cancellation  fee  for  withdrawals  after  February  1 1 , 
1981.  All  refunds  must  be  requested  in  writing  and  postmarked  no 
later  than  February  20,  1 981  Residents  half  fee. 


Inquiries: 

Multidisciplinary  Microsurgery  at  the 
Mardi  Gras 

Southern  Baptist  Hospital 
2700  Napoleon  Avenue 
New  Orleans,  Louisiana 
(504)  899-931 1 
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MEDICAL  NEWSMAKERS 


of  the  International  Medical  Assembly  of  Southwest  Texas. 
He  will  coordinate  a public  education  campaign  to  foster  un- 
derstanding of  asthma. 


LEONARD  M.  RIGGS,  JR,  MD,  Dallas,  is  the  new  president 
of  the  American  College  of  Emergency  Physicians.  Dr  Riggs 
is  director  of  the  emergency  department  at  Baylor  University 
Medical  Center  and  currently  serves  as  chairman  of  the  TMA 
Committee  on  Emergency  Medical  Services. 


ROBERT  PENDERGRASS,  MD,  Pittsburg,  has  accepted  the 
position  of  deputy  commissioner  for  health  policy  with  the 
Texas  Department  of  Human  Resources.  Dr  Pendergrass  is 
president  of  the  Northeast  Texas  Health  Systems  Agency, 
Inc,  past  president  of  the  Northeast  Texas  Area  of  the  Ameri- 
can Lung  Association  of  Texas,  and  currently  serves  as 
chairman  of  the  TMA  Committee  on  Health  Planning. 


ROBERT  L.  STUBBLEFIELD,  MD,  president  of  the  Ameri- 
can Academy  of  Child  Psychiatry,  has  been  named  medical 
director  of  Spring  Shadows  Glen,  a psychiatric  hospital 
scheduled  to  open  in  Houston  in  the  spring  of  this  year.  Dr 
Stubblefield  has  28  years  of  experience  in  mental  health 
care  administration,  most  recently  as  medical  and  executive 
director  of  a private  psychiatric  treatment  center  in  New  Ca- 
naan, Conn.  He  has  also  held  academic  appointments  as  a 


Robert  L Stubblefield,  MD 


WALTER  E.  REIFSLAGER,  JR,  MD,  Austin,  has  received  the 
Distinguished  Service  Award  from  the  Texas  Psychiatric  So- 
ciety for  his  “distinguished  and  meritorious  service  in 
medicine  and  psychiatry.” 


GARTH  L.  NICOLSON,  PhD,  has  been  appointed  to  a new 
professorship  in  cancer  research  at  The  University  of  Texas 
System  Cancer  Center.  Dr  Nicolson,  who  heads  the  depart- 
ment of  tumor  biology  at  M.D.  Anderson  Hospital  and  Tumor 
Institute,  joined  the  Anderson  staff  in  June  1980.  He  pre- 
viously served  as  associate  director  of  the  oncology  program 
and  professor  in  the  department  of  physiology  and  the  de- 
partment of  developmental  and  cell  biology  at  the  University 
of  California  at  Irvine. 


DONALD  C.  SPENCER,  MD,  Austin,  is  the  new  president  of 
the  Texas  Division  of  the  American  Cancer  Society. 


BERNARD  T.  FEIN,  MD,  professor  of  pediatric  allergy  and 
immunology  at  The  University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  has  been  appointed  San  Antonio  regional 
coordinator  for  the  “National  Crusade  Against  Asthma,” 
sponsored  by  the  Asthma  Care  Association  of  America.  Dr 
Fein  is  regional  consultant  for  the  Children's  Asthma  Re- 
search Center,  Denver;  consultant  on  allergy  for  the  US 
Veterans  Administration,  San  Antonio;  and  a past  president 
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clinical  professor  at  Yale  University  in  the  child  study  center 
and  the  medical  school.  A graduate  of  UT  Medical  Branch, 
he  served  concurrently  as  chief  of  psychiatry  at  Dallas'  Park- 
land Memorial  Hospital  and  as  professor  and  chairman  of  the 
department  of  psychiatry  at  UT  Southwestern  Medical 
School  during  1957-1971 . 

DENNIS  WENGER,  MD,  assistant  chief  of  staff,  Texas  Scot- 
tish Rite  Hospital  for  Crippled  Children,  Dallas,  has  been 
named  to  the  board  of  editors  of  the  Journal  of  Pediatric 
Orthopedics. 

WILLIAM  L.  HUTTON,  MD;  ALBERT  VAISER,  MD;  and 
BARRY  NOEL  HYMAN,  MD,  have  received  the  American 
Academy  of  Ophthalmology's  1 980  Honor  Awards  for  out- 
standing service  to  the  profession.  Dr  Hutton,  Dallas,  is  a 
clinical  professor  of  ophthalmology  at  UT  Southwestern 
Medical  School.  Dr  Vaiser,  also  of  Dallas,  is  codirector  of  the 
Retina  Clinic  of  UT  Southwestern  Medical  School.  Dr 
Hyman,  a Houston  ophthalmologist,  has  served  as  assistant 
professor  of  ophthalmology  and  medicine  at  Baylor  College 
of  Medicine.  All  three  physicians  were  honored  for  contribu- 
tions in  continuing  education. 

R.  LEE  CLARK,  MD,  president  emeritus  of  The  UT  Cancer 
Center,  has  been  appointed  University  of  Texas  System  Pro- 


fessor of  Surgery  and  Oncology  by  The  UT  System  Board  of 
Regents.  Dr  Clark,  the  third  person  to  receive  a systemwide 
professorship,  was  recognized  for  “his  long  and  meritorious 
service  and  significant  contributions  to  the  UT  System  and 
for  (his)  never  ending  devotion  to  the  elimination  of  cancer." 

DAVID  W.  SAPIRE,  MB,  ChB,  is  the  new  director  of  pediatric 
cardiology  at  UT  Medical  Branch  in  Galveston.  Dr  Sapire  has 
previously  served  seven  years  in  the  department  of  pedi- 
atrics at  Temple  University  School  of  Medicine  and  has  been 
director  of  the  cardiac  catheterization  laboratory  at  St 
Christopher’s  Hospital  for  Children,  Philadelphia. 

BYRON  J.  BAILEY,  MD,  Galveston,  is  the  new  editor  of  the 
AMA’s  Archives  of  Otolaryngology. 

COL  HOWARD  H.  JOHNSON,  MD,  San  Antonio,  has  been 
selected  to  receive  the  Military  Pediatrics  Award  of  the  Amer- 
ican Academy  of  Pediatrics  Section  on  Military  Pediatrics.  Dr 
Johnson,  chairman  of  the  department  of  pediatrics  at  Wilford 
Hall,  USAF  Medical  Center,  is  also  a clinical  professor  of  pe- 
diatrics at  The  University  of  Texas  Health  Science  Center  in 
San  Antonio  and  maintains  a practice  in  general  pediatrics 
with  subspecialty  concentration  in  cardiology.  He  has  been 
honored  for  his  major  contributions  to  the  field  of  pediatrics, 
both  civilian  and  military. 


William  L.  Hutton,  MD 


DAVID  PATON,  MD,  a Houston  ophthalmologist,  has  been 
reelected  secretary  for  continuing  education  of  the  American 
Academy  of  Ophthalmology  at  its  annual  business  meeting 
in  November.  Dr  Paton  is  professor  and  chairman  of  the  de- 
partment of  ophthalmology  at  Baylor  College  of  Medicine 
and  chief  of  ophthalmology  at  The  Methodist  Hospital.  He 
serves  on  the  staff  of  Ben  Taub  General  Hospital  and  is  a 
consultant  in  ophthalmology  to  St  Luke’s,  Texas  Children's, 
and  the  Veterans  Administration  Hospitals,  all  in  Houston. 

HALFORD  R.  CONWELL,  MD,  Huntsville,  is  the  new  presi- 
dent of  the  Civil  Aviation  Medical  Association. 

JAMES  C.  WRIGHT,  JR,  MD,  has  been  named  director  of  the 
heart  station  at  UT  Medical  Branch.  An  associate  professor 
of  internal  medicine,  Dr  Wright  succeeds  MILTON  R.  HEJT- 
MANCIK,  MD,  who  retired  recently  after  34  years  at  the 
medical  branch.  As  director  of  the  heart  station,  Dr  Wright 
supervises  noninvasive  cardiology  services.  A member  of 
the  UT  Medical  Branch  faculty  since  1 956,  Dr  Wright  has 
served  as  director  of  the  echocardiography  laboratory  since 
1978. 

CARL  F.  PAGE,  MD,  Lubbock,  is  the  new  president  of  the 
American  Medical  Directors  Association. 
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Yesterday’s 

folk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


Today’s  Tradition: 

legopen 

(cloxacillin  sodium) 


for  the  treatment*of 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended  I 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus.2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicil  I in  - 12 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen.  (cloxacillin  sodium) 

loday’s  Penicillin  for  Today's  Physician 


1 . Florey  HW,  Chain  E,  Heatley  NG,  et  al:  Antibiotics.  London,  Oxford 
University  Press,  1949,  p 2. 

2 Bac-Data  Bacteriologic  Report,  Professional  Market  Research, 
1978-1979,  The  clinical  significance  of  in  vitro  data  is  unknown 
3,  Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34  Oradell,  NJ,  Medical  Economics  Co,  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  ©1981,  Bristol  Laboratories 


*Note:  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci,  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci-  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin, 
fin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy. 

$Not  all  isolates  may  have  been  tested  using  both  discs. 


Tegopen® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

Brlel  Summary  ol  Prescribing  Information 

For  complete  information,  consult  Official  Package  Circular 

(12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci, it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected.  (See  Important  Note  below  ) 

Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci,  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  melhicillin  against  penicillin  G-resistant 
staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing.  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality.  Because  of  this,  there  is  concern  that 
widespread  use  of  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  of  clinical  resistance  to  all,  in  spite  of  the  fact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication. 

WARNING 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  e g.,  pressor  amines,  antihistamines, 
and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken 

As  with  any  potent  drug,  periodic  assessment  of  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered 
Eosinophilia,  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q 6h 

Children:  50  mg. /Kg  /day  in  equally  divided  doses  q 6h  Children 
weighing  more  than  20  Kg.  should  be  given  the  adult  dose.  Administer 
on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg  in  bottles  of  100. 
Oral  Solution — 125  mg./5  ml  in  100  ml  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


THE  UNIVERSITY  OF  TEXAS 
MEDICAL  SCHOOL  AT  HOUSTON 
Department  of  Radiology 

presents 

RADIOLOGY  OF  THE  ACUTELY  ILL  AND 
INJURED  PATIENT— UPDATE  1981 

March  5-7,  1981 

Houston,  Texas 

AMA,  PRA  Category  I — 17  hours 


For  additional  information,  contact  The 
University  of  Texas  Medical  School,  Office  of 
Continuing  Education,  PO  Box  20708,  Houston, 
Texas  77025,  phone  (713)  792-5346. 


Remember 

ZYLOPRIM 

the  original  (allopurmol) 

100  and  300  mg 
Scored  Tablets 


The  name 
1 Zyloprim 
is  now 
imprinted  on 
each  tablet. 


Burroughs  Wellcome  Co. 

ts  / Research  Triangle  Park 
North  Carolina  27709 
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Welcome  to  Dallas 
Housing, 

Advance  Registration  and 
Ticket  Order  Forms 

Featuring 

SO  Guest  Speakers  plus  400  special  and  TMA-member 
speakers. 

12  Section  Programs  Allergy;  Colon  and  Rectal  Surgery; 
Digestive  Diseases;  Diseases  of  the  Chest;  Family  Practice; 
Internal  Medicine;  Neurological  Surgery;  Neurology;  Nuclear 
Medicine;  Obstetrics  and  Gynecology;  Occupational  Medicine; 
Ophthalmology;  Otolaryngology;  Pathology;  Pediatrics; 

Physical  Medicine  and  Rehabilitation;  Plastic,  Reconstructive, 
and  Maxillofacial  Surgery;  Psychiatry;  Public  Health; 

Radiology;  Surgery;  Urology. 

AMA  — TMA  Postgraduate  Courses  are  scheduled 
Wednesday,  May  27,  through  Saturday,  May  30.  Basic  and 
Advanced  Cardiac  Life  Support  courses  are  scheduled 
Wednesday  and  Thursday,  May  27-28.  Completion  ot  courses 
will  qualify  attendees  lor  Category  1 credit,  AMA  Physician’s 
Recognition  Award.  (Registration  information  will  be  sent  to 
the  membership  in  a separate  mailing.) 

Office  Evaluation  of  Headache  • Antibiotic 
Update — 1981  • Recurrent  Urinary  Tract  Infections  in 
Children  • Myocardial  Infarction:  Update  on 
Management  • Pediatric  Neurology  for 
Pediatricians  • Update  on  Care  of  Neonate  • Child  Abuse 
and  Neglect  • Office  Dermatology  • Pediatric 
Gastroenterology — What’s  New  • Developmental 
Disabilities  • Recognition  and  Management  of  Pulmonary 
Embolism  • Cardiac  Arrhythmias:  Causes,  Diagnosis  and 
Treatment  • Chronic  Obstructive  Lung  Disease  • Basic 
Electrocardiography  • Diagnosis  and  Treatment  of  Common 
Gastrointestinal  Disorders  • Office  Gynecology  • 

Intermediate  Electrocardiography 

12  Curbstone  Consultations  person-to-person  conversational 
discussions  of  cases  and  problems  of  general  medical  interest. 

12  Continental  Breakfast  Presentations  open  to  physicians  in 
all  specialties  and  in  family  practice.  Join  speakers  for  short 
lectures  and  informal  discussions  Thursday,  Friday,  and  Saturday 
mornings. 

35  Specialty  Society  Programs  • 12  Special  Committee 
Symposia  • 200  Scientific  anti  Technical  Exhibits  • Forum 
of  Original  Research  • Physicians’  and  Spouses’  Art  and 
Hobby  Exhibit. 

Sports/Entertainment  golf,  tennis,  Run  for  Fun,  fraternity 
and  alumni  parties,  class  reunions. 


DALLAS 
CONVENTION 
CENTER 
May  27-31 


General  Meeting  Luncheons 

Friday,  May  29,  12:15  p.m.,  Convention  Center.  Henry  J. 
Heimlich,  M.D.,  who  recently  received  recognition  as  a speaker 
from  the  International  Platform  Association,  will  capture  the 
attention  of  attendees  with  his  remarks  on  Space-Age  Medicine.  A 
pioneer  in  space-age  research.  Dr.  Heimlich  will  provide  new 
directions  in  medicine  and  discuss  innovative  diagnostic  and 
corrective  tools  and  techniques  which  are  now  available.  The 
speaker  is  well  known  for  his  Heimlich  Maneuver,  which 
has  saved  many  choking  victims,  and  for  his  work  in 
bio-engineering  in  the  development  of  a portable  oxygen  supply 
for  patients  with  lung  disease.  A popular  news  and  talk  show 
speaker.  Dr.  Heimlich  is  noted  not  only  for  his  medical 
expertise,  but  his  fine  sense  of  humor  and  speaking  ability. 

Saturday,  May  30,  12:15  p.m.,  Convention  Center.  Television 
and  radio  personality  Art  Linkletter  will  be  on  the  rostrum.  His 
wit  and  engaging  manner  have  inspired  all  ages  for  30  years. 

His  People  are  Funny  weekly  TV/radio  show  won  three  Emmy 
awards,  and  his  book.  Kids  Say  the  Darndest  Things , is  an  all- 
time  favorite.  Recipient  ot  numerous  awards  and  honorary 
degrees,  his  chief  interest  today  is  his  fight  against  drug  abuse. 
Luncheon  With  Art  Linkletter  will  brighten  your  day. 
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Guest  Speakers 

Joseph  E.  Acker,  Jr.,  M.D. 
Knoxville,  Tennessee 
cardiovascular  diseases 

William  H.  Beierwaltes,  M.D. 

Ann  Arbor,  Michigan 

nuclear  medicine,  internal  medicine 

Peter  H.  Byles,  M.D. 

Syracuse,  New  York 
anesthesiology 

Gilbert  S.  Campbell,  M.D. 

Little  Rock,  Arkansas 
thoracic  surgery 

Timothy  N.  Caris,  M.D. 

San  Antonio,  Texas 
internal  medicine 
(cardiovascular  diseases) 

Robert  C.  Cefalo,  M.D.,  Ph  D 
Chapel  Hill,  North  Carolina 
obstetrics  and  gynecology 
(maternal  and  fetal  medicine) 

Chaplain  Herman  Cook 
Dallas,  Texas 

clinical  pastoral  education 

Robert  S.  Eliot,  M.D. 

Omaha,  Nebraska 
internal  medicine 
(cardiovascular  diseases) 

Stefan  S.  Fajans,  M.D. 

Ann  Arbor,  Michigan 
internal  medicine 
(endocrinology  and  metabolism) 

Patrick  C.  Freeny,  M.D. 

Seattle,  Washington 
radiology 

Robert  V. P.  Hutter,  M.D. 

Livingston,  New  Jersey 
pathology  (oncology) 

Indru  T.  Khubchandani,  M.D. 
Allentown,  Pennsylvania 
colon  and  rectal  surgery 

Gerald  L.  Klerman,  M.D. 

Rockville,  Maryland 
psychiatry 

Saul  Krugman,  M.D. 

New  York,  New  York 
pediatrics 

William  C.  Morse,  Ph.D. 

Ann  Arbor,  Michigan 
psychology 

James  P.  Muldoon,  M.D. 

Grand  Rapids,  Michigan 
colon  and  rectal  surgery 

John  F.  Murray,  M.D. 

San  Francisco,  California 
internal  medicine 
(pulmonary  diseases) 

David  F.  Paulson,  M.D. 

Durham,  North  Carolina 
urology  (neoplastic  diseases) 

Neil  H.  Raskin,  M.D. 

San  Francisco,  California 
neurology 


Rees  B.  Rees,  Jr.,  M.D. 

San  Francisco,  California 
dermatology 

Dennis  M.  Robertson,  M.D. 

Rochester,  Minnesota 
ophthalmology 

Albert  L.  Rhoton,  M.D. 

Gainesville,  Florida 
neurological  surgery 

David  B.  Sachar,  M.D. 

New  York,  New  York 

internal  medicine  (gascroenterology) 

Jay  P.  Sanford,  M.  D. 

Bethesda,  Maryland 

internal  medicine  (infectious  diseases) 

Edward  F.  Scanlon,  M.  D. 

Evanston,  Illinois 
surgery  (oncology) 

Alfred  L.  Scherzer,  M.D. 

New  York,  New  York 
pediatrics 

E.S.  Siker,  M.D. 

Pittsburgh,  Pennsylvania 
anesthesiology 

Charles  R.  Smart,  M.  D. 

Salt  Lake  City,  Utah 
surgery 

Clifford  C.  Snyder,  M.D. 

Salt  Lake  City,  Utah 
plastic  surgery 

Richard  A.  Sternbach,  Ph  D. 

La  Jolla,  California 
pain  management 

Donald  D.  Stevenson,  M.D. 

La  Jolla,  California 
allergy,  internal  medicine 

Thoralf  M.  Sundt,  Jr.,  M.D. 

Rochester,  Minnesota 
neurological  surgery 

G.  Douglas  Talbott,  M.D. 

Smyrna,  Georgia 

internal  medicine  (pharmacology) 

Philip  Thorek,  M.D. 

Chicago,  Illinois 
surgery 

H.  Michael  D.  Utidjian,  M.D. 

New  York,  New  York 
preventive  medicine 
(toxicology  and  epidemiology) 

Maurice  Victor,  M.D. 

Cleveland,  Ohio 
neurology 

Theodore  R.  Waugh,  M.D. 

New  York,  New  York 
orthopaedic  surgery 

Jack  Weinberg,  M.D. 

Chicago,  Illinois 
geropsychiatry 

Ephriam  B.  Wilkinson,  M.D. 

Memphis,  Tennessee 
orthopaedic  surgery 


Make  your  reservations  now! 

Reservations  not  accepted  by  telephone.  Select  your  first,  seconc 
and  third  choice  of  hotels  from  the  list  below,  complete  the 
housing  request  card  and  mail  it  to  the  Dallas  Housing  Service 
Preferences  will  be  honored  whenever  possible,  and  confirmation 
of  reservations  will  be  sent  directly  to  you  from  the  hotel. 

1.  Sheraton-Dallas  Hotel  5.  Holiday  Inn-Downtown  I 


(Delegates  Housing) 

Singles 

$41-3 

Singles 

S49-S69 

Twins 

$50  ] 

Doubles 

S64-S84 

Double/Doubles 

$50 

Twins 

$64  — $84 

Suites  2 room 

$115 

Suites  2 room 

$ 1 45  up 

3 room 

$160 

3 room 

$235  up 

6.  Grenelefe  Hotel 

Hyatt  Regency  Hotel 

(formerly  the  Ramada  Inn-  | 

(Program  Participants  and 

Downtown) 

General  Housing) 

Singles 

$52 

Singles 

$55— $73 

Doubles 

$62 

Doubles 

$7 1 -$89 

Double/Doubles 

$62 

Twins 

$7 1 — $89 

Suites  2 room 

$125 

Double/Doubles 

$71-189 

3 room 

$225 

Suites 

$ 175  up 

7.  Dallas  Hilton  Hotel 

Dallas  Convention  Center 

Singles 

$49-3 

(Scientific  Sessions/Exhibits/ 

Doubles 

$65-$ 

House  of  Delegates) 

Twins 

$65-$ 

Double/ Doubles 

$80-31 

Plaza  or  the  Americas 

Suites  2 room 

$140 

(Auxiliary  Headquarters) 

3 room 

$195 

Singles 

$60- $80 

I 

Doubles 

$75 -$85 

Twins 

$75  — $95 

Suites  2 room 

$185  up 

3 room 

$255  up 

Some  hotels  may  require  a first  night's  deposit  to  guarantee  a room 
for  late  arrival.  If  you  have  already  sent  in  a priority  housing 
form,  please  do  not  duplicate  your  reservation. 

Changes  and  cancellations  may  be  made  after  receipt  of 
confirmation  by  calling  the  Dallas  Housing  Service  at 
214-655-1384. 


Advance  Registration  Form 
Fill  out  both  sides  and  mail  today! 

Save  time  and  effort  by  registering  in  advance.  Fill  out  the  card 
at  the  right,  mail  it  to  TMA,  and  your  registration  packet  will 
be  waiting  for  you.  There  is  no  registration  fee  for  TMA 
members.  Registration  materials  may  be  picked  up  at  the 
Convention  Center  or  the  Sheraton-Dallas. 

A form  for  ordering  tickets  to  the  General  Meeting  Luncheons 
is  located  on  the  back  of  this  advance  registration  card.  Save 
time  by  ordering  your  tickets  now. 


"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  Ways.” 

—from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 


Pavabid  AND  PaVABIL)  HP 

(papaverine  hydrochloride) 

150-mg  Capsules  300-mg  Capsulets 


Patient  benefit  products  from 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


WHAT’S  NEW 


What’s  new  in  psychiatry:  tricyclic  plasma  levels 

Kenneth  Reed,  PhD,  MD;  Louis  A.  Faillace,  MD 

During  the  past  few  years,  much  attention  has  been  focused 
on  plasma  level  determinations  of  psychotropic  medications 
and  the  role  they  play  in  the  treatment  of  mental  illness.  Re- 
cently these  tests  have  become  widely  available  through 
various  commercial  clinical  laboratories.  These  companies 
offer  determinations  of  antipsychotics  such  as  chlorproma- 
zine,  thoridazine,  and  haloperidol,  as  well  as  a range  of  tri- 
cyclic antidepressants  (TCA)  including  amitriptyline,  imipra- 
mine,  nortriptyline,  desipramine,  protriptyline,  and  doxepin. 

Although  technically  many  psychotropic  medication 
plasma  levels  can  be  assayed,  the  relationship  of  plasma 
levels  to  clinical  response  is  still  questionable,  with  three  no- 
table exceptions,  namely  amitriptyline,  imipramine,  and 
nortriptyline.1  These  three  have  been  investigated  suffi- 
ciently in  controlled  studies  to  allow  meaningful  conclusions 
about  the  clinical  usefulness  of  plasma  level  values. 

For  nortriptyline,  the  majority  of  studies  indicate  that  a 
minimal  plasma  level  is  required  before  a response  is  ex- 
pected and  that  there  is  a maximum  plasma  level  above 
which  a therapeutic  response  is  unlikely.2'5  The  plasma-re- 
sponse relationship  is  curvilinear  and  is  schematically  shown 
in  Fig  1 . These  upper  and  lower  plasma  levels  define  the  so- 
called  nortriptyline  “therapeutic  window." 

A crucial  point  to  realize  is  that  simply  being  at  a plasma 
level  within  the  therapeutic  window  does  not  ensure  the 
maximum  clinical  response.  It  is  still  necessary  to  titrate  the 
oral  dosage  of  the  TCA,  thereby  making  an  individual  adjust- 
ment for  the  patient  within  the  therapeutic  window,  to 
achieve  maximum  improvement  (Fig  1 ).  However,  this  ad- 
justment is  still  based  on  clinical  assessment  of  symptoms. 
The  plasma  levels  are  a guide  in  the  treatment  and  certainly 
are  not  a substitute  for  clinical  assessment. 

Studies  of  imipramine  suggest  a linear  plasma-response 
relationship.6  7 Here  again,  a minimal  plasma  level  is  required 
before  clinical  improvement  is  seen,  and  the  probability  of 
response  increases  with  the  rising  plasma  concentration. 
Hence,  no  “therapeutic  window"  is  defined  for  this  TCA,  the 
upper  limit  being  set  by  toxicity.  Amitriptyline  studies  are 
divided,  some  indicating  a curvilinear  relationship  with  a 
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therapeutic  window  and  others  a linear  relationship  as  illus- 
trated in  Fig  2.8 11 

The  metabolism  of  tricyclic  antidepressants  is  complex 
and  depends  on  a variety  of  factors.12  For  example,  gastroin- 
testinal absorption,  tissue  distribution,  metabolism  (primarily 
in  the  microsomal  enzymes  of  the  liver),  plasma  protein  bind- 
ing, and  excretion  all  influence  the  final  plasma  concentra- 
tion. In  addition,  other  medications  such  as  phenothiazines, 
chloral  hydrate,  and  the  birth  control  pill,  to  name  a few,  af- 
fect the  final  plasma  concentration  by  drug-drug  interaction. 
The  tertiary  amine  TCAs,  such  as  amitriptyline  and  imipra- 
mine, undergo  a demethylation  step  during  metabolism 
which  results  in  a metabolite  that  is  an  effective  TCA  in  its 
own  right.  Patients  taking  such  TCAs  will  therefore  have  two 
TCAs  in  their  blood  and  the  ratio  will  vary,  since  demethyla- 
tion is  individualized  for  each  patient.  There  is  still  con- 
siderable debate  on  how  to  best  correlate  the  dual  plasma 
levels  to  clinical  response.  Is  it  sufficient  simply  to  add  the 
two  values  or  is  it  necessary  to  consider  each  component 
separately?  This  point  is  illustrated  in  Gram’s  results  shown 
in  Fig  2. 7 The  secondary  amine,  nortriptyline,  does  not  have 
significant  TCA  metabolities  so  that  patients  treated  with  this 
drug  have  a single  TCA  plasma  value,  making  interpretation 
simpler. 

Given  these  parameters  and  the  fact  that  plasma  levels 
are  not  a substitute  for  clinical  evaluation,  one  might  ask 
whether  plasma  level  determinations  are  worth  the  bother. 
However,  the  very  fact  that  TCAs  are  so  complex  in  terms  of 
pharmacokinetics  and  individualized  from  patient  to  patient 
makes  plasma  levels  of  great  clinical  value  even  at  the  pres- 

1.  Schematic  therapeutic  window. 

Probability 
of  Response 
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ent  time.  For  example,  a patient  suffering  from  primary 
depression  has  a 70%  chance  of  recovery  if  he  or  she  under- 
goes an  adequate  therapeutic  trial.  However,  the  problem  is 
to  ensure  an  adequate  therapeutic  trial.  The  complexities  of 
pharmacokinetics  alone  show  that  giving,  say,  250  mg  of 
amitriptyline  or  1 00  mg  of  nortriptyline  by  mouth  for  two  to 
three  weeks  does  not  guarahtee  an  adequate  amount  of 
TCA  in  the  central  nervous  system  of  every  patient.  For 
some  patients,  due  to  markedly  idiosyncratic  pharmacokine- 
tics, the  end  result  may  be  too  little  or  too  much  TCA  from 
this  so-called  typical  oral  dosage.  The  use  of  plasma  levels 
as  a guide  to  treatment  allows  tailoring  of  the  medication  to 
the  particular  patient.14 

A plasma  level  determination  early  in  treatment  will  quickly 
identify  patients  with  troublesome  idiosyncratic  pharma- 
cokinetics and  thereby  help  avoid  prolonged  ineffective 
treatment  which  otherwise  would  take  weeks  to  be  recog- 
nized. For  the  plasma  concentration  to  be  meaningful,  it  is 
necessary  that  the  TCA  has  achieved  steady-state  condi- 
tions before  drawing  the  blood  sample.  Typically  this  takes 
about  seven  days,  though  it  could  be  as  long  as  two  weeks  in 
patients  with  prolonged  plasma  half-lives,  as  is  commonly 
seen  in  some  elderly  patients.15  The  timing  of  the  blood  sam- 
ple drawing  is  also  important  with  respect  to  the  last  oral 
dose  of  the  medication.  If  the  drug  is  given  in  divided  doses 
throughout  the  day,  then  a delay  of  three  to  seven  hours  is 
required  before  drawing  a blood  sample.  A 1 2 to  1 6 hour 
delay  is  necessary  if  the  medication  is  given  once  daily.1 

Geriatric  patients  present  a particular  problem,  not  only 
because  their  TCA  pharmacokinetics  often  differ  from 
younger  patients,  but  because  they  frequently  have  accom- 

2.  Therapeutic  plasma  levels  for  nortriptyline,  amitriptyline,  and  imipramine 
from  selected  studies. 


Nortriptyline 

Asberg,  et  al:2  50-150  ng/ml  (curvilinear) 

Kragh-Sorensen,  et  al:3  50- 1 75  ng/ml  (curvilinear) 

Zeigler,  etal:4  50-139  ng/ml  (curvilinear) 

Montgomery,  et  al:5  50-150  ng/ml  (curvilinear) 

Amitriptyline 

Braithwaite,  etal:8  AT  + NT  > 120  ng/ml  (linear) 

Kupfer,  etal:9  AT  + NT  >200  ng/ml  (linear) 

Montgomery,  et  al:'°AT  + NT  77- 197  ng/ml  (curvilinear) 

Volmat,  et  al: 1 1 AT  + NT  60-220  ng/ml  (curvilinear) 

Imipramine 

Glassman,  et  al:6  I + Dl  > 225  ng/ml  (linear) 

Gram,  et  al:7  I > 45  ng/ml  + Dl  > 75  ng/ml  (linear)  or  I + Dl  > 240  ng/ml 
(linear) 


AT-amitriptyline;  NT- nortriptyline;  l-imipramine;  Dl-desmethylimipramine; 
ng  = 10~9  grams. 


panying  medical  problems  which  increase  the  risk  of  side 
effects.  This  is  particularly  the  case  with  cardiovascular  dis- 
ease.15 Therefore,  plasma  level  guides  are  particularly  useful 
and  add  an  additional  safety  factor  to  TCA  therapy. 

The  question  of  the  TCA  plasma  levels  must  be  viewed  in 
context,  and  clearly  they  are  not  the  simple  key  to  TCA  treat- 
ment that  is  perhaps  implied  by  some  publications  and 
pamphlets.  Correlations  of  plasma  concentration  to  clinical 
response  are  limited  to  a few  TCAs,  though  this  number  will 
increase  when  more  clinical  studies  are  carried  out.  Nev- 
ertheless, the  information  provided  at  present  is  clinically 
valuable  in  helping  to  tailor  treatment  and  to  provide  a more 
rational  and  safer  approach  to  the  application  of  these  effec- 
tive medications. 
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The  new  rabies 
vaccine 

Human  diploid  cell  vaccine  is  now  available  for  immu- 
nization against  rabies.  Supplies  of  the  vaccine  are 
limited  and  are  being  distributed  through  state  health 
departments  only.  In  order  to  ensure  that  it  is  available 
for  actual  or  high-risk  exposures  to  rabies,  the  Texas  De- 
partment of  Health  will  distribute  the  new  vaccine  only 
on  the  basis  of  criteria  recommended  by  the  Center  for 
Disease  Control.  Duck  embryo  vaccine  will  continue  to 
be  available  for  low-risk  exposures. 


Human  diploid  cells  vaccine  (HDCV)  is  the  latest  in  a line  of 
vaccines  that  extends  back  to  Louis  Pasteur’s  original  rabbit 
nervous-tissue  material.  Many  physicians  still  recall  using 
the  Semple  rabies  vaccine  which  was  a direct  descendant  of 
Pasteur’s  creation,  made  from  rabbit  central  nervous  tissue. 

It  was  the  only  vaccine  available  for  a disease  that  was  al- 
ways fatal,  but  too  many  people  were  paralyzed  or  died  from 
the  vaccine  which  explained  the  great  reluctance  to  use  it. 

In  1 957,  duck  embryo  vaccine  (DEV)  became  available.  It 
was  hailed  as  a vast  improvement  over  the  Semple  vaccine, 
primarily  because  it  caused  fewer  serious  reactions — ap- 
proximately one  in  24,000  courses  of  treatment  compared 
with  one  in  500  to  5,000  with  the  Semple  vaccine.  Fatal 
reactions  occurred  as  often  as  one  in  1 0,000  with  the  Sem- 
ple vaccine  while  only  two  fatalities  were  reported  among 
512,000  recipients  of  DEV  between  1958  and  1975.' 

As  a result  of  the  availability  of  a far  less  dangerous  vac- 
cine, there  was  a greater  demand  for  the  vaccine  which, 
initially,  created  shortages  and  distribution  problems.  The 
same  situation  occurred  again  in  1 974  when  human  rabies 
immune  globulin  (HRIG)  replaced  equine  antirabies  serum 
(ARS).  In  both  cases,  production  soon  caught  up  with  de- 
mand and  problems  of  distribution  were  overcome. 

It  is  likely  that  HDCV  will  be  demanded,  as  was  DEV  when 
it  first  appeared,  and  may  be  in  relatively  short  supply  for 
some  time.  There  is  only  one  approved  manufacturer  at  the 
time  this  is  being  written — Institut  Merieux  of  Lyon,  France. 
When  Wyeth  Laboratories  is  approved  for  production  by  the 
Federal  Drug  Administration,  it  is  expected  that  an  adequate 
supply  of  HDCV  will  become  available.  In  the  meantime, 
Institut  Merieux  has  determined,  with  the  advice  of  the  Asso- 
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ciation  of  State  and  Territorial  Health  Officials  and  the  Center 
for  Disease  Control,  to  distribute  HDCV  only  through  state 
health  departments.  By  this  arrangement,  an  equitable  dis- 
tribution of  the  vaccine  is  possible  until  the  supply  is  plentiful. 
Then  unrestricted  distribution  would  take  place. 

As  of  mid-November  1 980,  supplies  of  HDCV  are  sufficient 
to  provide  for  all  post-exposure  treatment  requirements. 
However,  the  number  of  exposures  is  seasonally  low  and 
with  approval  of  the  Wyeth  vaccine  apparently  still  several 
months  away,  an  increase  in  exposures  could  require  stricter 
application  of  the  criteria  later  on.  DEV  will  continue  to  be 
available  as  the  backup  vaccine  for  about  two  years,  at  which 
time  its  manufacture  will  have  ceased  and  it  will  no  longer  be 
available. 

It  is  generally  believed  that  antirabies  treatment  is  given 
more  often  than  needed;  it  has  been  estimated  that  fewer 
than  20%  of  the  30,000  courses  of  treatment  given  annually 
in  the  United  States  are  necessary.2  There  are  a number  of 
reasons  for  the  excessive  use  of  treatment:  (1 ) rabies  is  vir- 
tually always  fatal  (there  is  no  second  chance);  (2)  not  all 
physicians  are  familiar  with  the  recommendations  regarding 
treatment,  and  with  the  relative  risk  of  rabies  in  their  geo- 
graphical areas;  (3)  medicolegal  considerations;  (4)  demand 
by  the  patient  or  family;  (5)  the  vaccine  is  perceived  as  more 
innocuous  than  the  disease,  which  is  obviously  true. 

For  some  years,  the  Texas  Department  of  Health  has  dis- 
tributed HRIG  and  DEV  from  storage  points  in  the  12  public 
health  regions  operated  by  the  department.  This  distribution 
system  was  instituted  because  the  vaccines  were  not  always 
readily  available  in  small  communities  and  rural  areas.  The 
department  has  offered  consultative  services  regarding  the 
use  of  HRIG  and  DEV,  but  it  has  never  required  consultation 
as  the  basis  for  releasing  the  biologicals.  Information  regard- 
ing the  procurement  of  rabies  biologicals  may  be  obtained 
from  the  public  health  regional  office  (Fig  1 ). 

In  order  to  avoid  using  up  the  supplies  of  HDCV  on  low-  or 
no-risk  cases,  the  department  is  issuing  it  on  the  basis  of 
specific  criteria  derived  from  recommendations  of  the  Center 
for  Disease  Control  (Fig  2). 

When  the  criteria  for  the  use  of  HDCV  are  not  met,  DEV 
will  be  provided  along  with  HRIG,  as  in  the  past.  In  order  to 
ensure  that  HDCV  is  available  for  all  high-risk  rabies  ex- 
posure cases,  it  is  necessary  that  all  physicians  exercise 
critical  judgment  in  determining  whether  to  request  HDCV. 
The  Texas  Department  of  Health  will  continue  to  offer  con- 
sultative services  and  has  suggested  that  special  panels  of 
physicians  and  veterinarians  be  constituted  in  the  public 
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1 Information  about  rabies  immunization  can  be  obtained  from  the  public  health  regional  offices, 


Public  Health  Region  1 
PO  Box  968,  WTSU  Station 
300  Victory  Dr 
Canyon,  TX  79016 
(806)655-7151 


Public  Health  Region  2 
4709  66  St 
Lubbock,  Tx  79414 
(806)  797-4331 


Public  Health  Region  3 
PO  Box  10736 
2300  East  Yandell 
El  Paso,  TX  79997 
(915)533-4972 


Public  Health  Region  4 
301  Oak  St 
Abilene,  TX  79602 
(915)  673-5231 


Public  Health  Region  5 
701  Directors  Dr 
Arlington,  TX  7601 1 
(817)460-3032 


Public  Health  Region  6 
PO  Box  190 
2401  South  31st  St 
Temple,  TX  76501 
(817)  778-6744 


Public  Health  Region  7 
PO  Box  2501 
1517  West  Front  St 
Tyler,  TX  75710 
(214)  595-3585 


Public  Health  Region  8 
PO  Box  592 

500  South  Rangerville  Rd 
Harlingen,  TX  78550 
(512)423-0130 


Public  Health  Region  9 
PO  Drawer  630 
Old  Memorial  Hospital 
Uvalde,  TX  78801 
(512)278-7173 


Public  Health  Region  1 0 
PO  Box  2501 
Tyler,  TX  75710 
(214)  595-3585 


Public  Health  Region  1 1 
1 1 10  Avenue  G 
Rosenberg,  TX  77471 
(713)  342-8685 


Public  Health  Region  12 
4709  66  Street 
Lubbock,  TX  79414 
(806)  797-4331 


health  regions.3  These  panels  would,  upon  request,  make 
recommendations  as  to  whether  antirabies  immunization 
should  be  given.  This  method  has  been  used  successfully  in 
the  past  to  help  the  physician  determine  whether  immuniza- 
tion is  indicated. 

HDCV  is  superior  to  DEV  in  potency,  in  causing  fewer 
reactions,  and  in  requiring  fewer  injections  (Fig  3).  The  rec- 
ommended course  of  treatment  in  the  United  States  is  five 
doses  on  days  0,  3,  7,  1 4 and  28,  with  HRIG  accompanying 
the  first  dose.  (The  World  Health  Organization  recommends 
six  doses  on  days  0,  3,  7,  30  and  90.)  Serum  is  drawn  to  test 
for  rabies  antibody  at  the  time  the  last  dose  is  administered 
or  two  to  three  weeks  after  the  last  dose.  Serum  testing  may 
be  obtained  through  the  Texas  Department  of  Health.  If  the 
antibody  response  is  inadequate,  another  dose  of  HDCV 
and  a repeat  test  are  indicated. 

An  immunization  series  begun  with  DEV  may  be  com- 
pleted with  HDCV  should  a severe  reaction  prevent  com- 
pletion of  the  series  with  DEV.  Information  regarding  the 
number  of  doses  to  be  used  in  this  situation  may  be  obtained 
through  local  public  health  authorities  or  the  Texas  Depart- 
ment of  Health. 

HDCV  will  not  be  issued  for  preexposure  immunization 
against  rabies  until  supplies  are  sufficient  to  guarantee 
enough  vaccine  for  all  postexposure  requirements.  DEV  will 
be  provided  for  preexposure  immunization.  The  Texas  De- 
partment of  Health  requires  reimbursement  from  those  who 
can  pay  for  HRIG,  DEV,  and  HDCV.  This  policy  is  based 
upon  the  following  considerations:  (1 ) the  department  has 
not  been  funded  for  rabies  biologicals;  and  (2)  antirabies 
treatment  is  administered  for  the  protection  of  the  individual, 
not  the  public.  Rabies  is  not  known  to  have  been  transferred 
from  human  to  human  except  by  corneal  transplant. 

Immunization  against  rabies  is  an  expensive  procedure. 
After  an  exposure  or  suspected  exposure,  treatment  with 
HRIG  and  DEV  costs  approximately  $235.  Treatment  with 
HRIG  and  HDCV  costs  approximately  $365.  In  the  past, 
about  one-third  of  the  cost  to  the  state  was  reimbursed.  In 
1 981  the  cost  to  the  state  above  reimbursement  will  be  about 
$300,000. 

Considering  the  expense  to  the  individual  or  to  the  state 
and  the  fact  that  every  treatment,  even  HDCV,  carries  some 
risk,  it  is  important  that  every  physician  base  his  or  her  deci- 
sion on  whether  to  institute  immunization  against  rabies  on 
the  best  and  most  complete  information  available.  Informa- 
tion regarding  the  exposure  is  available  from  the  patient  and 
family.  Information  regarding  the  need  for  treatment  is  avail- 


able from  local  public  health  authorities  or  the  Texas  Depart- 
ment of  Health. 
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2.  Criteria  for  distribution  of  human  diploid  cell  vaccine 

1 . Documented  hypersensitivity  to  avian  proteins  or  previous  immediate  hyper- 
sensitivity to  influenza,  yellow  fever,  or  rabies  vaccine 

2.  Failure  to  respond  to  a full  course  of  DEV,  including  boosters. 

3.  Definite  exposure  to  a rabid  animal 

4 Persons  bitten  by  bats  or  wild  carnivores  presumed  to  be  rabid 

5.  Persons  who  weigh  1 00  pounds  or  less 


3 Comparison  of  human  diploid  cell  vaccine  (HDCV)  and  duck  embryo  vac- 


cine  (DEV). 

DEV 

HDCV 

Antibody  response 

85%-90% 

100% 

Titer 

1 Fold 

10-20  Fold 

Doses 

23 

5 

Reactions: 

Local 

95  + % 

25%-65% 

Systemic 

33% 

20% -35% 

Serious 

0.004% 

0* 

(21  in  512,000) 

Cost 

$3. 69/dose 

$45/dose 

($84.87/ 

($225/course) 

course) 

*HDCV  has  been  in  use  on  a controlled  study  basis  in  the  United  States  since 
1975. 
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Sporotrichosis:  a case 
report  and  brief  review 

Sporotrichosis  is  found  throughout  the  United  States, 
especially  in  the  Midwest.  The  upper  limbs  typically  are 
involved  after  inoculation  from  a plant  source.  The  lym- 
phocutaneous  form  is  the  most  common  presentation. 
Patients  are  usually  relatively  asymptomatic  but  have 
nontender,  suppurating  nodules  along  the  lymphatic 
chains.  Pulmonary  and  disseminated  forms  are  less 
common.  Culture  of  Sporothrix  schenckii  on  Sabou- 
raud’s  agar  confirms  the  diagnosis.  A saturated  solution 
of  potassium  iodide  (SSKI)  or  amphotericin  B is  used  in 
treatment. 


Sporotrichosis  is  a well  known  entity,  especially  in  the  Mid- 
west. It  is  seen  infrequently  in  general  medical  practice  and 
may  not  be  recognized,  thereby  delaying  specific  therapy. 

We  report  a typical  case  of  sporotrichosis  and  present  a brief 
review  of  the  subject. 

Case  report 

In  November  1 979,  a 63-year-old  retired  postmaster  was 
referred  to  the  Amarillo  Veterans  Administration  Medical 
Center  outpatient  clinic  for  right  upper  limb  skin  lesions  sus- 
pected to  be  sporotrichosis.  In  September  1979,  he  had 
lacerated  his  right  hand  while  cleaning  a lawn  mower  blade. 
The  lesion,  which  was  not  painful,  failed  to  heal  and  became 
large  and  centrally  ulcerated.  Subcutaneous,  nontender  nod- 
ules appeared  within  a few  weeks  and  spread  proximally.  He 
had  no  fever  or  chills  with  the  illness.  In  the  seventh  week  he 
saw  his  family  physician.  A secondary  nodule  was  incised 
and  an  oral  cephalosporin  prescribed.  This  nodule  also  be- 
came ulcerated. 

The  patient's  medical  history  included  chronic  obstructive 
pulmonary  disease,  hypothyroidism,  healed  osteomyelitis  of 
the  left  leg,  and  mild  rheumatoid  arthritis.  He  was  taking  200 
mg  of  aminophylline  four  times  daily,  60  mg  thyroid  daily,  and 
25  mg  of  indomethacin  three  times  daily. 

Physical  examination  revealed  multiple  subcutaneous 
nodules  of  the  right  arm.  The  most  distal  was  on  the  dorsum 
of  the  right  wrist.  It  measured  1 .5  cm  x 2 cm  and  showed 
central  ulceration  with  surrounding  erythema.  A proximal 
nodule,  about  4 cm  in  diameter,  had  central  necrosis,  sur- 
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rounding  erythema,  and  caseous  contents.  Ten  to  1 5 non- 
tender nodules  extended  upward  from  the  distal  two  lesions. 
The  most  distal  of  these  measured  1 .5  cm  to  1 cm  in  length; 
the  nodules  became  progressively  smaller  nearer  the  elbow. 
These  were  fixed  in  the  subcutaneous  tissue  and  were  hard 
and  smooth.  The  axillary  and  epitrochlear  lymph  glands 
were  soft  and  freely  moveable.  Other  abnormal  findings  in- 
cluded slightly  increased  anteroposterior  chest  diameter,  low 
diaphragms,  and  a scarred,  deformed  left  leg.  Complete 
blood  count  was  not  remarkable.  Platelet  levels  were  ade- 
quate. Chest  roentgenogram  showed  a right  hilar  mass, 
unchanged  from  1 976.  Material  from  an  incised  skin  nodule 
was  cultured  for  bacteria  and  fungi.  Saturated  solution  of  po- 
tassium iodide  (SSKI)-I  ml  in  water,  three  times  daily  with 
meals  was  prescribed.  The  dose  was  increased  to  2 ml, 
three  times  daily  after  one  week.  The  cephalosporin  was 
continued  for  the  secondary  cellulitis. 

Two  weeks  later,  an  ulcer  had  formed  at  the  site  of  the 
most  recent  incision  and  drainage;  however,  considerable 
improvement  was  noted  in  two  lesions  most  distal  (Fig  1 ). 
Since  all  culture  reports  were  negative  for  fungi  and  bacteria, 
a fourth  nodule  was  incised,  the  caseous  material  cultured, 
and  a tissue  biopsy  performed.  Cephalosporin  was  discon- 
tinued at  this  time,  and  the  patient  was  continued  on  SSKI. 
Texas  Department  of  Health  Laboratory  confirmed  Spo- 
rothrix schenckii.  The  biopsy  revealed  only  purulent  and 
necrotic  debris  with  inflammatory  granulation  tissue  consis- 
tent with  skin  abscess.  Sporotrichosis  was  not  identified  in 
the  tissue  even  though  special  stains  were  used. 

The  patient  continued  to  improve  during  the  next  two 
months,  with  almost  complete  healing  of  the  ulcerations  and 
disappearance  of  the  subcutaneous  nodules  (Fig  2).  During 
this  time,  he  was  hospitalized  briefly  for  pulmonary  diagnos- 
tic studies  including  bronchoscopy  and  cytologies.  Test 
results  were  negative  for  malignancy  or  infection.  Thyroid 
function  test  results  were  normal.  The  SSKI  regimen  was 
continued  one  additional  month  to  prevent  relapse. 

Discussion 

Sporotrichosis  is  a disease  caused  by  the  saprophytic 
fungus  Sporothrix  schenckii  which  grows  in  a variety  of  host 
environments,  including  plants  and  animals.  It  is  dimorphic 
with  a mycelial  phase  on  Sabouraud’s  agar  and  a fusiform  or 
round  yeast  cell  form  on  blood  agar  containing  cystine.1 

Infection  occurs  when  the  fungus  either  penetrates  the 
skin  or  is  inhaled  into  the  lungs.  Common  sources  of  S 
schenckii  include  rose  bushes,  sphagnum  moss,  dried 
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grass,  soil,  and  many  other  plant  forms,  such  as  flowers, 
vegetables,  shrubbery,  and  bark.2  Sporotrichosis  is  often  ac- 
quired by  horticulturists,  farmers,  and  forestry  workers.3  It 
can  be  found  throughout  the  United  States  but  seems  to  be 
more  prevalent  in  the  Midwest.  The  disease  is  nontransmit- 
table;  however,  epidemics  have  been  reported  wherein  a 
common  plant  source  is  usually  identified  or  suspected.34 
Sporotrichosis  may  be  lymphocutaneous,  pulmonary,  or 
disseminated.  The  most  common  presentation  is  the  lym- 
phocutaneous form  caused  by  inoculation  of  the  fungus 
through  a break  in  the  skin.  A painless  nodule  arises  over  the 
primary  inoculation  site  followed  by  reddened  nodules  which 
spread  proximally  following  the  lymph  channels.  Each  of  the 
nodules  may  ulcerate  and  drain  a cheesy  white  material.  Re- 
gional lymph  glands  proximal  to  the  infection  may  become 
enlarged  and  tender.  The  disease  is  progressive  if  untreated, 
but  responds  readily  to  oral  iodide  preparations.  Quite  often 
the  early  lesions  of  sporotrichosis  are  mistaken  for  bacterial 
pyoderma  as  well  as  other  chronic  infections  of  the  sub- 


cutaneous tissues,  eg,  syphilis,  tularemia,  or  other  fungal 
(including  mycobacterial)  infections.5  The  diagnosis  is  un- 
equivocally confirmed  by  culture  of  S schenckii  on  Sabou- 
raud  s agar,  but  histological  examination  from  biopsy  rarely 
reveals  the  organism.'  Gram-stained  scrapings  from  the  skin 
lesions,  and  occasionally  from  pus  obtained  from  the  nod- 
ules, may  reveal  cigar-shaped,  round,  or  oval  gram-positive 
cells  from  1 to  5 microns  in  length,  often  associated  with 
clusters  of  spores  on  hyphae.6  Treatment  consists  of  an  oral 
saturated  solution  of  potassium  iodide,  1 gm  per  ml,  given  9 
to  12  grams  per  day  in  three  divided  doses  diluted  in  water. 
Since  SSKI  is  often  irritating  to  the  gastric  mucosa,  it  should 
be  started  with  a small  dose  with  meals  and  increased  as 
much  as  tolerable.  For  those  allergic  to  iodine  or  who  fail  to 
respond  to  treatment,  amphotericin  B has  been  successful.  It 
is  suggested  that  SSKI  be  continued  for  one  month  following 
successful  treatment  to  prevent  recurrence.1 

Pulmonary  sporotrichosis  is  less  frequent.  It  is  caused  by 
inhalation  of  S schenckii  spores  into  the  lungs.  Clinical  man- 


1 . Sporotrichosis  lesions  of  patient's  right  arm 
with  two  weeks  of  SSKI  therapy.  The  most  dis- 
tal lesion  shows  some  evidence  of  healing 
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ifestations  include  fever,  cough,  malaise,  weight  loss,  and 
abnormal  chest  roentgenogram.7  Pulmonary  sporotrichosis 
is  usually  a chronic  disorder,  but  can  become  life-threaten- 
ing. Amphotericin  B has  been  recommended  in  the  past, 
primarily  for  pulmonic  infection;  however,  recent  reports  indi- 
cate that  SSKI  may  be  more  specific  and  less  toxic.8  Surgical 
intervention  is  indicated  for  severe  pulmonary  disease  if  cav- 
itation occurs  or  medical  therapy  fails.7  Disseminated  sporo- 
trichosis is  uncommon  and  is  usually  seen  in  chronically  ill 
patients  with  sarcoidosis,  malignancies,  diabetes  mellitus,  or 
chronic  alcoholism.9  S schenckii  has  been  cultured  at  times 
from  various  other  sites — bones,  testes,  and  meninges,  sug- 
gesting hematological  spread.  Medical  treatment  involves 
intravenous  administration  of  amphotericin  B;  surgical  ther- 
apy includes  drainage  and  cavity  resection.  Pulmonary  and 
disseminated  forms  of  sporotrichosis  can  be  fatal  in  spite  of 
medical  and  surgical  treatment. 
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2.  Patient’s  arm  following  two  months  of  SSKI 
therapy.  Lesions  show  almost  complete 
healing. 
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In  Hypertension*..When\bu  Need  to  Conserve  K+ 


Each  capsule 
contains  50  mg  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


1 1 ^ 
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tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill.  with  urine  volume 
less  than  one  liter/day.  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency.  Period 
ically,  serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  deter 
minations  (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  lor  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K+ 
retention  and  elevated  serum  K+  Two  deaths  have 
oeen  reported  with  such  concomitant  therapy  On 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients.  The  following  may  occur,  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  Cdiabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion On  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypo- 
kalemia, altnough  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide’  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides.  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function. 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 

Supplied:  Bottles  of  1000  capsules;  Single  Unit 
Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patient-Pak™  unit-of-use  bottles 
of  100. 
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AN  EXCEPTIONALLY  FAVORABL 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  the/isk 
of  tardive  dyskinesia  — now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.1-2  You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3  5 In 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


References:  1.  Paulson  GW:  NY  State  J Med 
79: 193-195,  Feb  1979.  2.  Hollister  LE: 
Antipsychotic  medications  and  the  treatment  of 
schizophrenia,  chap.  9,  in  Psychopharmacology 
from  Theory  to  Practice,  edited  by  Barchas  JD, 
etal.  New  York,  Oxford  University  Press,  1977, 
pp  134,  145.  3.  Domino  EF:  Antipsychotics: 
phenothiazines,  thioxanthenes,  butyrophenones, 
and  rauwolfia  alkaloids,  chap.  25,  in  Drill's 
Pharmacology  in  Medicine,  ed.4,  edited  by 
DiPalma  JR.  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476.  4.  Sovner  R,  DiMoscio  > 
Extrapyramidal  syndromes  and  other  neurologic 
side  effects  of  psychotropic  drugs,  in  Psycho- 
pharmacology: A Generation  of  Progress,  edited  l 
Lipton  MA,  DiMascio  A,  Killam  KF.  New  York, 
Raven  Press,  1978,  p.  1021.  5.  Donlon  PT, 
Stenson  RL:  Dis  Nerv  Syst  37:  629-635,  Nov 
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What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 
moderate  depression  and  anxiety? 


AFETY/BENEF1T  RATD 


luuieia  tjucn  cor  naming  o mg  cnioraiazepoxiae  ana  iz.o  mg  amnripiyiine 

(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Efficacy  without  a phenothiazine 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL”  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  reported  with  use  of  tricyclic  antidepressants, 
especially  high  doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of  drugs.) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  alertness  (e_g  , operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  reported  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  I including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in 
these  patients  Periodic  liver  function  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
antihypertensives.  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 


sedative  effects 
may  be  additive 
Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment.  See 
Warnings  for  pre- 
cautions about 


How  to  initiate  and 
maintain  therapy 


Select  dosage  strength  appropriate  for  each  patient 

□ Limbitrol  5-125  is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 

□ Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 

Specify  daily  dosage  based  on  symptom  severity 

□ An  initial  dosage  of  three  tablets  is  recommended 

□ Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 

□ Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  reguired  to 
maintain  the  desired  effect 

Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

T I D or  Q I D.,  familiar  regimens  most  suited  for 
patients  who  tolerate  medication  without  undue  drowsi- 
ness 

n Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 
Entire  dosage  h_s_  to  take  maximum  advantage  of 
the  sedative  effect 


Youv  guide  to  patient  management... 
when  you  decide  medication  is  needed 


pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  1 2 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  trequently  reported  are  those  associated  with  either  component  alone, 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia, 


jaundice  and  hepatic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  considera- 


tion because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
of  urinary  tract 

Allergic . Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has 
been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product 
information  tor  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s.  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  tour  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  ot  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  bottles  of  100  and 
500,  Tel-E-Dose®'  packages  ot  100,  available  in  trays  of  4 reverse-numbered  boxes  ot  25,  and 
inboxes  containing  1 0 strips  of  10,  Prescription  Paksof50 


How  to  make  each  patient  an 
informed  patient 


1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week 

2 Reassure  your  patients  that  drowsiness  Is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  ot  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 

Please  see  complete  product  disclosure  tor  other  pertinent  information. 


< St 


Limbitrol  should  not  be  used  under  the 
following  circumstances: 

1 Hypersensitivity  to  benzodiazepines 
or  tricyclic  antidepressants, 

2,  Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in-  __ 
hibitor  with  Limbitrol,  discontinue 
MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy. 

3.  During  the  acute  recovery 
phase  following  myocardial 
infarction. 
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Appropriate  lidocaine 
doses — science 
added  to  the  art 

A simple  method  for  calculating  individualized  lidocaine 
loading  and  maintenance  doses,  based  on  a patient’s 
weight  and  the  clinical  pharmacokinetics  of  lidocaine,  is 
described.  In  addition,  dosage  regimens  which  sup- 
plement the  initial  loading  and  maintenance  doses  to 
assure  therapeutic  concentrations  of  lidocaine  are  de- 
scribed. While  these  methods  may  be  helpful  in  many 
patients,  lidocaine  pharmacokinetics  is  altered  in 
some  disease  states  which  require  different  dosage 
recommendations. 


Lidocaine  is  used  frequently  in  coronary  care  units  for  pro- 
phylaxis and  treatment  of  ventricular  dysrhythmias.  It  is  a 
life-saving  drug  considered  to  be  relatively  safe,  though  both 
subjective  and  objective  toxicities  have  been  associated  with 
its  use.  While  drug  dosing  still  remains  within  the  realm  of  the 
art  of  medicine,  the  field  of  clinical  pharmacokinetics  lends 
scientific  support  to  the  art  of  prescribing.  This  article  de- 
scribes the  addition  of  pharmacokinetic  principles  to  the  art 
of  lidocaine  dose  determination.  Dosing  lidocaine  based  on 
its  pharmacokinetics  should  avoid  some  of  the  drug’s  tox- 
icities and  assure  therapeutic  concentrations. 

The  plasma  concentration  of  lidocaine  has  been  related  to 
therapeutic  effects,  side  effects,  and  toxicities.  There  is  an 
overlap  of  the  therapeutic  concentration  range  and  con- 
centrations at  which  side  effects  are  seen.  An  accepted 
therapeutic  range  is  2 to  5 mcg/ml,'  with  subjective  side 
effects  being  seen  above  3 to  5 mcg/ml  and  objective  tox- 
icities at  concentrations  greater  than  6 to  1 0 mcg/ml.2  The 
therapeutic  concentration  range  gives  the  clinician  a goal  for 
a desirable  lidocaine  concentration. 

Lidocaine  kinetics  in  normal  subjects 

The  pharmacokinetics  of  lidocaine  has  been  studied  by 
Thomson  and  associates.3  Their  data  appear  in  Fig  1 . Lido- 
caine pharmacokinetics  is  most  appropriately  described 
using  a two-compartment  model.  The  distribution  half-life  of 
lidocaine  is  short,  representative  of  the  rapid  equilibration  of 
lidocaine  among  the  plasma  and  the  highly  perfused  tissues 


of  the  heart,  lungs,  brain,  and  kidneys.  This  distribution  half- 
life  is  important  clinically  because  it  determines  the  initial  du- 
ration of  lidocaine’s  effect.  The  disposition  half-life  of  1 08 
minutes  reflects  liver  metabolism  which  is  the  primary  route 
of  elimination  for  lidocaine. 

Dosage  calculations 

Utilizing  the  pharmacokinetic  parameters  listed  in  Fig  1 
and  choosing  a desired  lidocaine  plasma  concentration,  the 
clinician  can  calculate  loading  doses  and  infusion  rates  for 
lidocaine  using  equations  based  on  the  simple  pharma- 
cokinetic principles  (Fig  2). 

The  equations  allow  for  individualized  doses  based  on  the 
patient’s  weight  in  kilograms.  This  is  more  rational  than  the 
“one-dose-fits-all”  approach.  With  a volume  of  distribution  of 
the  central  compartment  in  normal  subjects  being  530  ml/kg, 
substitution  of  this  value  in  the  first  equation  shows  that  for 
every  1 mg/kg  given  as  a loading  dose,  a plasma  concen- 
tration of  approximately  2 mcg/ml  is  achieved.  Using  1 0 ml/ 
min/kg  for  clearance  in  the  second  equation,  it  is  calculated 
for  every  1 0 ml/min/kg  administered,  a lidocaine  plasma  con- 
centration of  1 mcg/ml  is  maintained.  Thus,  a loading  dose 
and  maintenance  dose  can  be  easily  calculated  for  each  pa- 
tient to  achieve  and  maintain  a desired  plasma  concentration 
of  lidocaine. 

If  a loading  dose  is  not  calculated  but  simply  given  em- 
pirically, and  the  loading  dose  to  which  a patient  responds  is 
observed,  an  appropriate  maintenance  dose  can  be  calcu- 
lated. For  example,  if  an  80  kg  man  has  a dysrhythmia  which 
responds  to  a total  of  200  mg  of  lidocaine,  Equation  1 can 
be  used  to  determine  that  he  responds  to  a lidocaine  con- 
centration of  5 mcg/ml.  To  maintain  this  therapeutic  con- 
centration, Equation  2 is  used  to  calculate  that  the  patient 
should  be  given  4 mg/min  as  a maintenance  dose. 

1 , Lidocaine  disposition  in  normal  subjects.3 

Distribution  V/2  8.3  minutes 

Disposition  V/2  1 07.8  minutes 

Vc  530.0  ml/kg 

Clearance  10.0  ml/min/kg 


2.  Equations  for  calculating  loading  doses  and  infusion  rates  for  lidocaine. 

Loading  Dose  (meg)  = Cp  (mcg/ml)  x Vc  (ml/kg)  (Equation  1) 

Maintenance  Dose  (meg/min)  = Cp  (mcg/ml)  x Cl  (ml/min/kg)  (Equation  2) 

Cp  = plasma  concentration;  Vc  = volume  of  distribution  of  the  central 
compartment;  Cl  = drug  clearance 
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Supplementation  to  standard  regimen 

Though  a combination  of  an  initial  lidocaine  loading  dose 
and  concurrent  initiation  of  a constant  infusion  is  commonly 
recommended,  inspection  of  concentration-vs-time  plots  for 
such  a dosing  regimen  reveals  that  the  plasma  lidocaine 
concentration  drops  very  quickly  below  the  therapeutic 
range.  This  is  explained  by  the  drug’s  rapid  distribution  half- 
life.  Most  patients  will  have  subtherapeutic  lidocaine  con- 
centrations for  one  to  two  hours.  After  that,  the  constantly 
infused  drug  has  accumulated  enough  to  reach  therapeutic 
concentration.  The  calculated  time  for  a minimum  concen- 
tration to  occur — when  both  a loading  dose  and  constant 
infusion  are  administered — is  20  minutes  after  the  bolus  is 
given.4  This  is  clinically  correlated  to  those  patients  who  re- 
ceive an  initial  loading  dose  of  lidocaine,  have  a therapeutic 
response,  and  relapse  after  a short  period  of  time. 

Maintaining  therapeutic  levels 

To  overcome  the  problem  of  subtherapeutic  concentrations 
shortly  after  bolus  dosing,  a number  of  regimens  have  been 
proposed.  One  of  the  most  commonly  used  regimens  is  an 
initial  bolus  followed  immediately  by  a constant  infusion,  plus 
a smaller  bolus  dose  (50  to  100  mg)  given  after  20  minutes. 
The  disadvantage  of  this  regimen  is  that  the  plasma  con- 
centration drops  to  a subtherapeutic  level  before  the  sec- 
ond bolus  is  given,  leaving  the  patient  at  risk  to  develop 
dysrhythmias. 

An  alternative  to  a supplemental  dose  given  at  20  minutes 
is  the  use  of  a graduated  infusion  rate  regimen.  A number  of 
different  regimens  have  been  proposed.56  A loading  dose 
followed  by  4.5  mg/minute  infusion  for  30  minutes,  followed 
by  3.1  mg/minute  infusion  for  30  minutes,  followed  by  a 2 
mg/minute  infusion  is  one  such  regimen.  This  regimen  as- 
sumes the  desired  maintenance  dose  is  2 mg/minute.  The 
major  disadvantage  of  this  regimen  is  its  complexity  and 
attendant  nursing  problems.  The  advantage  is  relatively 
constant  lidocaine  concentrations.  A simpler  graduated  infu- 
sion rate  regimen  involves  a loading  dose  followed  by  a 6.5 
mg/minute  infusion  for  1 5 minutes,  followed  by  a 2 mg/minute 
infusion.  This  approach  does  not  give  as  constant  a lidocaine 
concentration  as  the  previously  described  regimen,  but  is 
simpler  to  administer. 

Summary 

Clinicians  face  the  problem  of  administering  an  initial  dose  of 
lidocaine  that  assures  a constant  therapeutic  concentration 
and  avoids  side  effects  and  toxicities.  By  using  simple  equa- 
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tions,  the  clinician  can  calculate  loading  and  maintenance 
doses  based  on  the  individual  patient’s  weight.  The  calcu- 
lated loading  and  maintenance  doses  are  not  totally  ade- 
quate however,  because  plasma  lidocaine  concentrations 
quickly  drop  below  the  therapeutic  range.  To  avoid  a one-  to 
two-hour  period  when  the  patient  has  subtherapeutic  con- 
centrations and  is  at  risk  of  having  dysrhythmias,  a supple- 
mental small  bolus  of  lidocaine  can  be  given  20  minutes  after 
the  initial  loading  dose  is  given.  To  obtain  a more  constant 
lidocaine  concentration,  a graduated  infusion  rate  regimen 
may  be  employed. 

While  these  recommendations  are  usually  suitable  for  the 
normal  individual  receiving  lidocaine,  a number  of  conditions 
alter  the  clinical  pharmacokinetics  of  the  drug.  Lidocaine  is 
primarily  eliminated  by  hepatic  metabolism,  which  is  rate-lim- 
ited by  hepatic  blood  flow.  Therefore,  lidocaine  clearance  is 
decreased  in  patients  with  congestive  heart  failure  and  liver 
disease.3  This  dictates  lower  lidocaine  doses  be  given  in 
these  patient  populations.  More  recently,  the  pharmaco- 
kinetics of  lidocaine  has  been  studied  in  patients  receiving 
prolonged  infusions  of  the  drug.7"10  Lidocaine  clearance  de- 
creases when  it  is  given  as  a constant  infusion  longer  than 
24  to  36  hours.  This  also  dictates  lower  lidocaine  doses  be 
given  when  patients  are  maintained  on  a prolonged  infusion. 
Patients  with  renal  insufficiency  have  only  minimal  changes 
in  lidocaine  disposition,  requiring  no  dosage  alterations. 
However,  lidocaine  metabolites  may  accumulate  in  patients 
with  renal  disease.11 

Thus,  the  above  recommendations  are  not  meant  to  apply 
to  every  patient  receiving  lidocaine.  Conditions  which  affect 
lidocaine  disposition  should  be  considered  when  prescribing 
lidocaine  doses. 
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The  borderline 
syndrome — review  of 
a psychiatric  concept* 

Many  patients  do  not  fit  well  into  the  three  traditional 
psychiatric  categories:  psychosis,  neurosis,  and  per- 
sonality disorder.  A fourth  category,  the  borderline  syn- 
drome, is  a condition  considered  to  be  “on  the  border” 
of  psychosis,  neurosis,  and  personality  disorder.  We  re- 
view the  current  understanding  of  the  syndrome. 


Customarily,  psychiatric  nosology  has  separated  mental  ill- 
ness into  three  general  categories:  psychosis,  neurosis,  and 
personality  disorder.  Over  the  past  20  years  it  has  become 
increasingly  apparent  that  many  of  these  patients  do  not  fit 
well  into  any  of  these  general  categories.  Therefore,  one 
controversial  issue  in  American  psychiatry  has  revolved 
around  how  to  categorize  these  patients.  The  issue  is  by 
no  means  settled:  however,  the  concept  of  the  borderline 
syndrome  is  now  well-entrenched  in  psychiatric  nomencla- 
ture and  thinking,  and  much  research  effort  is  devoted  to  a 
clearer  understanding  of  the  syndrome. 

A study  of  medical  nomenclature  certainly  has  its  esoteric 
value,  but  if  such  a study  is  to  be  of  value  to  the  practitioner,  it 
must  fulfill  one  or  both  of  the  following  requirements:  (1 ) It 
must  provide  a clearer  understanding  of  the  symptomatology 
and  treatment  of  the  condition:  (2)  It  must  result  in  an  under- 
standing of  the  condition’s  cause. 

This  report  reviews  our  current  understanding  of  the  dis- 
tinct group  of  patients  with  borderline  syndrome — patients 
“on  the  border"  of  psychosis,  neurosis,  and  personality 
disorder. 

History 

For  many  years,  psychiatrists  have  been  puzzled  by  patients 
who  show  a remarkable  fluidity  of  symptoms.  Various  labels 
have  been  applied,  most  unsuccessfully. 

The  dilemma  for  the  psychiatrist  has  been  to  diagnose 
these  distinct  psychiatric  disturbances  which  vary  as  often 

* Permission  to  adapt  and  reprint  portions  of  a previous  article  (Kimsey  LR, 
Arnold  LW:  Precipitating  factors  in  the  female  borderline  syndrome — a dichot- 
omy. DIs  Nerv  Syst  38;  41 3-41 9, 1977)  has  been  granted  by  the  Journal  of 
Clinical  Psychiatry. 


as  daily.  A typical  example  is  a patient  who  could  be  diag- 
nosed on  different  days  as  having  phobic  neurosis,  obses- 
sive-compulsive neurosis,  depressive  neurosis,  catatonic 
schizophrenia,  and  psychotic  depression.  Trying  to  fit  the  pa- 
tient’s behaviors  into  a reasonable  diagnostic  framework, 
much  less  developing  a genetic  understanding  of  the  pro- 
cess, was  difficult  at  best.  Thus,  a number  of  classifications 
and  theories  were  developed  over  a period  of  years,  cul- 
minating in  our  current  conceptualization  of  the  borderline 
syndrome. 

Helene  Deutsch 1 described  patients  who  seemed  to  have 
complete  lives,  yet  who  evinced  a lack  of  genuineness  in 
their  whole  relationship  to  life.  In  1 942  she  labeled  them  “as- 
if”  characters.  Those  patients  relate  to  other  people  in  ways 
they  perceive  the  other  people  wish  to  have  them  relate. 

They  seem  more  like  actors  playing  a part  rather  than  having 
personalities  of  their  own. 

Hoch  and  Polatin 2 in  1 949  devised  the  term  pseudoneuro- 
tic schizophrenia  in  an  attempt  to  explain  the  functioning  of 
patients  exhibiting  psychotic,  neurotic,  and  sociopathic  traits. 
They  felt  these  people  did  not  fit  properly  within  the  general 
rubric  of  schizophrenia.  They  detected  looseness  of  associa- 
tions and  peculiarity  of  thought  content  and  its  presentation, 
as  well  as  overt  but  brief  psychotic  episodes.  They  had  defi- 
nite evidence  of  neurotic  conflicts  interspersed  with  schizo- 
phrenia-like episodes.  The  brevity  of  the  psychosis,  some- 
times lasting  only  a few  hours  to  a day  or  two,  was  puzzling, 
and  it  led  some  to  refer  to  these  episodes  as  “hysterical  psy- 
choses.” Thus,  most  investigators  now  feel  that  the  border- 
line syndrome  is  not  a form  of  schizophrenia,  although  some- 
times temporarily  mimicking  it.  This  term  (schizophrenia)  has 
fallen  into  disfavor,  but  it  lingers  on  in  the  dispute  between 
borderline  schizophrenia  and  borderline  syndrome.  In  1959, 
Hoch  and  Cattell 3 called  attention  to  the  identity  problems  of 
the  so-called  pseudoneurotic  schizophrenic. 

By  1 952,  Eisenstein 4 was  suggesting  that  the  borderline 
condition  was  a distinct  clinical  entity  and  that  specialized 
psychotherapeutic  techniques  were  applicable  to  it.  Also,  by 
1 953  Knight 5 felt  the  borderline  state  was  a common  con- 
dition with  recognizable  symptoms.  This  led  to  attempts  to 
define  the  conditions  according  to  developmental  psycholog- 
ical theory  and  also  opened  up  other  avenues  of  treatment  of 
a more  definitive  and  helpful  nature 

Real  impetus  came  with  the  works  of  Kernberg,  Mahler, 
Grinker,  and  Masterson.  In  1 966  Kernberg 67  began  to  define 
the  personality  structure  and  the  problems  these  patients 
have  with  object  relationships.  Mahler’s  landmark  study  of 
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infantile  ego  development  will  be  discussed  in  a later  section. 
Grinker9  studied  hospitalized  adults  and  offered  statistical 
subgrouping  based  on  ego  psychological  theory.  Master- 
son  10  continued  to  study  and  popularize  the  concept  of 
borderline  states  through  his  numerous  writings.  These  au- 
thors have,  in  effect,  postulated  that  the  borderline  syndrome 
is  a separate  and  distinct  clinical  entity,  with  an  onset  dis- 
cernible at  a particular  stage  of  ego  development. 

Thus,  the  concept  of  borderline  states,  their  genesis,  and 
their  treatment  has  become  perhaps  the  most  debated  and 
investigated  area  for  psychiatry  in  this  decade — a problem 
still  not  fully  agreed  on.  The  concept  evolved  from  a view  of 
the  borderline  syndrome  as  an  aberrant  form  of  schizo- 
phrenia to  a separate  category  of  illness  at  a higher  ego 
developmental  level  which  may  be  subcategorized  scien- 
tifically and  treated  with  modifications  of  psychotherapeutic 
techniques. 

The  borderline  syndrome 

Delineating  the  clinical  features  of  the  borderline  syndrome 
is  also  a matter  of  dispute.  Various  behavioral  symptoms 
have  been  identified  by  Knight,5  Kernberg,6  7 and  Grinker.9  An 
attempt  to  synthesize  these  factors  was  made  by  Gunderson 
and  Singer.1315  '6  Kimsey  and  associates14  have  attempted  to 
define  events  which  precipitate  the  overt  expression  of  this 
syndrome. 6,810 12,17 

The  American  Psychiatric  Association's  Task  Force  on  No- 
menclature and  Statistics  has  completed  its  newest  diagnos- 
tic manual,  Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  Third  Edition  (DSM-III).  For  the  first  time,  bor- 
derline personality  disorder  appears  as  a diagnosis.14  The 
manual  outlines  a variety  of  features  of  instability  in  interper- 
sonal relationships,  behavior,  mood,  and  self-image.  More 
specifically,  it  outlines  eight  areas  characteristic  of  the  indi- 
vidual’s long-term  functioning  and  requires  that  at  least  five 
be  present  before  the  diagnosis  is  made.  We  will  look  at 
each  area  in  some  detail. 

The  patient  may  be  impulsive  and  unpredictable  in  behav- 
ior at  times,  although  exhibiting  a superficially  good  social 
behavior.  In  fact,  poor  impulse  control  is  often  what  calls  at- 
tention to  the  patient's  psychopathology.  Fie  may  be  out  of 
control  in  various  ways  that  are  self-damaging:  spending, 
sex,  gambling,  drug  or  alcohol  use,  shoplifting,  or  overeat- 
ing. The  patient's  interpersonal  relationships  are  described 
as  unstable,  intense,  vacillating,  shifting,  manipulative,  ide- 
alized, and  devalued.  Interpersonal  relationships  in  this 
syndrome  are  often  tumultuous  and  puzzling  to  the  observer. 


The  patient  seems  frequently  angry  in  an  inappropriate 
way.  This  anger  is  often  intense  and  expressed  uncontrolla- 
bly. The  patient  frequently  loses  his  temper  and  may  have 
tantrums.  To  reemphasize,  this  anger  is  seen  by  the  ob- 
server as  inappropriate. 

Individuals  with  borderline  syndrome  frequently  have 
identity  problems  involving,  for  example,  self-image,  gender 
identity,  heterosexual/homosexual  conflicts,  careers,  long- 
term goals,  peer  relationships,  loyalties,  and  ethical  values. 
Although  believed  by  some  to  be  of  above-average  intel- 
ligence, their  achievements  in  life  are  sparse. 

Furthermore,  they  exhibit  marked,  sudden,  and  drastic 
changes  in  mood,  from  normal  to  irritable  to  anxious  to  de- 
pressed. These  mood  swings  usually  last  only  a few  hours, 
or  at  most  a few  days;  then  there  is  a return  to  a normal 
mood.  As  must  be  apparent,  the  abrupt  and  unexplained 
changes  in  mood  are  a source  of  anxiety,  concern,  and  con- 
fusion for  the  observer,  particularly  if  the  observer  is  at  all 
intimately  related  to  the  patient.  The  patient  is  unable  to  tol- 
erate being  alone.  He  or  she  is  depressed  when  alone  and 
makes  urgent  efforts  to  avoid  it. 

With  little  apparent  provocation,  the  patient  frequently  en- 
gages in  acts  of  self-mutilation,  suicidal  gestures,  and  may 
have  frequent  "accidents,”  or  may  engage  in  physical  alter- 
cations with  others. 

Many  of  us  are  exceedingly  impressed  with  the  patient's 
feelings  of  emptiness  and  boredom  which  often  approach 
despair.  The  patient’s  emotional  hunger  is  insatiable  and  ex- 
tremely draining  on  loved  ones  who  try  to  fill  this  seemingly 
endless  emotional  void.  It  is  not  unusual  for  this  emptiness  to 
excite  rescue  fantasies  in  physicians,  psychiatrists,  and  oth- 
ers engaged  in  trying  to  help  the  patient.  This  is  frustrating  to 
the  helping  professional,  to  say  the  least,  and  may  allow  for 
the  possibility  of  unprofessional  sexual  conduct  at  the  worst. 

The  above  factors  often  may  be  complicated  by  brief  psy- 
chotic episodes,  usually  lasting  only  a few  days  at  the  most, 
which  may  give  the  superficial  appearance  of  schizophrenia. 
Bizarre  behavior,  peculiarities  of  thought,  or  delusions  are 
not  unusual. 

Although  unreasonable  and  constant  anger  is  the  com- 
monest affect,  the  depression  often  seen  has  been  de- 
scribed as  an  “abandonment  depression” 10  and  usually  is 
not  associated  with  guilt  or  remorse. 

A theory  of  development 

These  theories  of  causes  of  borderline  syndrome  are  con- 
jectural, but  several  years  of  scientific  observations  lend 
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support  to  the  discussion. 

Many  clinicians  still  view  borderline  states  as  variant  forms 
of  schizophrenia.  Much  study  focuses  on  possible  genetic 
and/or  biochemical  causes.  Perhaps  the  most  popular  cur- 
rent theory  involves  the  psychological  development  of  the 
ego,  and  years  of  scientific  observation  lend  support  to  these 
theoretical  concepts.  Mahler’s  work,811  will  be  extensively  uti- 
lized in  this  explanation. 

A period  of  normal  autism  occurs  from  birth  to  two  months. 
During  this  period,  the  infant  is  unaware  of  the  mother  as  an 
outside  object,  although  there  may  be  a dim  awareness  that 
need  satisfaction  cannot  be  provided  by  oneself  but  from 
somewhere  outside  the  self. 

The  normal  symbiotic  phase  occurs  from  two  to  four 
months.  The  infant  becomes  increasingly  involved  with  the 
outside  world,  particularly  when  binocular  vision  occurs  at 
about  1 2 weeks.  The  mother  is  the  infant’s  auxiliary  ego,  ie, 
she  performs  functions  for  the  infant  that  it  will  later  perform 
for  itself.  The  mother  is  the  intercessor  between  her  infant 
and  the  outside  world. 

Separation  and  individuation  occurs  between  four  and  36 
months  and  is  divided  into  four  subphases:  differentiation, 
practicing,  rapprochement,  and  consolidation  of  individuality. 
During  differentiation,  which  occurs  at  4 to  5 months  of  age, 
the  infant  develops  a specific,  preferential  smile  for  his  or  her 
mother  and  becomes  aware  of  his  or  her  individuality.  Be- 
tween 6 and  18  months  of  age,  when  the  “practicing"  sub- 
phase begins,  the  child  continues  to  establish  his  familiarity 
with  a wider  segment  of  the  world  by  first  crawling,  then  walk- 
ing. The  child  perceives,  recognizes,  and  enjoys  mother  from 
a greater  distance.  Yet,  he  or  she  still  has  a “home  base”  for 
"emotional  refueling.”  Rapprochement  occurs  between  18 
and  36  months  of  age.  In  this  subphase,  there  is  evidence  of 
symbolic  play  and  the  increasing  importance  of  speech.  The 
awareness  of  separateness  grows.  The  infant  wishes  the 
mother  to  share  the  newly  developed  skills.  The  interaction 
of  the  mother  and  the  toddler  is  at  a much  higher  level.  The 
father  becomes  specifically  important.  There  is  an  increased 
use  of  “no,”  the  child  is  more  aggressive  and  negativistic, 
and  there  is  a desire  for  imitating.  Although  there  is  con- 
tinued evidence  of  clinging  and  negativism,  the  child’s 
horizons  are  broadened,  and  awareness  of  the  self  as  a sep- 
arate and  distinct  individual  grows.  Prior  to  the  consolidation- 
of-individuality  subphase  (3  years  and  older),  the  child  has 
viewed  its  mother  either  as  all  “good”  or  “bad”;  during  the 
consolidation  period  he  or  she  begins  to  combine  the  “good” 
and  “bad”  representations  into  one  representation  of  mother 
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and  of  self.  In  other  words,  the  child  knows  that  at  times 
mother  (and  self)  may  be  “good”  (rewarding,  pleasure  giv- 
ing) and  at  other  times  “bad”  (denying,  punishing);  never- 
theless, she  is  still  one  object,  both  “good”  and  “bad.”  In 
psychological  terms,  this  is  called  object  constancy,  and  the 
inability  to  put  both  views  (“good”  and  “bad”)  of  mother  to- 
gether into  a whole  object  is  “object  splitting.” 

Normally,  the  mother  assists  her  child  through  these  de- 
velopmental stages  with  minimal  anxiety.  Masterson 1012 
feels  the  borderline  syndrome  begins  when  the  rapproche- 
ment subphase  goes  awry.  In  effect,  the  mother  may  be 
threatened  by  her  child’s  autonomy,  and  she  may  refuse  to 
reward  (or  may  threaten  to  punish)  the  child’s  efforts  in  this 
area.  The  child,  with  its  weak  ego,  may  be  threatened  by  the 
withdrawal  of  maternal  support.  Because  of  immaturity,  the 
child  denies  the  wish  for  separateness  and  continues  to  wish 
for  reunion  with  the  mother  as  in  the  symbiotic  phase.  For 
our  purpose,  symbiosis  refers  to  two  organisms  associating 
closely  for  their  mutual  benefit.  Also,  because  of  develop- 
mental failure  initially,  normal  object  splitting  becomes  a 
defense  against  reality.  Other  defenses  common  in  this  syn- 
drome include  projective  identification,  projection,  denial, 
and  acting  out. 

Treatment 

The  scope  of  this  paper  does  not  include  a lengthy  exposi- 
tion of  appropriate  treatment  methods,  but  specific  treat- 
ments are  available  and  useful. 

Tricyclic  antidepressants  usually  are  not  useful  because 
they  require  three  to  four  weeks  to  be  effective,  and  the  de- 
pression of  the  borderline  syndrome  does  not  often  last  that 
long.  Monoamine  oxidase  inhibitors  may  be  of  value  be- 
cause they  act  more  quickly.  The  depression  of  the  border- 
line syndrome  is  described  by  Masterson 10  as  “abandon- 
ment depression,"  of  a different  quality  than  that  usually 
seen  in  major  affective  disorder.  The  affects  are  those 
of  anger  and  resentment,  along  with  a sense  of  meaning- 
lessness and  anhedonia.  Vegetative  signs  are  much  less 
prominent,  and  although  these  episodes  are  usually  short- 
lived, they  are  subject  to  chronic  exacerbations. 

Phenothiazines  and  other  antipsychotic  drugs  are  helpful 
in  controlling  the  patient’s  behavior  during  the  brief  psychotic 
episodes. 

Crisis  intervention  and  other  forms  of  counseling  are  help- 
ful during  particularly  bad  moments  in  the  patient’s  life. 

What  is  most  striking  and  of  ultimate  importance  in  the 
nosological  research  currently  under  way  is  that,  contrary  to 
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many  forms  of  schizophrenia,  psychotherapy  can  be  most 
efficacious.  Specialized  techniques  of  both  psychotherapy 
and  psychoanalysis  can  yield  excellent  therapeutic  results. 
Methods  of  helping  the  patient  deal  with  the  defective  ego 
are  often  very  beneficial.  These  techniques,  although  fairly 
lengthy,  are  often  useful  in  helping  the  patient  achieve  a pro- 
ductive life. 

Summary 

Disagreement  continues  regarding  recent  attempts  to  sepa- 
rate a broad  group  of  patients  into  the  borderline  syndrome, 
but  research,  treatment,  and  prognosis  show  the  category  is 
useful. 

The  exact  symptomatology  may  continue  to  be  debated, 
but  further  investigation  into  the  development  of  the  mind 
and  its  components  likely  will  yield  additional  information  that 
will  allow  more  scientific  subclassification  of  this  disorder 
and  continued  advances  in  treatment  techniques. 

The  separation  of  the  borderline  states  from  the  schizo- 
phrenias has  brought  unexpected  psychotherapeutic  results. 
We  have  found  that  we  can  effect  change  in  a group  of  pa- 
tients who,  had  they  been  thought  to  have  schizophrenia, 
would  not  have  been  thought  to  be  amenable  to  psycho- 
therapy. We  agree  with  Dr  Roy  Grinker,  Sr’s,  oft-quoted 
remark  that  there  is  no  such  thing  as  borderline  schizo- 
phrenia. The  patient  either  has  schizophrenia  or  he  does  not. 
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Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 

★ Spinal  Cord  Injury  Service 
George  W.  Wharton,  MD,  Director 

★ Stroke/Head  Injury  Service 
James  L.  Ough,  MD,  Director 

★ Arthritis  Program 

Earl  C.  Smith,  MD,  Director 

★ Amputee  and  Problem  Fracture  Program 
Vert  Mooney,  MD,  Director 

★ The  Hand  Clinic 

Kenneth  D.  Glass,  MD,  Director 

★ The  Foot  Clinic 

Donald  M.  Mauldin,  MD,  Director 

★ Spinal  Pain  Program 
David  K.  Selby,  MD,  Director 


Referrals:  214  637-0740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 


CYCWPEN-W' (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillm 
class  and  its  use  should  be  confined  to  these  indications.  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergv,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 m 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported-  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported . 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

body  weight  < 20  kg 

Tonsillitis  & 

250  mg  q.  i d. 

Pharyngitis 

(44  lbs)  125  mg  q.i.d. 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.i.d. t 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.  i.d,  t 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 
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Half  the  dose 
is  absorbed  in  9 minutes! 

compared  to  32  minutes  for  ampicillin.* 


■1 


Less  rash,  less  diarrhea  than  with  ampicillin  in  studies  to  date. 


Mean  blood  levels  in  mcg/ml  after  1 50  mg 
cydaciliin  single  oral  dose 


Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections. t 


Time  (hours  after  administration) 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
V/2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPEN^-W  (cydaciliin) 

Causative 

Organism 

Bronchitis/Pneumoniat 

No.  of 
Patients 

S.  pneumoniae 

100% 

95% 

/ 0 

Chronic  Bronchitis1  (acute  exacerbation) 

H.  influenzae 

92% 

Though  clinical  improvement  has  been  shown,  bacterio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H . influenzae 

Iz 

Streptococcal  Sore  Throatf 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

A A 

86% 

1 1%  Clinical  Response 

1 1 % Bacterial  Eradication 

+ Due  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


‘Based  on  single  oral  doses  of  500  mg  cydaciliin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  ■ Philadelphia.  Pa  19101 
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"An  open  book  now 
can  open  doors  later." 


Children  who  don't  read  grow  up  to  be 
adults  who  can’t.  And  right  now  there  are 
at  least  23  million  American  adults  who 
can’t  read  a want  ad.  Or  a book.  Or  a job 
application. 

That’s  why  there’s  RIF  . . . Reading  Is 
Fundamental.  It’s  a national,  non-profit 
program  that  makes  kids  want  to  read. 
With  thousands  of  local  community  proj- 
ects that  help  kids  help  themselves  to 
books. 

Books  they  can  pick  for  themselves 
and  keep  for  their  own.  Books  that  help 
children  think,  and  learn,  and  grow. 
Because  when  you  get  a youngster  to 
open  a book,  you  get  him  to  open  his 


mind.  And  his  future.  You  give  him  a 
chance  to  get  somewhere  in  this  world. 

But  RIF  works  only  if  people  work,  too. 
So  join  Ed  Asner  and  the  thousands  of 
other  concerned  adults  who  work  with  RIF 
. . . and  for  the  kids.  Get  in  touch  with  the 
RIF  project  in  your  community.  It  doesn’t 
take  a lot  of  time,  but  it  could  make  a lot 
of  difference. 


Reading  Is  Fundamental 
Box  23444 

Washington,  D.C.  20024 


This  is  a public  service  message  on  behalf  of  Reading  Is  Fundamental  and  this  magazine 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  TOO 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


The  chronic  pain  syndrome:  misconceptions  and  man- 
agement. James  B.  Reuler,  MD,  Donald  E.  Girard,  MD,  and 
David  A.  Nardone,  MD.  American  College  of  Physicians,  An- 
nals of  Internal  Medicine,  vol  93,  1980,  pp  588-596. 

The  management  of  chronic  pain  is  a universal  and  vexing 
problem  for  physicians.  Literature  indicates  that  health  care 
providers  have  a poor  understanding  of  basic  concepts  relat- 
ing to  pain,  which  leads  to  frustration  for  the  physician  and 
inadequate  relief  for  the  patient.  This  paper  addresses  mis- 
conceptions about  organic  versus  functional  pain,  discusses 
placebos  and  administration  of  narcotic  analgesics,  and  out- 
lines therapeutic  alternatives.  Emphasis  is  on  distinguishing 
chronic  pain  of  benign  origin  from  that  secondary  to  malig- 
nancy as  an  individual  treatment  plan  is  formulated. 


Vitreous  base  classification  of  retinal  tears:  clinical  ap- 
plication. Jesse  Sigelman,  MD.  Survey  of  Ophthalmology, 
Inc,  Survey  of  Ophthalmology,  vol  25,  no  2,  September- 
October  1980,  pp  59-74. 

The  abundant  data  about  retinal  tears  has  shown  that  they 
are  prevalent  in  the  general  population  and  that  the  vast  ma- 
jority of  retinal  tears  do  not  lead  to  retinal  detachment.  What 
remains  to  be  clarified  are  the  criteria  for  identifying  the  few 
retinal  breaks  which  require  prophylactic  surgery  to  prevent 
their  progression  to  retinal  detachment.  Numerous  reports 
have  identified  clinical  features  which  correlate  with  the  risk 
of  retinal  detachment.  These  correlative  data  offer  at  best 
only  a suggestion  about  the  need  for  treatment  of  any  spe- 
cific retinal  break.  This  paper  demonstrates  how  the 
categorization  of  a retinal  tear  on  the  basis  of  vitreoretinal 
anatomic  detail  may  be  used  clinically  to  make  an  objective 
and  nonstatistical  judgment  about  the  prognosis  of  any  spe- 
cific retinal  break.  The  application  of  this  new  categorization 
offers  an  advance  in  the  care  of  patients  with  retinal  tears. 

Diets  for  children  and  adolescents  that  meet  the  dietary 
goals.  Johanna  Dwyer,  DSc.  American  Medical  Association, 
American  Journal  of  Diseases  of  Children,  vol  1 34,  Novem- 
ber 1980,  pp  1073-1080. 

The  parents  of  many  elementary  and  secondary  school  chil- 
dren ask  pediatricians  for  advice  on  how  to  feed  diets  that 
are  in  line  with  the  US  Dietary  Goals  or  the  Dietary 


Guidelines  for  Americans.  This  article  outlines  an  approach 
for  planning  diets  that  fit  these  recommendations  while  also 
assuring  that  intakes  approximate  the  recommended  dietary 
allowances  and  the  estimated  safe  and  adequate  intakes  of 
nutrients  provided  by  the  Food  and  Nutrition  Board,  National 
Research  Council. 


Rhabdomyosarcoma.  Lawrence  S.  Bizer,  MD.  Technical 
Publishing,  American  Journal  of  Surgery,  vol  140,  November 
1980,  pp  687-691. 

Ten  years  ago  a review  of  rhabdomyosarcomas  documented 
the  high  degree  of  malignancy  of  these  tumors  and  their  poor 
prognosis.  Our  increasing  knowledge  of  the  biologic  behav- 
ior of  malignancies  has  spawned  marked  changes  in  the 
therapeutic  approach  to  this  tumor.  Multidisciplinary  treat- 
ment has  greatly  increased  the  disease-free  interval  for 
patients  with  rhabdomyosarcomas  and  probably  resulted  in 
a significant  increase  in  cures.  The  changes  in  the  diagnostic 
and  therapeutic  approach  to  rhabdomyosarcomas  during  the 
past  decade  are  reviewed  herein. 


Subjects  of  other  review  articles 

The  pathology  of  idiopathic  hypertrophic  subaortic  ste- 
nosis (hypertrophic  cardiomyopathy):  a critical  review 

E.  G.  J.  Oise,  MD.  The  C.  V.  Mosby  Company,  American 
Heart  Journal,  vol  100,  October  1980,  pp  553-562. 

Immunology  and  aging.  Roy  L.  Walford,  MD.  American  So- 
ciety of  Clinical  Pathologists,  American  Journal  of  Clinical 
Pathology,  vol  74,  1980,  pp  247-253. 

Oxygen  metabolism  and  the  toxic  properties  of  phago- 
cytes. Seymour  J.  Klebanoff,  MD,  PhD.  American  College 
of  Physicians,  Annals  of  Internal  Medicine,  vol  93,  1980, 
pp  480-489. 
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half-life 

Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium®(diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady- state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlapping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

♦Sellers  EM:  Drug  Metab  Rev  8(1):5-11, 1978 


in  the  management  of 
5gmptom5  of  a nxietg 


2-mg,  5-mg,  10-mg  scored  tablets 


effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summon/  of  product  information  on  next  page. 
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Valium 

diazapam/ Rocha 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal,  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adiunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  severity  of 
seizures  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use.  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazmes.  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness  confusion  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug.  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 


<S> 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


IMMUNOLOGIC 
LUNG  DISEASE 
IN  INDUSTRY 

GUEST  FACULTY 

Ronald  G.  Crystal,  M D , Bethesda,  Maryland 
Jordan  N.  Fink,  M.D.,  Milwaukee,  Wisconsin 
Roy  Patterson,  M.D.,  Chicago,  Illinois 
John  E.  Salvaggio,  M.D.,  New  Orleans,  Louisiana 
Peter  A.  Ward,  M.D.,  Ann  Arbor,  Michigan 

LOCATION  OF  COURSE 
Baylor  Cullen  Auditorium 
Baylor  College  of  Medicine 
Texas  Medical  Center 
Houston,  Texas 

DATE 

February  20-21,  1981 

PROGRAM  DIRECTORS 
S.  Donald  Greenberg,  M.D.,  Marcus  M.  Key,  M.D. 

CONTACT 

The  Office  of  Continuing  Education 
Baylor  College  of  Medicine 
Texas  Medical  Center 
Houston,  Texas  77030 
(713)  790-4941 

CREDIT  HOURS:  15  FEE:  $200.00 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH : ACCREDITED 
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Physician  advocates 
bring  about  changes 
for  Texas  medicine 


“I’m  no  more  frustrated  dealing  with  the  government  than 
when  I cannot  make  a patient  well,”  remarked  John  P. 
Coughlin,  MD,  chairman  of  the  TMA  Council  on  Socioeco- 
nomics. In  government,  as  in  medicine,  the  issues  con- 
tinually repeat  themselves  until  a cure  is  found,  he  noted.  Dr 
Coughlin  was  speaking  about  his  involvement  with  TMA  and 
its  efforts  at  furthering  the  practice  of  medicine  for  Texas 
physicians. 

‘‘Years  ago,  a physician  could  practice  medicine  yet  re- 
main naive  about  nonmedical  issues,”  said  Gary  W. 
Williamson,  MD,  chairman  of  TMA's  Council  on  Legislation. 
“However,”  he  added,  “government  involvement  has  brought 
on  more  paperwork,  taking  time  away  from  practicing  medi- 
cine . . . I’ve  found  I cannot  live  in  only  my  medical  world 
anymore.  I needed  to  become  involved  in  organized  medi- 
cine to  protect  the  profession  not  only  for  myself,  but  for  my 
son  and  patients.” 

“Once  you  have  become  involved,”  said  Ted  H.  Forsythe, 
MD,  chairman  of  TMA's  Council  on  Medical  Education,  “you 
see  the  consequences  of  not  doing  anything.”  Something 
has  to  be  done,  and  someone  has  to  do  it,  he  noted.  "You 
cannot  just  say,  Let  Joe  do  it,'  because  there  aren't  too  many 
Joes  around,”  he  added. 

These  three  physicians  are  among  the  activists  within  the 
TMA  membership  grasping  to  learn  about  and  to  affect  the 
medical  and  nonmedical  issues  facing  physicians  today. 
Their  participation,  along  with  the  many  physicians  who  par- 


John  P.  Coughlin,  MD 

Chairman,  TMA  Council  on  Socioeconomics 


ticipate  actively  in  councils,  committees,  and  on  a local  level 
in  county  medical  societies,  has  contributed  to  the  realization 
of  many  TMA  objectives  during  the  past  year. 

The  tasks  taken  on  by  the  Association  in  1 980  were  di- 
verse with  numerous  accomplishments  achieved  by  year’s 
end.  With  a growing  membership,  now  numbering  more  than 
18,300  concerned  and  interested  physicians,  the  Associa- 
tion is  succeeding  in  representing  physicians  in  government 
and  working  to  improve  the  relationship  between  doctors  and 
their  patients. 

Socioeconomics 

During  the  past  year,  considerable  attention  was  directed  to- 
ward socioeconomic  issues. 

• An  ad  hoc  committee  was  formed  to  study  appropriate  re- 
imbursement for  professional  services  rendered  to  Medi- 
care and  Medicaid  patients. 

• Concessions  were  achieved  in  reducing  the  waiting  period 
for  reimbursement  from  the  Medicaid  fiscal  intermediary 
from  180  to  110  days. 

• The  Association,  in  its  continuing  efforts  toward  cost  con- 
tainment, continues  to  encourage  insurance  companies 
and  fiscal  intermediaries  to  reimburse  for  appropriate  medi- 
cal and  surgical  procedures  performed  in  a physician's 
office. 

• In  its  efforts  to  reduce  the  paperwork  in  a physician’s  prac- 
tice, the  Association  is  working  with  insurance  carriers 
urging  acceptance  of  a common  coding  form,  Current  Pro- 
cedural Terminology-4  (CPT-4),  to  be  used  by  physicians 
when  applying  for  Medicare  and  Medicaid  reimbursement. 

• Coupled  with  these  efforts  is  the  recent  adoption  of  the 
Uniform  Claim  Form  by  CHAMPUS,  the  reimbursement 
program  for  military  dependents.  In  the  past,  physicians 
were  required  to  complete  the  Uniform  Claim  Form  and  at- 
tach it  to  the  CHAMPUS  form  500  for  reimbursement. 
CHAMPUS  recently  informed  TMA  that  it  will  now  accept 
the  Uniform  Claim  Form  as  a single  document  for  payment, 
thereby  eliminating  paperwork  duplication  and  personnel 
time  in  a physician’s  practice. 

• A long  confrontation  between  HEW,  now  the  Health  and 
Human  Services  Department,  and  the  medical  profession 
has  ended.  A legal  battle  was  won  preventing  this  govern- 
mental agency  from  releasing  the  names  of  physicians  who 
have  received  Medicare  payments.  At  one  point  during  the 
litigation,  Texas  physicians  flooded  the  fiscal  intermediary 
with  requests  for  data  to  verify  figures  which  were  released 
in  Washington.  This  show  of  support,  along  with  efforts 
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from  the  medical  profession  throughout  the  country,  helped 
stem  governmental  attempts  to  release  the  names. 

• A significant  development  was  reached  when  TMA  efforts 
helped  return  a publicly  funded  child  screening  program  to 
the  private  practitioner  s office.  Until  recently,  the  Early 
Periodic  Screening,  Diagnostic,  and  Treatment  (EPSDT) 
program  has  been  conducted  by  mobile  teams,  primarily 
with  registered  nurses.  If  a disability  or  illness  was  found  in 
the  initial  screening,  the  child  was  then  referred  to  a physi- 
cian for  diagnosis  and  treatment.  Now  the  program  will  pay 
for  the  screening  in  the  physician's  office.  Reimbursement 
under  this  program  will  be  about  $25. 

• The  first  signs  of  improved  communications  and  respon- 
siveness by  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  are  in  evidence.  During  July  1980,  the 
American  Medical  Association’s  House  of  Delegates 
adopted  a Texas  resolution  expressing  consternation  about 
JCAH  surveys.  Texas  physicians  were  protesting  the  arbi- 
trary interpretations  of  standards  made  by  on-site  JCAH 
evaluators.  They  have  long  expressed  their  dismay  at 
JCAH  requirements  which  they  feel  have  generated  un- 
necessary and  repetitious  paperwork  for  administrative  and 
medical  staff  in  hospitals.  Some  requirements,  they  main- 
tain, have  decreased  quality  medical  and  nursing  care 
because  of  the  increased  attention  devoted  to  paperwork. 
Recent  visits  to  Texas  by  JCAH  Commissioners  William 
Rial,  MD,  Pennsylvania,  and  Lowell  Steen.  MD,  Indiana, 
are  evidence  of  a growing  spirit  of  cooperation  by  the  JCAH 
and  its  awareness  of  Texas  grievances. 


Agency  (SHPDA).  The  final  rules,  adopted  in  August  1980 
by  the  Texas  Board  of  Health,  stipulate  “nothing  in  these 
rules  shall  infringe  upon  the  confidentiality  of  patient  rec- 
ords in  the  offices  of  physicians,  hospitals,  nursing  homes, 
or  other  providers  of  medical  and  health  services.  The 
TMA  objected  to  the  original  rules  because  they  did  not 
prevent  SHPDA  representatives  from  opening  patient  rec- 
ords in  a private  practitioner's  office.  The  adopted  law 
excludes  physicians'  offices  from  jurisdiction  of  law. 

Medical  education 

• The  recent  release  of  a report  by  the  Graduate  Medical 
Education  National  Advisory  Committee  about  the  future 
supply  of  physicians  has  not  found  TMA  sitting  on  its  hands 
wondering  what  lies  ahead  for  Texas.  The  TMA  Ad  Hoc 
Committee  on  Physician  Manpower  has  been  compiling  in- 
formation on  medical  school  enrollment,  specialty  choices 
of  residents,  and  physician  distribution.  Surveys  conducted 
during  1 980  suggest  that  present  medical  school  enroll- 
ment is  adequate  through  1 990.  The  surveys  also  indicate 
a continuing  need  to  maintain  a sufficient  number  of  resi- 
dencies in  the  state.  A full  report  from  this  ad  hoc  commit- 
tee is  forthcoming. 

• The  proposed  tuition  increase  for  medical  schools  by  a spe- 
cial committee  of  the  Texas  Legislature  has  not  passed 
unnoticed  by  TMA.  The  Medical  Student  Section  and  the 
Councils  on  Medical  Education  and  Legislation  have  ex- 

Ted  H Forsythe,  MD 

Chairman,  TMA  Council  on  Medical  Education 


Health  planning 

• Work  for  repeal,  but  in  the  interim,  influence  them  in  ways 
you  can  live  with;  this  is  the  attitude  TMA  has  developed 
toward  government  health  planning.  When  health  systems 
agencies  (HSAs)  were  created  in  Texas,  the  Association 
urged  physicians  to  participate  actively  in  establishing  the 
ground  rules.  Appropriateness  review  involves  determining 
the  appropriateness  of  institutional  and  home  health  ser- 
vices available  in  the  12  HSAs  in  Texas.  Participation  by 
the  TMA  Committee  on  Health  Planning  has  resulted  in  es- 
tablishing criteria  for  appropriateness  review  of  radiation 
therapy.  This  committee  is  now  cooperating  with  the  Texas 
Psychiatric  Society  in  their  development  of  criteria  for  re- 
viewing services  relating  to  drug  abuse  and  alcoholism. 

• In  addition  to  these  successes,  the  Association  has  also 
favorably  influenced  the  final  rules  for  the  collection  of 
health  data  by  the  State  Health  Planning  and  Development 
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pressed  their  concern  about  the  proposed  900%  increase. 

In  November,  the  House  of  Delegates  adopted  a resolution 
recommending  support  for  an  appropriate  increase  at  state 
institutions  for  higher  education,  but  emphasized  that  any 
increase  should  be  borne  equally  by  ail  students.  TMA  will 
monitor  the  legislative  proposal  closely  when  it  is  intro- 
duced to  the  Legislature  this  month. 

Sunset  review 

• Most  physicians  acknowledge  that  the  most  significant  ac- 
tivity during  1 980  has  been  the  review  of  the  Medical 
Practice  Act  and  operations  of  the  Texas  State  Board  of 
Medical  Examiners  by  the  Sunset  Advisory  Commission.  At 
stake  here  is  the  legal  definition  of  the  practice  of  medicine, 
what  authority  will  be  delegated  to  nurse  practitioners  and 
others,  and  what  provisions  will  govern  the  operations  of 
the  BME.  On  Nov  21 , the  Sunset  Advisory  Commission 
voted  4-3  to  not  recommend  a bill  on  the  Medical  Practice 
Act.  While  this  bodes  well  for  physicians,  the  real  work  on  a 
good  bill  begins  when  the  Legislature  meets,  beginning  this 
month.  Individual  physicians  participating  actively  in  TMA 
can  have  an  important  impact  on  the  future  of  medicine  for 
many  years  to  come. 

Gary  W.  Williamson,  MD 

Chairman,  TMA  Council  on  Legislation 


Looking  ahead 

TMA  president  Durwood  Neal,  MD,  in  his  remarks  to  the 
House  of  Delegates  in  November,  spoke  of  the  issues  facing 
physicians  in  the  immediate  future.  “Looking  ahead,"  he 
said,  “our  challenges  in  the  80s  will  be  to  maintain  the  quality 
of  medical  care,  to  ensure  even  greater  access  to  physi- 
cians’ services,  to  make  available  care  at  costs  that  people 
can  afford,  and  to  preserve  the  finest  system  of  medical  care 
in  the  world  today.” 

Supporting  his  comments,  the  House  approved  Associa- 
tion priorities  for  1 981 . These  priorities  include  continued 
awareness  of  the  Sunset  Advisory  Commission’s  review  of 
the  Medical  Practice  Act;  opposition  to  national  health  insur- 
ance; continued  representation  of  physicians  on  issues 
relating  to  Medicare  and  Medicaid;  commitment  to  reducing 
paperwork  in  physicians’  offices;  opposition  to  proposals  for 
regulatory  controls  deemed  unnecessary  and  costly;  placing 
increased  emphasis  on  moral  and  ethical  conduct;  expand- 
ing programs  in  continuing  medical  education;  providing 
greater  access  to  health  care;  supporting  programs  to 
achieve  cost  containment;  and  remaining  dedicated  to  ren- 
dering the  highest  quality  of  medical  care  to  patients. 

With  the  achievements  of  the  past  year  serving  as  tangible 
examples  of  what  can  be  accomplished  by  physicians  who 
are  interested  in  learning  about  and  affecting  issues,  one 
can  take  heart  in  Dr  Williamson’s  explanation  for  becoming 
involved  in  organized  medicine.  “I  wanted  to  arouse  the  in- 
terest of  my  colleagues  and  felt  someone  had  to  represent 
the  profession.”  He  added,  “While  I am  not  foolish  enough  to 
believe  that  Gary  W.  Williamson  can  affect  change,  I hope  to 
light  a few  sparks  which  would  cause  a domino  effect.”  It  is 
doctors  like  Dr  Williamson  who  make  the  difference  in  TMA’s 
accomplishments  for  medicine. 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 
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Liability  Insurance : 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits"  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  t 
more  than  1,400  partici- 
pants and  more  are  join 
ing  every  day. 

Professionalism — 

A Key  Word. 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


CUT 

OUT 

THE 

FAT. 
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dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers — It  gives 
the  word  "Trust"  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust's 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/454-6781 

mr 

TEXAS  MEDICAL 
LIABILITY  TRUST 

''A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

1016  LaPosada  / Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 

Call  Toll-Free 
1-800-252-9179 
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MEDICINE  VS  FTC:  STRIKE  ONE 

Developments  have  taken  place  In  the  continuing  legal  bat- 
tle with  the  Federal  Trade  Commission  over  the  American 
Medical  Association's  stand  on  solicitation  of  patients  by 
physicians,  contract  practice,  and  other  ethical  policies 
perceived  by  the  FTC  to  be  ‘anti-competitive.  Since  De- 
cember 1975,  the  AM  A has  fought  its  way  through  the  FTC's 
interminable  investigative  and  administrative  process.  After 
almost  five  years,  the  Association  finally  had  its  first  oppor- 
tunity for  a court  review  of  the  FTC’s  1979  “ Final  Order. 

This  column  analyzes  the  most  recent  court  decision  and 
speculates  on  developments  to  come. 


On  Oct  7,  1 980,  the  United  States  Court  of  Appeals  for  the 
Second  Circuit  in  a two  to  one  decision 1 enforced  almost 
every  provision  in  the  FTC’s  Final  Order  against  the  AMA. 

The  Final  Order,  issued  on  Oct  1 2, 1 979, 2 requires  the  AMA 
to  cease  and  desist  from  promulgating,  implementing,  and 
enforcing  restraints  on  advertising,  solicitation,  and  contract 
practice  by  physicians  and  on  the  contractual  arrangements 
between  physicians  and  nonphysicians.  The  FTC  found  that 
ethical  standards  issued  by  the  AMA  were  in  violation  of 
Section  5 of  the  Federal  Trade  Commission  Act.3 

If  the  decision  stands,  TMA  and  its  county  medical  so- 
cieties along  with  all  other  AMA  "affiliated"  societies  will  be 
bound  by  the  FTC  Final  Order,  as  modified  by  the  appellate 
court,  even  though  these  societies  are  not  parties  to  this  liti- 
gation. This  is  because  the  Final  Order,  among  other  things, 
requires  the  AMA  to  "disaffiliate"  with  any  medical  societies 
that  act  contrary  to  the  terms  of  the  order. 

Motion  for  rehearing  filed 

The  AMA  has  filed  a motion  for  rehearing,  seeking  to  con- 
vince the  appellate  court  that  all  1 3 of  its  judges  should 
reconsider  its  appeal.  It  is  hoped  that  the  majority  of  the 
court  judges  will  agree  to  rehear  the  case  and  will  subscribe 
to  the  view  of  the  dissenting  justice. 

In  his  dissenting  opinion,  Justice  Walter  Mansfield  outlined 
the  AMA's  efforts,  begun  voluntarily  in  1 975  before  the  FTC 
initiated  its  investigation,  to  assure  that  its  ethical  standards 
were  within  legal  bounds  expressed  by  the  United  States  Su- 
preme Court  in  its  1975  Goldfarb  vs  Virginia  State  Bar 4 deci- 
sion. In  Goldfarb,  the  Supreme  Court  applied  the  federal 
antitrust  laws  to  the  legal  profession,  thereby  exposing  the 
professions  to  laws  previously  applied  to  the  business 
community. 

Immediately  following  Goldfarb,  the  AMA  commenced  re- 
visions to  assure  conformance  of  its  ethical  positions  with 
the  rapidly  changing  legal  requirements.  It  was  this  action  on 
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the  part  of  the  AMA  which  is  cited  by  the  dissenting  justice  as 
"satisfying"  him  that  the  FTC  proceeding  has  been  "un- 
justified, unnecessary,  and  a waste  of  administrative  and 
judicial  resources." 

A pound  of  flesh 

The  dissenting  justice  found  the  FTC  order  to  be  based  on 
outdated  facts  that  have  “long  since  . . . ceased  to  exist." 

The  order  was  characterized  by  this  justice  as  merely  requir- 
ing the  AMA  "to  do  what  it  is  doing  anyway"  and  prohibiting  it 
“from  doing  what  it  is  not  doing."  The  FTC  . . insists  on 
pressing  for  its  pound  of  flesh.  In  my  view  the  FTC  is  en- 
gaged in  the  futile  business  of  beating  a dead  horse.” 

In  the  dissenting  opinion,  the  AMA’s  efforts  to  assure  com- 
pliance with  antitrust  requirements  were  traced,  beginning  in 
1 975  and  leading  to  the  AMA’s  issuance  on  April  9, 1 976,  of 
a revised  interpretation  of  the  Principles  of  Medical  Ethics 
and  in  March  1 977  of  a new  edition  of  the  Judicial  Council 
Opinions  and  Reports.  Further,  the  AMA  was  already  en- 
gaged in  its  fifth  revision  of  the  Principles  of  Medical  Ethics 
when  the  FTC  instituted  its  investigation,  the  dissenting 
opinion  noted. 

Ancient  history 

The  dissenting  justice  stated  that  the  Association  should  be 
judged  by  its  1 976  and  1 977  provisions,  not  those  adopted 
years  earlier,  as  the  FTC  has  done. 

In  1 976  and  1 977,  the  dissemination  of  nondeceptive  in- 
formation, including  fee  information,  was  ethical.  Solicitation 
was  narrowly  defined  to  cover  only  certain  deceptive  promo- 
tional devices  which  were  characterized  by  the  dissenting 
judge  as 

. clearly  having  a significant  capacity  to  mislead  (eg, 

claims  intended  or  likely  to  create  inflated  or  unjustified 
expectations  of  favorable  results,  self-laudatory  state- 
ments implying  that  a physician  has  superior  skills,  and 
other  factual  misrepresentations) . . . (and)  properly 
condemned  as  unethical.  Such  restraints  hardly  sup- 
press competition. 

The  dissenting  justice  noted  that  at  least  by  1 976,  adver- 
tising by  doctors  of  fee  information  was  clearly  permitted. 
Physicians  could  also  be  ethically  employed  on  a contract 
basis,  provided  they  "should  not  be  subject  to  lay  interfer- 
ence on  professional  matters  and  that  their  primary  respon- 
sibility should  be  to  the  patients  they  serve.” 

The  dissenting  justice  referenced  a United  States  Su- 
preme Court  1977  decision  involving  the  advertising  prac- 
tices of  lawyers  which  were  being  challenged  on  ethical 
grounds  by  bar  associations.5  The  highest  court  cited,  with 
approval,  the  association's  stands  taken  in  1 976  and  1 977.6 
The  justice  also  noted  the  AMA’s  independent  voluntary 
compliance  with  the  law  when  its  House  of  Delegates 


TEXAS  MEDICINE 


adopted,  on  July  22,  1980,  the  new  Principles  of  Medical 
Ethics.  These  principles  should  remove  "any  possible  linger- 
ing doubt”  as  to  the  AMA’s  intent  to  comply  with  the  law, 
since  the  new  principles  . . completely  eliminate  the  con- 
troversial former  provisions  attacked  by  the  FTC  despite 
their  reasonableness  as  construed  by  the  Association's 
Opinions  and  Reports." 

The  dissenting  justice  did  not  believe  the  FTC  had  shown 
that  its  petition  for  enforcement  of  its  opinion  and  order  was 
warranted: 

. . . the  Commission’s  order  deals  with  practices  that  are 
now  ancient  history  rather  than  with  facts  as  they  now 
exist.  Instead  of  facing  reality  it  has  set  up  the  equivalent 
of  a ‘straw  man’  to  accommodate  its  desire  to  regulate 
the  Association. 

The  FTC  order,  in  the  dissenting  justice’s  opinion,  “con- 
stitutes an  abuse  of  discretion”  and  should  not  be  enforced. 

Final  order  modified 

The  modification  of  the  FTC  Final  Order  made  by  the  two 
justices  who  joined  in  the  majority  opinion  (one  circuit  judge 
and  one  district  judge  sitting  by  designation)  eliminates  one 
provision.  That  provision  of  the  Final  Order  is  so  broad  that  it 
impinges  on  the  valid  activities  of  professional  peer  review 
committees  to  review  fee  practices  of  physicians  in  cases 
in  which  the  fees  charged  are  persistently  and  flagrantly 
excessive. 

With  this  modification,  the  appellate  court  recognizes  that 
the  FTC’s  investigation  and  charges  in  this  case  never  in- 
cluded fee  review  activities.  The  first  notice  to  the  AMA  that 
these  activities  were  being  considered  by  the  FTC  to  be  a 
part  of  the  administrative  proceedings  was  when  the  FTC 
administrative  law  judge  issued  his  order  prohibiting  fee  re- 
view activities.  Therefore,  this  portion  of  the  Final  Order  was 
modified  by  the  court  so  that  societies  could  deal  with  the 
persistent  and  flagrant  overcharging  physician  in  the  public 
interest. 

A second  chance 

It  is  of  some  comfort  to  those  actively  supporting  medicine’s 
battle  against  the  FTC  that  at  least  one  justice  was  per- 
suaded, after  considering  the  AMA  arguments  and  the 
administrative  record,  that  the  FTC  Final  Order  constituted 
an  abuse  of  its  discretion. 

If  the  AMA’s  motion  for  rehearing  is  granted,  the  AMA  will 
have  a second  chance  to  go  to  bat  before  the  Second  Circuit. 
The  entire  panel  of  circuit  judges  (13)  sitting  in  the  Second 
Circuit  would  have  an  opportunity  to  hear  the  AMA’s  appeal 
and  decide  whether  or  not  the  FTC’s  Final  Order  should  be 
enforced.  If  a rehearing  is  not  granted,  an  appeal  to  the 
United  States  Supreme  Court  is  certain. 

The  role  of  medicine  in  policing  and  disciplining  itself  is  at 


stake  in  this  wearisome  but  necessary  legal  battle.  The  final 
outcome  will  affect  the  way  medicine  is  practiced  for  years  to 
come. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members— through  editorials,  news  pages,  and  regular  depart- 
ments—about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

“In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland's  Illustrated  Medical  Dictionary,"  25th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

References 

Reference  lists  should  contain  (1)  author's  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 156-160,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member’s  death,  please  give  the  name  and 
address  of  next  of  kin. 
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policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
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DEATHS 


O.  C.  Berg 

Owen  Charles  Berg,  MD,  a member  of  Bell  County  Medical 
Society,  died  Sept  1 4,  1 980.  A resident  of  Temple,  Dr  Berg 
was  chief  of  urology  at  the  Olin  E.  Teague  Veterans  Admin- 
istration Medical  Center.  Before  moving  to  Temple  in  1 974, 
he  practiced  urology  in  Wichita  Falls  for  25  years.  He  was  a 
past  president  of  the  Wichita- Young-Archer-Jack  County 
Medical  Society  and  the  Texas  Urological  Association. 

Born  in  Michigan  City,  Ind,  Dr  Berg  was  a 1 941  graduate  of 
the  Pritzer  School  of  Medicine  of  the  University  of  Chicago. 
While  at  the  University  of  Chicago,  he  took  part  in  research 
on  prostate  cancer,  for  which  Dr  Charles  B.  Huggins  even- 
tually won  the  Nobei  Prize  in  1 967.  After  serving  four  years  in 
the  US  Navy  during  World  War  II,  he  completed  three  years 
of  training  in  urology  at  Columbia  Hospital  in  Milwaukee  be- 
fore moving  to  Wichita  Falls  in  1948. 

An  active  amateur  photographer,  Dr  Berg  was  a former 
vice  president  of  the  Photographic  Society  of  America  and 
was  the  first  Texas  photographer  awarded  a fellowship  by 
the  society. 

Surviving  family  members  include  his  wife,  Evelyn  Van 
Emden  Berg,  Temple;  sons,  Charles  Berg,  Jr,  Chicago; 
William  Berg,  Cambridge,  Mass;  and  John  Berg,  New  York 
City;  daughters,  Ann  Berg  Turchick,  Dayton,  Ohio,  and  Mary 
Berg,  Denton;  brother,  Bill  Berg,  Temple;  sisters,  Marion 
Berg,  Minneapolis,  and  Bernadine  Audek,  Mequon,  Wis;  and 
three  grandchildren. 

O.  R.  Caillet 

Otto  Rene  Caillet,  MD,  an  honorary  member  of  Texas  Medi- 
cal Association  and  Dallas  County  Medical  Society,  died 
Sept  29,  1 980.  He  was  75. 

A native  of  Dallas,  Dr  Caillet  had  practiced  there  for  38 
years  before  retiring  to  become  the  first  full-time  medical  di- 
rector of  Cal  Farley’s  Boys  Ranch  in  Amarillo.  He  held  that 
position  from  1 969  until  his  retirement  in  1 975,  when  he 
moved  to  Frisco,  Tex. 

Dr  Caillet  attended  Texas  A&M  University  and  Baylor  Col- 
lege of  Medicine  and  was  graduated  from  Northwestern 
University  Medical  School  in  Chicago.  After  completing  med- 
ical school  in  1 931 , he  returned  to  Dallas  to  begin  a private 
practice  of  pediatrics. 

Survivors  include  his  wife,  Elizabeth  Perry  Caillet,  Frisco; 
sons,  Paul  Caillet,  Canyon,  Tex,  and  Dr  Julien  Caillet,  Tuc- 
son, Ariz;  daughters,  Kay  Lee,  Taejon,  Korea,  and  Elizabeth 
McCullough,  Falls  Church,  Va;  sisters,  Mrs  Arthur  Dieterich, 
Denton;  Mrs  Hal  R.  Swann,  Nashville,  Tenn;  and  Mrs  Clyde 
Welch  and  Marie  Caillet,  both  of  Little  Elm,  Tex;  and  1 1 
grandchildren. 

F.  Estrada 

Felipe  Estrada,  MD,  58,  a member  of  Bexar  County  Medical 
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Society,  died  Sept  5,  1980. 

A native  of  San  Luis  Potosi,  Mexico,  Dr  Estrada  had  prac- 
ticed obstetrics-gynecology  in  San  Antonio  since  1954.  He 
received  his  medical  degree  from  the  National  University  in 
Mexico  City  in  1 948.  He  moved  to  San  Antonio  in  1 949  to 
serve  an  internship  at  Robert  B.  Green  Memorial  Hospital 
and  residencies  at  Nix  Memorial  Hospital. 

Surviving  family  members  include  his  wife,  Cecelia  Es- 
trada; sons,  Phillip  Estrada,  Edward  Estrada,  Robert 
Estrada,  Albert  Estrada,  and  David  Estrada;  and  daughter, 
Patricia  Estrada,  all  of  San  Antonio. 

W.  H.  Jondahl 

Willis  Holder  Jondahl,  MD,  65,  a Harlingen  obstetrician- 
gynecologist,  died  Sept  5,  1 980.  A member  of  Cameron- 
Willacy  County  Medical  Society,  he  had  been  a resident  of 
Harlingen  since  1950. 

Dr  Jondahl  was  born  in  Stroud,  Okla,  and  received  a bach- 
elor of  science  degree  from  Oklahoma  A&M  University  in 
1 937.  After  graduating  from  Tulane  University  School  of 
Medicine  in  1 941 , he  remained  in  New  Orleans  to  serve  an 
internship  atTouro  Infirmary.  During  World  War  II,  Dr  Jondahl 
served  as  a US  Air  Force  flight  surgeon.  Following  the  war, 
he  obtained  a fellowship  at  the  Mayo  Clinic,  where  he  served 
in  the  obstetrics-gynecology  department  for  three  years  be- 
fore moving  to  Harlingen. 

Survivors  include  his  wife,  Joan  Hager  Jondahl,  Harlingen; 
sons,  Walter  Jondahl,  Houston,  and  John  Jondahl,  Seattle; 
daughter,  Janice  Hansen,  Corpus  Christi;  stepson,  Kent 
Hager,  Lantana,  Fla;  and  brother,  Floyd  Jondahl,  Tyler. 

J.  B.  Nail,  Sr 

James  Barry  Nail,  Sr,  MD,  85,  an  honorary  member  of  Texas 
Medical  Association,  died  Sept  26,  1980.  A retired  Wichita 
Falls  physician,  Dr  Nail  was  a past  president  of  the  Wichita- 
Young-Archer-Jack  County  Medical  Society. 

He  was  born  in  Crawford,  Tex,  and  received  his  premedi- 
cal education  at  The  University  of  Texas.  Graduation  from 
UT  Medical  Branch  in  1 91 9 was  followed  by  an  internship 
and  residency  at  St  Luke’s  Episcopal  Hospital  Center  in  New 
York  City.  In  1 922  Dr  Nail  moved  to  Wichita  Falls  where  he 
became  a staff  member  of  both  Bethania  and  Wichita  Gen- 
eral Hospitals,  specializing  in  otolaryngology. 

He  is  survived  by  his  son,  J.  B.  Nail,  Jr,  MD,  Wichita  Falls; 
brother,  Robert  Nail,  DDS,  Waco;  and  four  grandchildren. 

J.  W.  Nixon,  Sr 

James  William  Nixon  Sr,  MD,  86,  an  honorary  member  of 
Texas  Medical  Association  and  Bexar  County  Medical  So- 
ciety, died  Sept  4,  1 980. 

Born  in  Gonzales,  Tex,  Dr  Nixon  was  a 1914  graduate  of 
The  University  of  Texas  at  Austin  and  a 1 91 8 graduate  of  the 
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University  of  Pennsylvania  School  of  Medicine.  He  com- 
pleted further  training  in  surgery  in  Vienna,  Austria,  and  in 
Berlin.  In  1 91 8 he  was  named  first  assistant  to  the  professor 
of  surgery  at  the  University  of  Pennsylvania.  He  moved  to 
San  Antonio  in  1920.  Upon  his  retirement  in  1976,  Dr  Nixon 
received  special  honors  from  the  Federal  Bureau  of  Inves- 
tigation for  service  as  the  official  and  personal  physician  of 
FBI  agents  and  their  families  for  more  than  50  years. 

Surviving  family  members  include  his  wife,  Julie  Baker 
Nixon;  and  son,  J.  W.  Nixon,  Jr,  MD,  both  of  San  Antonio; 
daughters,  Polly  Pater,  Atlanta;  Patty  Taliaferro,  Abilene;  and 
Linda  Seeligson,  San  Antonio;  1 3 grandchildren;  and  two 
great-grandchildren. 

E.  E.  Sheehan 

Ella  Eager  Sheehan,  MD,  a Houston  pathologist  and  mem- 
ber of  Harris  County  Medical  Society,  died  Sept  1 , 1 980.  Dr 
Sheehan,  55,  had  served  as  director  of  laboratories  at  Medi- 
cal Arts  Hospital  of  Houston  for  the  past  1 7 years. 

Dr  Sheehan  was  born  in  Stillwater,  Okla,  and  attended 
Oklahoma  State  University  there.  In  1 949  she  was  gradu- 
ated from  the  University  of  Oklahoma  School  of  Medicine  in 
Oklahoma  City  and  then  interned  at  Jersey  City  (NJ)  Medical 
Center.  She  returned  to  Stillwater  in  1 950  for  two  years  be- 
fore serving  residencies  in  pathology  at  the  District  of 
Columbia  General  Hospital,  Queen’s  Hospital,  Honolulu,  and 
the  Veterans  Administration  and  Jefferson  Davis  Hospitals, 
both  in  Houston. 

Survivors  include  Dr  Sheehan  s husband,  William  L. 
Sheehan,  MD;  son,  William  L.  Sheehan  II;  daughter, 

Suzanne  Patricia  Sheehan;  and  grandson,  Michael  Sean 
Sheehan,  all  of  League  City;  mother,  Ernestine  Eager,  Edin- 
burg, Tex;  brothers,  John  Eager,  Tulsa;  Fred  Eager,  Seattle; 
and  sisters,  Ruth  Moray,  Oklahoma  City;  Mary  Reynolds, 
Stillwater;  and  Ruby  Moore,  Columbia,  Mo. 

G.  Y.  Siddons 

George  Young  Siddons,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Sept  27,  1980. 

Dr  Siddons,  67,  had  been  a family  physician  in  Fort  Worth 
for  40  years.  He  was  born  in  Hermleigh,  Tex,  and  was  gradu- 
ated from  The  University  of  Texas  at  Austin  before  enrolling 
in  The  University  of  Texas  Medical  Branch  at  Galveston. 
Graduation  from  the  medical  school  in  1 938  was  followed  by 
an  internship  at  St  Joseph  Hospital  in  Fort  Worth.  Dr  Siddons 
remained  in  Fort  Worth,  maintaining  a private  practice  until 
his  retirement  in  1978. 

Survivors  include  his  wife,  Virginia  Lewis  Siddons;  and 
son,  George  Y.  Siddons,  DVM,  both  of  Fort  Worth;  daughter, 
Sue  Fair,  Denton;  brother,  Frank  Siddons,  Jr,  Austin;  and  four 
grandchildren. 


DO  YOU  KNOW 
A DOCTOR — 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won't  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Tom  Allison,  MD,  Dallas 
(214)361-5947 

Leslie  R.  Ansley,  MD,  Lubbock 
(806)  795-0651 

J.  Cary  Cooke,  III,  MD,  Abilene 
(915)672-1891 

Richard  H.  Hood,  Jr.,  MD,  Dilley 
(512)965-1551 

Lowell  J.  Kepp,  Jr,  MD,  Corpus  Christi 
(512)854-2651 

Percy  E.  Lowe,  MD,  Houston 
(713)461-2646 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)363-8445 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


O.  C.  BERG 
Temple,  1915-1980 

O.  R.  CAILLET 
Dallas,  1904-1980 

F.  ESTRADA 

San  Antonio,  1922-1980 

W.  H.  JONDAHL 
Harlingen,  1915-1980 


J.  B.  NAIL,  SR 
Wichita  Falls,  1895-1980 

J.  W.  NIXON,  SR 

San  Antonio,  1893-1980 

E.  E.  SHEEHAN 
Houston,  1924-1980 

G.  Y.  SIDDONS 

Fort  Worth,  1912-1980 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


i enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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National  Automotive  Leasing,  EXCLUSIVE  LY  for  the  Medical  Profession 

With  inflation  at  an  all  time  high,  money  for  automobile  financing  has  become  increasingly  limited,  however  as  banks  and 
other  financial  institutions  have  tightened  credit  regulations  and  raised  costs  for  automobile  loans,  we  have  unlimited  low-cost 
funding  through  the  American  Medi-Lease  Plan. 

Many  years  experience  in  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees. 

In  fact  our  Lease  Financing  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time- 
credit  installments,  offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new 
automobile. 

Repayment  of  loans  at  a level  that  is  economically  in  line  and  realistic  to  automobile  purchaser's  income  is  very  important  and 
we  will  assist  you  in  authoritatively  constructing  the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual 
that  would  provide  for  "turn  over"  to  another  vehicle  approximately  every  two  or  three  years  without  additional  investment, 
if  desired. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280  ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  _AM  I nvestment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable,  with  limits  of  $250  deductible  collision,  $100,000- 
$300,000  public  liability,  $25,000  property  damage  and  $100  deductible  fire  and  theft. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to"American  'Medi-Lease'  Plan", as  we  are  extremely  interested  in  assuring  that  all  lessees  have  the  most 
convenient  and  best  service  affordable. 

TURN-OVER : All  lease  terms  will  be  authoritatively  constructed  to  provide  for  "turn-over"  to  another  vehicle  approximately 
every  two  years  without  additional  investment,  if  this  is  desirable  to  you  individually. 

DELIVERY : Within  24  hours  of  our  acquisition;  at  our  office  or  yours  or  to  your  residence  at  your  request. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


power  assets. 

Volkswagen,  Rabbit 
Honda  Accord  4 dr. 
Toyota,  Celica  GT  Cpe. 
Cutlass/Regal 
R iviera 
BMW-320i 


196.00  per  month 

227.00  per  month 
2 1 2.00  per  month 

229.00  per  month 

376.00  per  month 

319.00  per  month 


Datsun  280-ZX 
Audi,  5000S 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Coupe  DeVille 
Mercedes,  380  SL 


294.00  per  month 

328.00  per  month 

418.00  per  month 

426.00  per  month 

394.00  per  month 

770.00  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


<■  Wnwyuxin, 


Home  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 


IN  TEXAS  PLEASE  CALL 

dedicated  to  fsfcmcc  for  the 


TOLL  FREE  - 1-800-442-6005 

fiiCcrf  Profession,  'Tfliroueh  ddjsusm. 
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In  the  TMA  Library 

Avery  GS  (ed):  Drug  Treatment:  Principles  and  Practice  of 
Clinical  Pharmacology  and  Therapeutics , ed  2.  New  York, 
Adis  Press,  1980. 

Bahna  SL,  Heiner  DC:  Allergies  to  Milk.  New  York,  Grune  & 
Stratton,  1980. 

*Bajandas  FJ:  Neuro-ophthalmology  Board  Review  Man- 
ual. Thorofare,  NJ,  Charles  B.  Slack,  Inc,  1980. 

Barile  MF,  Razin  S (eds):  The  Mycoplasmas:  Cell  Biology. 
New  York,  Academic  Press,  1 979,  vol  1 . 

Bernhard  VM,  Towne  JB  (eds):  Complications  in  Vascular 
Surgery.  New  York,  Grune  & Stratton,  1 980. 

Bluestone  R:  Practical  Rheumatology:  Diagnosis  and  Man- 
agement. Menlo  Park,  Calif,  Addison-Wesley  Publishing 
Company,  1980. 

Brown  EG,  Sweet  AY:  Neonatal  Necrotizing  Enterocolitis. 
New  York,  Grune  & Stratton,  1 980. 

Cottrell  JE,  Turndorf  H:  Anesthesia  and  Neurosurgery.  St 
Louis,  The  C.  V.  Mosby  Company,  1980. 

Daughtry  DC  (ed):  Thoracic  Trauma.  Boston,  Little,  Brown 
and  Company,  1980. 

Dundee  JW:  Intravenous  Anaesthetic  Agents.  London,  Ed- 
ward Arnold  Ltd,  1979. 

Eckenhoff  JE  (ed):  Controversy  in  Anesthesiology.  Phila- 
delphia, W.  B.  Saunders  Company,  1979. 

Fiddian-Green  RG,  Turcotte  JG  (eds):  Gastrointestinal  Hem- 
orrhage. New  York,  Grune  & Stratton,  1980. 

Field  M,  * Fordtran  JS,  Schultz  SG  (eds):  Secretory  Diar- 
rhea. Bethesda,  American  Physiological  Society,  1980. 

Gould  L,  Reddy  CVR;  Vasodilator  Therapy  for  Cardiac  Dis- 
orders. Mount  Kisco,  NY,  Futura  Publishing  Company,  1979. 

Helveston  EM,  Ellis  FD:  Pediatric  Ophthalmology  Practice. 
St  Louis,  The  C.  V.  Mosby  Company,  1 980. 


House  WF,  Luetje  CM  (eds ):  Acoustic  Tumors.  Baltimore, 
University  Park  Press,  1 979,  vol  1 ,2. 

Hughes  JG:  Synopsis  of  Pediatrics,  ed  5.  St  Louis,  The  C.  V. 
Mosby  Company,  1980. 

Illingworth  RS:  Common  Symptoms  of  Disease  in  Children , 
ed  6.  Boston,  Blackwell  Scientific  Publications,  1979. 

Kaplan  HI,  Freedman  AM,  Sadock  BJ:  Comprehensive  Text- 
book of  Psychiatry/Ill,  ed  3.  Baltimore,  Williams  & Wilkins, 
1980,  vol  1-3. 

Lewy  R:  Preventive  Primary  Medicine:  Reducing  the  Major 
Causes  of  Mortality.  Boston,  Little,  Brown  and  Company, 
1980. 

Lockey  RF  (ed):  Allergy  and  Clinical  Immunology.  Garden 
City,  NY,  Medical  Examination  Publishing  Co,  Inc,  1979. 

Marshak  RH,  Lindner  AE,  Maklansky  D:  Radiology  of  the 
Colon.  Philadelphia,  W.  B.  Saunders  Company,  1980. 

Menelaus  M:  The  Orthopaedic  Management  of  Spina  Bifida 
Cystica , ed  2.  New  York,  Churchill  Livingstone,  1980. 

Millard  DR  Jr:  Cleft  Craft:  The  Evolution  of  its  Surgery.  Alveo- 
lar and  Palatal  Deformities.  Boston,  Little,  Brown  and  Com- 
pany, 1980,  vol  3. 

Parker  CW  (ed):  Clinical  Immunology.  Philadelphia,  W.  B. 
Saunders  Company,  1980,  vol  1 . 

Ponka  JL:  Hernias  of  the  Abdominal  Wall.  Philadelphia,  W. 

B.  Saunders  Company,  1980. 

* Pritchard  JA,  * MacDonald  PC:  Williams  Obstetrics , ed  16. 
New  York,  Appleton-Century-Crofts,  1980. 

Rathke  FW,  Schlegel  KF:  Surgery  of  the  Spine:  Atlas  of 
Orthopaedic  Operations.  Philadelphia,  W.  B.  Saunders 
Company,  1979,  vol  1 . 

Rosenthal  SR:  BCG  Vaccine:  Tuberculosis-Cancer.  Lit- 
tleton, Mass,  1980. 

Sackett  JF,  Strother  CM  (eds):  New  Techniques  in  Myelog- 
raphy. New  York,  Harper  & Row,  1 979. 


*TMA  member. 
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new  50  mg  tablets. 


Persantine-50 

(dipyridamole) 


21%  savings  cover  25  mg) 


NEW  dosage 
convenience- 
one  tablet  instead 
of  two 


NEW  prescribing 
flexibility — 
Persantine  now 
available  in  three 
strengths.. .25  mg, 
50  mg  and  75  mg 


Persantine®  (dipyridamole) 


INDICATIONS-  Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective:  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  re- 
quirements. The  drug  is  not  intended  to 
abort  the  acute  anginal  attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS  - No  specific  contra- 
indications are  known. 

PRECAUTIONS-Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension.  Persantine  tablets,  25  mg,  con- 
tain FD&C  Yellow  No.  5 (tartrazine)  which  may 
cause  allergic-type  reactions  (including  bron- 
chial asthma)  in  certain  susceptible  individuals. 
The  incidence  of  sensitivity  is  generally  low, 
but  frequently  seen  in  patients  with  aspirin 
hypersensitivity. 

ADVERSE  REACTIONS-Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 


appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initiation 
of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AND  ADMINISTRATION -The  rec- 
ommended dosage  is  50  mg  three  times  a day, 
taken  at  least  one  hour  before  meals.  In  some 
cases,  higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of  side  effects 
is  associated  with  increased  dosage  Clinical 
response  may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg,  50  mg  and  75  mg 
For  complete  details,  please  see  the  full 
prescribing  information. 


Boehringer  Ingelheim  Ltd. 
Ridgefield,  CT  06877 


Pediatric  Drops 

100  mg/ ml 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^polSTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eller,  MD.  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson.  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

'Diplomats  American  Board  of  Allergy  6 Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng.  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn.  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A,  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp  MD 

Dixon  Presnail.  MD  J.  David  Dun-an,  MD 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


TMA  Physicians  Benevolent  Fund 


TMA  Practice  Management  Seminars 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place.  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone.  MD.  FACS 
J.  W.  Tipton.  MD 

GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao.  MD.  FACS.  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood.  MD 

INTERNAL  MEDICINE 

W.  A.  Riley.  MD.  Rheumatology 

R.  S.  Griffin,  MD,  FACP 

V.  T.  Smith.  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 

OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter.  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 

B.  R.  Owen.  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall.  MD 
Bernard  Zilberg.  MD 

CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan.  MD.  ABU 
PODIATRY 

Bradford  Glass.  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire.  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler.  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little.  MD 

D.  W.  Samuelson,  MD 
Tanet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle.  MD 
GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 

GYNECOLOGY 
J.  A.  Wall,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris.  MD 
H.  E.  Secor,  MD 
OPHTHALMOLOGY 
V.  A.  Black.  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 

T.  Henderson.  MD 

ORTHOPEDIC  SURGERY 

E.  T.  Smith.  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches.  MD 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY — Trauma  <S  Burns 
C.R.F.  Baker,  Jr.,  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 
CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 
ENT 

Louis  J.  Renault,  MD 

Texas  Tech  Campus,  4th  <£  Indiana,  Lubbock,  Texas  79430 
Telephone  806  743-2370 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 

6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 

Donald  S.  Crumbo.  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lanme  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  White  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 
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DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek.  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420.  San  Antonio,  Texas  78229 
512  690-8612 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 


Internal  Medicine  & Endocrinology 

7800  Fannin,  Suite  508,  Houston,  Texas  77054;  713  797-9922 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas.  Texas  75230;  214  661-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Buildincj  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 


JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 
8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 
Telephone  214  739-5821 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD.  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Doriman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


General  Surgery 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


Hand  Surgery 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


L.  Lee  Lankford,  MD,  Petter  R.  Carter,  MD, 

Kenneth  P.  Butters,  MD 
HAND  SURGERY  ASSOCIATION 
Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246;  214  823-5351 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main.  Suite  414.  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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SIGURD  C.  SANDZEN.  JR..  MD,  PA 

Hand  Surgery 

Upper  Extremity  Surgery 

Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Bivd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V,  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  60G,  Dallas,  Texas  75231;  214  368-3776 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

9039  Katy  Freeway,  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


Neurology 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho,  MD 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  B100,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy„  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 

EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell.  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


TMA  Physician  Placement  Service 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER.  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal.  MD,  Neurosurgery 

Robert  D.  Schneider.  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD.  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 


SOUTHWEST  NEUROSURGICAL  ASSOCIATES 

Richard  H.  Moiel.  MD 
Frank  S.  Yelin.  MD 
Arthur  Evans,  MD 

Texas  Medical  Center,  #1530  Scurlock  Tower,  6560  Fannin  Street, 
Houston,  Texas  77030 

Memorial  Hospital  Professional  Building,  SW,  7777  Southwest 
Freeway  #942,  Houston,  Texas  77074;  713  777-4570 


TMA  Group  Insurance  Programs 


. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Nuclear  Medicine 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD.  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202.  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD.  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia.  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas.  Texas  75231;  214  692-6941 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge.  Suite  205,  Bellaire,  Texas  77401;  713  666-4224 
6710  Fannin,  Suite  320.  Houston,  Texas  77030;  713  790-1954 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
W'ynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 


Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  <S  JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse.  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene.  Texas  79601 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD 
G.  S.  Gill.  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address;  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology. 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES.  MD  AND  ASSOCIATES 
Pathologists 

Diplomates,  American  Board  of  Pathology 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181.  Ext.  360 

Mailing  Containers  on  Request 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 

MARK  YOUR  CALENDAR  NOW1 


TMA  Leadership  Conference 
Capital  Issues:  Focus  on  '81 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin.  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  Si.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


January  31  — Austin  

TMA  Members  Retirement  Trust 

. . , Another  service  of  your  association 
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TEXAS  MEDICINE 


JOHN  B.  PATTERSON.  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


JOSEPH  P.  FLEMING.  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES  JAMES  L.  MOORE.  MD,  FACS.  PA 

Simon  Fredricks,  MD,  FACS  Diplomate  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  MD  _ 

David  j.  Katrana.  dds,  md  Plastic  and  Reconstructive  Surgery 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery  1213  Hermann  Dr.,  Suite  420, 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575  Houston,  Texas  77004;  713  526-6161 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD,  FACS 
Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 
South  Texas  Surgical  <S  Medical  Center 
4330  Medical  Drive,  Suite  400 
San  Antonio,  Texas  78229;  512  696-0031 


VALENTIN  GRACIA.  MD,  PA. 

FACS,  FIGS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  Fort  Worth,  Texas  76104;  336-0446 


N.  BERKELEY  POWELL,  JR.  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

HU  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave..  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


JOHN  E.  CARTER.  MD,  PA 

Diplomate  American  Board  of  Surgery  Dc?Trr«Vi  i /“t+vyt 

Diplomate  American  Board  of  Plastic  Surgery  i oyClllQli  ^ 

Plastic  Surgery  

Roy  H.  Fanoni  MD 
Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
Judith  H.  Cook,  MD 


7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon.  Corpus  Christi,  Texas  78404;  855-7359 


Jerry  M.  Lewis.  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler.  Texas  75701;  214  593-8296 


Practice  limited  to 

PSYCHIATRY 

4G45  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Harris  M.  Hauser,  MD,  FACP 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th.  Suite  315.  Houston,  Texas  77008;  713  772-4600 


BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood.  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


GULF  COAST  PROFESSIONAL  ASSOCIATES 
IN-PATIENT  ALCOHOL  & DRUG  ABUSE 

lason  D.  Baron,  MD,  Medical  Director 

Deer  Park  General  Hospital,  4525  Glenwood,  Deer  Park,  Texas  77536 
713  479-8440 


HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Psychiatry  & Neurology  donald  l.  paulson,  md,  facs 

Thoracic  Surgery 

STEPHEN  WEISZ,  MD  653  Wadley  Tower,  Dallas,  Texas;  824-3660 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


JOSEPH  H.  LINDSAY,  MD 
Psychiatry-Neurology 

Altick  Surgical  Medical  Building,  5414  Forest  Lane 
Dallas,  Texas  75234;  214  363-0121 


Radiology 


Confidential  counseling  is  available  from 
TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 


. . . Another  service  of  your  association 


Special  Procedures  Including 
Transluminal  Angioplasty 
Emergency  Embolization  for  Hemorrhage 
Epidural  Venography 
C-T  Scanning 

KARL  THORD  DOCKRAY,  MD.  DABR,  ABNM 

Twenty-four  Hour  Page  806-765-7701,  Lubbock,  Texas 
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Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD.  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdori,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C,  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


ROBERT  J.  MURCHISON,  MD 

Diplomate  American  Board  of  Urology 


204  Professional  Arts  Building,  1650  West  Magnolia, 
Fort  Worth,  Texas  76104;  817  921-5131 


Ready  for 
Mt.  St.  Helens, 
Hurricane  Allen, 
Love  Canal. 


Red  Cross:  Ready  for  a new  century. 
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Insulating  your  home  helps 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 

lacilities  for  doing  all  types  ot  surgery  in  new  hospital  as  well  as  oitice 
in  new  clinic  building.  Howard  L Mott  Malone  and  Hogan  Clin  , 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-z67-b361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clime.  Many  benefits  t“°t  S 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361.  

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 

the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 

WANTED;  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  "f w .‘10*P1 . 

Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  iltn 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  7^720;  telephone  915-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians  and 

psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to.  $44,800  plus  $1,000  lor  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity witn  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


TEXAS  NEEDS  DOCTORS.  Several  small  towns  (5,000-25,000)  in  need 
of  family  physicians,  OB/GYN,  internists,  pediatricians,  orthopedic  sur- 
geons and  urologists.  Family  physician,  internist,  pediatrician,  ENT  and 
perinatologist  needed  in  Dallas.  Group  and  solo  opportunities  with  good 
coverage  and  rotation  of  weekends.  Each  town  within  an  hour  from 
city  with  100,000+  population.  Pleasant  climate  with  excellent  recrea- 
tional facilities.  Physicians  in  each  town  will  give  you  referrals  be- 
cause they're  too  busy.  Guarantees  and  other  perks  available.  No  fee. 
Contact  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767;  telephone 
512  476-7129. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con 
tact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Rn-f  f^nrina  7977.0:  tfilftohons  916  267-636i. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatiy  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  matabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 
clinical  programs.  New  6(J-bed  inpatient  unit  for  children.  Liaison  with 
qraduate  schools,  medical  school  and  community  programs.  Stipends 
range  from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits 
Contact  the  Director  of  Residency  Training,  Austin  State  Hospital,  4110 


Guadalupe,  Austin,  Texas  78751. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  range 
from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits.  For 
full  information  write  to:  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


AUSTIN-FP/GP  NEEDED  to  assume  quality  practice  of  recently  deceased 
young  GP  Completely  furnished  office.  Associate  will  introduce.  Please 
reply  to  Ad-971,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIAN  WANTED— family  or  general  practice  for  small  community, 
population  16,000.  Mineola,  Texas.  88  miles  east  of  Dallas,  30  miles 
north  ot  Tyler.  Medicare  and  Blue  Cross  approved.  45-bed  hospital. 
Two  MDs  3 DOs  in  practice.  Office  and  lake  house  available.  12 
months  free  rent.  The  Woodlands  Hospital,  320  Greenville  Avenue, 
Mineola,  Texas  75773. 


NEAR  DALLAS— TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas.  Many  carpool,  others  live  in  or  around  Terrell,  pop. 
14,000,  located  approximately  30  minutes  from  downtown  Dallas.  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700, 
plus  $1000  for  board  certified.  Personnel  Office,  Terrell  State  Hospital, 
P O Box  70  Terrell  Texas  75160;  214  563-6452.  An  EEO/affirmative 


amnlAtf 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919)  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


EMERGENCY  PHYSICIAN— HOUSTON:  To  fill  group  of  three.  Light  but 
growing  load,  excellent  back-up.  Fee-for-service,  excellent  remunera- 
tion. Call  collect  or  write  Leo  N.  Criep,  MD,  Director  of  Emergency 
Services,  Sam  Houston  Hospital,  1624  Pech,  Houston,  Texas  77055; 
713  932-5660. 


PATHOLOGIST:  Certified  in  AP  and  CP  or  eligible.  Special  interest  in 
clinical  pathology  important.  East  Texas  Gulf  coast  area.  Good  fishing 
and  hunting.  275  bed  hospital  with  laboratory  striving  for  excellence. 
Family  practice  residency  program  recently  finalized.  Need  a physician 
with  energy  and  active  interest  in  technologists  and  patients.  Write  or 
call  R E Buchanan,  MD,  St.  Mary  Hospital,  Port  Arthur,  Texas  77640; 
713  985-7431. 


WANTED— FULLTIME  FACULTY  MEMBER:  The  Physicians'  Educational 
Foundation  affiliated  with  The  University  of  Texas  Health  Science 
Center  at  San  Antonio  is  seeking  a full-time  faculty  person  for  their 
Residency  Training  Program  located  in  McAllen,  Texas.  The  program 
is  established  and  is  accredited.  The  faculty  position,  academic  rank 
and  appointment  will  be  with  the  Department  of  Family  Practice, 
Medical  School  UTHSCSA.  Salary  is  negotiable  based  on  credentials 
qualifications  and  experience.  Board  certification  and  a special  interest 
in  internal  medicine  or  obstetrics  is  desirable.  Reply  to  J.  Forrest 
Fitch  MD  Associate  Professor,  Physicians'  Educational  Foundation, 
Inc.,  '1306  Houston  Street,  McAllen,  Texas  78051.  An  equal  employment/ 
affirmative  action  employer.  


PATHOLOGIST:  Certified  in  AP  and  CP  or  eligible  on  a locum  tenens 
basis.  Special  interest  in  clinical  pathology  important.  East  Texas  Gulf 
coast  area.  Good  fishing  and  hunting.  275  bed  hospital  with  laboratory 
striving  for  excellence.  Family  practice  residency  program  recently 
finalized.  Need  a physician  with  energy  and  active  interest  in  tech- 
nologists  and  patients.  Write  or  call  R.  E.  Buchanan,  MD,  St.  Mary 
Hospital,  Port  Arthur,  Texas  77640;  713  985-7431. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  GENERAL  PRAC- 
TICE. Opportunity  for  partnership.  Clinic  adjacent  to  hospital  Clinic 
and  hospital  practice.  Could  use  FP,  surgeon,  or  OB-GYN  willing  to 
do  aeneral  practice.  Good  income.  Close  to  Houston,  Austin,  ban  An- 
tonio.  Contact:  Robert  A.  Youens,  MD,  ABFP,  105  N.  Grohmann, 
Weimar,  Texas  78962;  713  725-8545. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FAMILY  PRACTICE  PHYSICIAN — Small  growing  hospital  will  provide 
attractive  guarantee  and  growth  opportunity  for  the  right  physician. 
Houston,  Texas  suburb  location.  Attention  Joe  Waters,  Administrator, 
Pasadena  Memorial  Hospital,  4040  Red  Bluff  Road,  Pasadena,  Texas 
77503,  713  473-3311. 

EXCELLENT  MEDICAL  PRACTICE  OPPORTUNITY  for  board  certified/ 
eligible  FP  in  rural  service  area,  modern  hospital  and  clinic  in  town 
of  1,800,  two  FPs,  one  surgeon/FP.  Service  area  includes  12,000  pa- 
tients. Satellite  clinic  provides  referral  base.  First  year  guarantee  of 
$50,000.  Reasonable  relocation/interview  expenses,  fringe  benefit  pack- 
age, and  one  year  medical  malpractice  insurance  included.  Located 
on  major  interstate  between  Dallas  and  Houston  in  scenic,  rolling  post 
oak  savannah  of  East  Texas  timberlands.  Excellent  hunting,  fishing, 
water  recreation.  Interested  candidates  call  collect  214  322-4231  or 
write  Gerald  W.  Thorne,  Executive  Director,  Leon  County  Memorial 
Hospital,  Inc.,  P.O.  Box  159,  Buffalo,  Texas  75831. 

BOARD  ELIGIBLE  FAMILY  PRACTITIONER— GEORGETOWN.  TEXAS. 
Established  family  practice  clinic  with  seven  board  certified  family 
practitioners  in  new  facility  adjacent  to  new  sixty  bed  hospital  serving 
population  area  of  approximately  40,000  and  thirty  minutes  from  Austin 
Send  CV  to  Lois  Glass,  Georgetown  Medical  Center,  2100  Scenic  Drive, 
Georgetown,  Texas  78626. 

ROLLING  PINE  HILLS — Garden  city  of  75,000.  Thriving  recreations, 
cultural,  business  and  medical  center  of  northeast  Texas.  Nine-man 
group.  Four  GP/FPs,  3 internists,  2 surgeons.  Replace  retiring  GP.  No 
OB  or  major  surgery.  Full  shareholder  after  on  year.  Contact  Drs.  Ken 
Cushman  or  Bill  Scroggins,  Medical  & Surgical  Clinic,  PA,  1100  South 
Beckham,  Tyler,  Texas  75701. 

ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  for 
Director  of  Residency  Training  in  newly  developed  satellite  program 
at  Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest 
include  teaching,  patient  care,  administration  and  research.  Rank  and 
salary  commensurate  with  qualifications.  Curriculum  vitae  and  three 
references  are  required.  Please  send  to:  Mr.  Dale  A.  Smith,  Assistant 
Administrator,  Ancillary  Services,  St.  Mary  Hospital,  3600  Gates  Boule- 
vard, Port  Arthur,  Texas  77640.  Equal  employment  opportunity  (M/F/H) 
affirmative  action  employer. 


AUSTIN,  TEXAS — Growing  multispecialty  group.  Space  available  May 
1981  for  family  practice,  ENT,  ophthalmology,  orthopedist,  allergy, 
dermatology,  internal  medicine.  Please  reply  to  Ad-170,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  BOARD  CERTIFIED  or  board  eligible  neurosurgeon  to  join 
two  established  neurosurgeons  in  Texas.  Full  diagnostic  facilities 
available.  Corporation  benefits  including  profit  sharing  available. 
Please  reply  to  John  C.  O'Loughlin,  MD,  The  Neurological  Clinic,  1818 
Pine  Street,  #127,  Abilene,  Texas  79601. 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


WANTED:  FAMILY  PRACTITIONER,  1960  area.  Telephone  number  713 
467-7400. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic.  Fully  equipped. 
City  of  4500.  New  hospital  and  new  schools.  Luther  R.  Gohlke,  MD 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  telephone  817-647-1182. 


FP  TO  ASSOCIATE  WITH  CURRENT  FP  in  west  Texas  town  with  draw- 
ing area  of  4000+ , oil-gas,  agribusiness,  stable.  Net  above  national 
average,  no  start-up  cost  and  minimal  overhead  when  established-  New 
clinic  in  construction  next  to  best  equipped  small  hospital  in  Texas. 
Excellent  opportunity  for  physician  wanting  the  good  life.  Please  reply 
to  Ad-178,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 


FAMILY  PRACTICE:  EXCEPTIONAL  PRACTICE  OPPORTUNITY  avail- 
able immediately  in  suburban  Fort  Worth.  Contact  P.  D.  Abbott,  MD, 
3658  Rufe  Snow  Drive,  Fort  Worth,  Texas  76118. 


CURRENT  OPENINGS — Anes,  ENT,  ER,  GP,  GS  (one  with  periph.  vase, 
training),  FP  (with  and  without  OB),  IM  (gen.  and  sub-spec.),  Pedi 
and  Eye.  Inquire:  Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician 
Placement  Service,  5500  North  Braeswood,  No.  177,  Houston,  Texas 
77096;  713-729-6068. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas,- 
telephone  817-422-4540. 


CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person. 
State  benefits.  Merit  System  position.  Equal  opportunity  employer. 
Contact  C.  R.  Allen,  Jr.,  MD,  1100  West  49th  Street,  Austin,  Texas  78756 
512-458-7668. 


LOVELY  SOUTHWESTERN  CLIMATE — Multispecialty  group  seeking  in- 
ternist, OB/Gyn,  family  practice  physicians.  Substantial  guarantee 
Contact  Talton  Francis,  El  Paso  Medical-Surgical  Associates,  PA,  10301 
Gateway  West,  El  Paso,  Texas  79925. 


LOCUM  TENENS  WANTED  for  solo,  private,  general  practice  in  Ballin- 
ger, Texas  for  the  month  of  February  1981.  James  A.  Griswold,  MD, 
P.O.  Box  470,  Ballinger,  Texas  76821;  915-365-2545. 


Situations  Wanted 


YOUNG  INTERNIST,  ABIM  taken  in  September,  1980,  seeking  private 
group  or  hospital  based  practice  in  general  internal  medicine  Desires 
Dallas  and  vicinity.  Please  reply  to  Ad-172,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST  50 — Well  rounded.  Previous  fellowship  in  cardiovascular 
and  neuroradiology.  Expertise  in  all  facets  of  special  procedures. 
Presently  director  of  neuroradiology  and  special  procedure  section  of 
large,  busy  university  affiliated  hospital.  All  reasonable  offers  are 
considered.  Please  reply  to  Ad-173,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


AP6.CP  BOARD  CERTIFIED  PATHOLOGIST,  42  years  old,  seeking  op- 
portunity where  there  is  a real  need  for  a Texas  trained  pathologist. 
Excellent  track  record.  Prefer  metropolitan  area  but  will  consider  other 
locations.  Reply  to  Ad-175,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


INTERNIST/GASTROENTEROLOGIST  available  for  full  time  or  part 
time  association  in  the  greater  Dallas  area  immediately.  Please  reply 
to  Ad-176,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PEDIATRIC  ALLERGIST  INTERESTED  in  associating  with  two  or  three 
other  pediatricians  in  a large  city  for  a referral  practice.  Canadian 
born  and  trained;  49  years  old.  Reply  to  Ad-177,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GASTROENTEROLOGIST/INTERNIST:  Board  certified  in  internal  medi- 
cine, board  eligible  in  gastroenterology.  University  trained.  Experienced 
in  all  endoscopic  procedures  including  laparoscopy,  esophageal  mano- 
metry. Available  by  July  1981.  Seeks  solo  type  of  practice,  associate 
partnership  considered.  Please  reply  to  Ad-179,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78/01. 


44  YEAR  OLD  BOARD  CERTIFIED  OBSTETRICIAN-GYNECOLOGIST,  li- 
censed in  Texas  and  actually  practicing  in  New  York,  desires  to  relo- 
cate to  the  Sunbelt  and  purchase  lucrative  Ob-Gyn  practice  in  southern 
Texas.  Prefers  suburban  metropolitan  Houston  or  San  Antonio,  other 
location  is  considered.  Association  with  other  Ob-Gyn(s)  is  also  con- 
sidered. Please  reply  to  Ad-181,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST — Board  certified.  Can  do  family  practice.  Wish  to 
relocate.  Please  reply  to  Ad-180,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  ana  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


PATHOLOGIST,  AP-CP  CERTIFIED  seeks  independent  laboratory  or 
group  practice  (licensed  in  Texas).  Please  reply  to  Ad-182,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL/DENTAL  OFFICE  SPACE  available.  1200  sq.  ft.  across  from 
Henderson  County  Memorial  Hospital  in  Athens,  Texas.  For  more  in- 
formation call  214  675-7933. 


DALLAS — The  Minor  Emergency  Clinic  in  Garland  is  available  week- 
days. Fully  equipped  with  x-ray  and  office  lab,  and  an  excellent  loca- 
tion. Paid  night/weekend  work  and  hospital  guarantees  available.  Will 
rent  on  a percentage  or  fixed  basis.  Dean  Peyton,  817  265-6561. 


PLAZA  DEL  ORO,  HOUSTON — Excellent  location  adjacent  to  Astrodome 
with  ample  free  parking,  five  minutes  to  Texas  Medical  Center.  Two 
suites  available  for  lease,  1300-1500  and  2800  square  feet  with  occu- 
pancy February  1981.  X-ray  available  in  building.  Perfect  for  primary 
care  physicians.  Contact  Eric  Orzeck,  MD,  713  797-9922. 


OFFICE  SPACE  FOR  LEASE — 3800  sq.  ft.  office  space  available  to  any 
individual  willing  to  assume  lease  and  purchase  leasehold  improve- 
ments and  equipment.  Fully  equipped  with  diagnostic  radiographic 
facilities,  minor  surgery  and  or  minor  emergency,  executive  and  busi- 
ness offices  Excellent  opportunity  for  anyone  wishing  to  relocate  in 
the  Sun  Belt  area.  Located  in  a rapidly  growing  North  Dallas  com- 
munity with  access  to  a modern  200  bed  community  hospital,  fully 
equipped  and  staffed.  Health  of  practitioner  demands  early  release  of 
practice  responsibilities.  Please  reply  to  Ad-167,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  OFFICE  FOR  SALE:  Excellent  practice  opportunity.  One  or 
two  doctor  medical  office  (2442  square  feet),  equipment,  and  supplies 
for  sale  Can  be  expanded.  Payoff  loan,  insurance,  and  taxes  at  about 
17 <£  sa.  ft.  Family  or  industrial  practice.  Contact  Don  Marples,  MD,  209 
Pine  Tree  Road,  Longview,  Texas;  office  214  759-4458;  home  214-759-4231. 


HOUSTON — Well  established  and  lucrative  three  year  practice  of  in- 
ternal medicine.  Urban,  minority,  central  and  within  minutes  of  major 
medical  center.  1,250  square  feet  with  x-ray  and  lab.  Retiring  physician. 
Terms  negotiable  Please  reply  to  PGY,  P.O.  Box  79496,  Memorial  Park 
Station,  Houston,  Texas  77024. 


VAIL,  CO.,  CONDO  FOR  RENT,  3 bedrooms,  3 baths,  3 parking  spaces. 
Furnished  including  kitchen,  linens.  One  block  from  tows  and  cen+er 
of  town  Sleeps  8.  $200  night  minimum  5 nights.  Dale  M Atkins,  MD, 
303-985-1324. 


Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $lu0,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Nearly  $2  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,'  Austin 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 
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YOUR  NEW  LITTLE  BLACK  BOOK 


"'Hilt 


Everyone  needs  a little  black  book.  A special 
place  to  keep  the  names  and  numbers  of  the 
people  you  call  most  often.  An  easy-to-use 
reference  that  saves  you  time  during  your  busy 
work  day. 

Now  let  us  show  you  our  new  little  black 
book.  The  Touch-a-matic®  telephone  from 
Southwestern  Bell.  It’s  designed  especially 
for  you. 


busy  signals  by  remembering  the  last  number 
you  dialed  manually. 

Add  a Speakerphone  to  your  new  little  black 
book  and  you  have  the  convenience  of 
hands-free  calling.  Listen  and  talk  while  you 
write,  use  your  calculator,  search  files  or  move 
around  your  office.  The  Speakerphone  can  also 
make  any  call  an  on-the-spot  conference  call  for 
everyone  in  your  office. 


The  Touch-a-matic  telephone  works  just  like  a 
little  black  book  — only  better.  It  memorizes  31 
of  the  local  or  Long  Distance  numbers  you  call 
most  often  — and  dials  them  for  you  at  the 
touch  of  a button.  It  also  takes  the  hassle  out  of 


To  order  your  new  little  black  book  — the 
Touch-a-matic  telephone  — simply  call  us  toll 
free  at  1-800-442-7148,  EXT.  024. 

It’s  the  black  book  everyone  needs. 
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Southwestern  Bell 


TEXAS  MEDICINE 


Emergency  Medicine— ^ 
to  the  Rescue 

If  your  emergency  department 
needs  resuscitation  to  provide  your 
patients  with  the  service  and  exper- 
tise they  deserve,  MEDSECO  can 
help. 

One  of  the  largest  consultant/ 
placement  firms  in  the  nation, 
MEDSECO  specializes  in  emergency 
medicine — matching  the  needs  of 
your  emergency  department  with 
the  right  physician  to  do  the  job. 

For  more  information  on  our 
placement/referral  services,  call  us 
now — in  confidence — without  cost, 
without  obligation. 


w 


Medical  Search  Consultants,  Inc. 

12605  East  Freeway,  Suite  608 
Houston,  Texas  77015 
800/231-7888  713/451-2222  (Texas) 

/MEDSECO 


m General/ 
Family 
Practitioners 

RURAL  LIVING  AT  ITS  BEST 


You’re  needed 
No  stresses  for  you 
or  your  family 


Strong  economy 
Progressive  spirited 
community 


All  this  and  more  for  the  GENERAL  PRACTITIONER  who  seeks 
community  involvement  and  direct  impact  on  the  health  care  system. 
It's  in  a small  West  Texas  community  40  miles  from  Midland/Odessa 
with  a 49-bed  full  service  hospital  facility. 

We  offer  private  practice  opportunity,  guarantees,  travel  and  relocation 
expenses.  If  you  are  interested  in  practicing  in  this  type  of  environment 
please  send  your  curriculum  vitae  or  call  collect,  attn:  Jean  Walker. 
HOSPITAL  AFFILIATES  MANAGEMENT  COMPANY,  6225  U S. 
Highway  290  East.  Austin,  Texas  78723.  (512)  458-4291 


f Hospital  Affiliates 

international  ..  . 
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be  considered  an  endorsement  or  approval  by  the  Texas  Medi- 
cal Association  of  the  product  or  service  involved. 
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INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  of  the 
greater  Dallas  area.  Its  physician  provider  group,  North  Central  Texas  Independent  Practice  Associa- 
tion, P.A.  (NCT1PA),  has  positions  available  for  primary  care  internists,  pediatricians  and  obstetricians/ 
gynecologists. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful 
HMOs  in  Arizona,  California  and  Florida,  and  which  has  become  established  as  an  innovative  leader  in 
the  health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 
aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 
“Big  D,”  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

6350  L.B.J.  Freeway,  Suite  #248 
Dallas,  Texas  75240 


PHYSICIANS 

One  of  America’s  largest  health  care 
corporations  is  currently  seeking  a 
part-time  Physician  for  our  Plasma 
Donor  Center  located  in  Houston. 
Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation  when  regular 
Staff  Physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we 
will  consider  licensed  but  non-practicing 
Physicians  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For 
further  information  please  send  curri- 
culum vitae  to  Curtis  Doyle: 


Alpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 

1520  Capitol,  Houston,  TX  77002 
(713)  225-9177 

Equal  Opportunity  Employer  M/F 


TEXAS,  AUSTIN  . . . 

HIGH  VOLUME 
EMERGENCY  DEPARTMENT 


50,000  plus  visits/yr.  desires  qualified 
emergency  physician  with  good  experi- 
ence and  references.  Must  be  able  to  han- 
dle heavy  patient  load  efficiently  and 
rapidly.  Independent  subcontractor  on  a 
fee-for-service  basis,  malpractice  pro- 
vided via  group  policy. 


Contact:  Joan  McGiff,  897  MacArthur 
Blvd.,  San  Leandro,  CA  94577 
800  227-2092  or  415  638-3979 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


FEBRUARY 

Anesthesiology 

Feb  20-22,  1981 

1981  Anesthesiology  Refresher  Course,  Lubbock  Fee TBA  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Rita  Chrane, 
Office  of  Continuing  Medical  Education,  Texas  Tech  Univ  HSC  Lub- 
bock, TX  79430  806/743-2929 

Family  Medicine 

Feb  1-7,  1981 

Family  Practice  Review.  Holiday  Inn,  Galveston.  Fee  $350.  Category 
1 , AMA  Physician’s  Recognition  Award;  45.5  hours.  Contact  Sue 
Moreno,  Office  of  Continuing  Medical  Education,  Gail  Borden  Bldg, 
UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

General  Medicine 

Feb  1, 1981 

Pulmonary  Function.  Austin  Marriott  Hotel,  Austin.  Fee  $75,  TMA 
members;  $80,  nonmembers.  Category  1 , AMA  Physician’s  Rec- 
ognition Award.  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
Session  and  Scientific  Programming,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705  512/477-6704 

Feb  1, 1981 

Fluid  and  Electrolytes.  Austin  Marriott  Hotel,  Austin  Fee  $75,  TMA 
members;  $80,  nonmembers.  Category  1 , AMA  Physician's  Rec- 
ognition Award  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
Session  and  Scientific  Programming,  TMA,  1905  N Lamar  Blvd, 
Austin,  TX  78705  512/477-6704 

Feb  6-7,  1981 

Sports  Medicine  Conference.  South  Park  Inn,  Lubbock.  Fee  $100, 
physicians;  $50,  nonphysicians.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

Feb  13,  1981 

Problems  of  the  Aging  Female.  Stouffer’s  Greenway  Plaza,  Houston. 
Fee  $50.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sherry  Smith,  Division  of  Continuing  Education,  UTHSC  at  Houston 
Box  20367,  Houston,  TX  77025  713/792-4671 

Feb  19-20,  1981 

Alcoholism  and  the  Professional.  Texas  Tech  Univ  Regional  Aca- 
demic Health  Center,  El  Paso.  Fee  TBA,  Category  1 , AMA 
Physician’s  Recognition  Award.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  Univ  HSC,  Lubbock,  TX 
79430  806/743-2929 

Feb  21, 1981 

Law  and  Social  Work:  Application  to  Medical  Practice.  UT  Thompson 
Center,  Austin.  Fee  $20,  physicians;  $10,  others.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP;  CEARP;  4 hours.  Contact 
Marianne  Foley,  CTMF,  1 500  East  Ave,  Austin,  TX 
78701  512/476-6461 

Geriatrics 

Feb  28-March  1 , 1981 

Geriatric  Medicine:  Selected  Topics  for  the  Practicing  Physician.  UT 


Health  Science  Center  at  San  Antonio.  Fee  $1 00.  AAFP;  AOA;  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  12  hours.  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

Hyperbaric  Medicine 

Feb  7-15,  1981 

Advancing  Course  on  the  Medicine  of  Sport  Scuba  Diving.  Bonarie, 
Netherland  Antilles.  Fee  TBA.  Category  1 , AMA  Physician's  Recog- 
nition Award;  Category  1 , ACEP,  25  hours.  Contact  Jefferson  C. 
Davis,  MD,  Hyperbaric  Medicine,  Methodist  Plaza,  4400  Medical  Dr, 
San  Antonio,  TX  78229  512/696-7293 

Obstetrics  & Gynecology 

Feb  1981 

Ob/Gyn  Seminar.  Texas  Tech  Univ  Regional  Academic  Health  Cen- 
ter, El  Paso.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Susan  Larson,  Texas  Tech  Univ  Regional  Academic 
Health  Center,  4800  Alberta,  El  Paso,  TX  79905  91 5/533-3020 

Pathology 

Feb  9-13,  1981 

Advanced  Microbiology:  Recent  Developments  and  New  Frontiers. 

Adam's  Mark  Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  31 .5  hours.  Contact  Administrative 
Assistant,  Educational  Center  Programs,  American  Society  of 
Clinical  Pathologists,  2100  W Harrison  St,  Chicago,  IL  60612 
312/738-1336 

Feb  20-21,  1981 

Immunologic  Lung  Disease  in  Industry.  Cullen  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $200.  AAFP;  Category  1 , AMA 
Physician’s  Recognition  Award,  ASCP;  13  hours.  Contact  Carol  Ber- 
man, Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Pediatrics 

Feb  12-13,  1981 

Pediatric  Postgraduate  Symposium  on  Allergy  and  Immunology. 

Marriott  Hotel-Astrodome,  Houston.  Fee  $145,  physicians;  $72.50, 
non-Baylor  residents,  fellows,  nurses  AAFP;  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  13  hours.  Contact  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Feb  19-20,  1981 

Permian  Basin  Perinatal  Conference.  Midland-Odessa  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univ 
HSC,  Lubbock,  TX  79430  806/743-2929 

Psychiatry 

Feb  9-10,  1981 

Prevention  in  Mental  Health  and  Mental  Retardation.  El  Mercado  in 
San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Gary  V.  Sluyter,  PhD,  Conference  Coord,  Texas  Re- 
search Institute  of  Mental  Sciences,  1 300  Moursund,  Houston,  TX 
77030  713/797-1976 

Radiology 

Feb  2-6,  1981 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston.  Fee  $400.  Category  1 , 
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AMA  Physician's  Recognition  Award.  Contact  Gloria  Roberts,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Houston,  Box  20367, 
Houston,  TX  77025  713/792-4671 

Feb  2-6,  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M D Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee  $300 
practicing  radiologists,  $100,  radiology  residents.  Category  1,  AMA 
Physician's  Recognition  Award;  American  College  of  Radiology; 
American  Society  of  Radiologic  Technologists.  Contact  David  D 
Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diagnostic  Radiol- 
ogy, M.D.  Anderson  Hospital  and  Tumor  Institute,  Texas  Medical 
Center,  Houston,  TX  77030 

Surgery 

Feb  5-7,  1981 

Surgical  Update — 1981.  Plaza  of  the  Americas  Hotel,  Dallas.  Fee 
$300,  physicians;  $125,  trainees.  AAFP,  Prescribed;  Category  1 , 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Erwin  Thai, 
MD,  Dept  of  Surgery,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214/688-3531 

Feb  6-8,  1981 

Singleton  Surgical  Society,  Annual  Scientific  Meeting.  Four  Seasons 
Plaza  Nacional,  San  Antonio.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Kathryn  Sapio,  UT  Medical 
Branch,  Galveston,  TX  77550  713/765-4807 

MARCH 

Arthritis  & Rheumatism 

March  6,  1981 

Recent  Advances  in  Rheumatic  Diseases.  Astrodome  Marriott  Hotel, 
Houston.  Fee  $75,  physicians;  $40,  non-Baylor  residents,  fellows, 
nurses.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours. 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Cardiovascular  Disease 

March  1981 

Prevention  of  Cardiovascular  Disease — Update  1981 . Sid  Richard- 
son Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Fee 
TBA.  Contact  Susan  Rounsaville,  Research  and  Education  Div, 

Scott  and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX 
76580  817/774-2111  ext  2364 

March  12-14,  1981 

Prevention,  Diagnosis,  and  Management  of  Coronary  Artery  Dis- 
ease in  the  80s.  Hilton  Palacio  del  Rio,  San  Antonio.  Fee  $1 25. 
AAFP;  AOA;  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

Family  Medicine 

March  26-28,  1981 

1 4th  Annual  Medical-Surgical  Conference  of  the  Rio  Grande  Valley 
of  Texas.  Civic  Center  Auditorium,  McAllen.  Fee  $75,  physicians; 
$25,  nurses;  no  fee  for  residents  and  medical  students.  AAFP, 
Prescribed;  16  hours.  Contact  J.  Forrest  Fitch,  MD,  817  Quince, 
McAllen,  TX  78501  512/631-5411 


General  Medicine 

March  5-7,  1981 

8th  Annual  Symposium  on  Sports  Medicine.  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  $90,  physicians;  $50,  coaches,  physical 
therapists,  trainers.  Contact  Marilyn  Rennels,  Office  of  Continuing 
Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512/691-7291 

March  5-8,  1981 

Titus  Harris  Society,  Scientific  Meeting.  Marriott's  Hotel  Galvez,  Gal- 
veston. Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  77550 
713/765-2934 

March  6-7,  1981 

Urology  for  Primary  Care  Physicians.  UT  Medical  Branch,  Gal- 
veston Fee  TBA,  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch.  Galveston,  TX  77550 
713/765-2934 

March  7,  1981 

Abbe  Ledbetter  Memorial  Lecture.  Clinical  Science  Auditorium,  UT 
Medical  Branch,  Galveston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour.  Contact  Sue  Moreno,  Office  of  Con- 
tinuing Medical  Education,  Gail  Borden  Bldg,  UT  Medical  Branch, 
Galveston,  TX  77550  713/765-2934 

March  20-21,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio  Fee  TBA  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

March  21,  1981 

Epilepsy.  Texas  Tech  Univ  Regional  Academic  Health  Center,  El 
Paso.  Fee  TBA.  Contact  Susan  Larson,  Texas  Tech  Univ  Regional 
Academic  Health  Center,  4800  Alberta,  El  Paso,  TX  79905 
915/533-3020 

Neurology 

March  26-28,  1981 

9th  Neuromuscular  Disease  Symposium.  Houston  Fee  TBA  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Carol  Berman, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713/790-4941 

Obstetrics  & Gynecology 

March  26-28,  1981 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology, and  Contraception  (Taught  entirely  in  Spanish).  UT 

Health  Science  Center  at  San  Antonio.  Fee  $250  AAFP;  AOA;  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  18  hours;  ACOG,  18 
Cognates.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

March  27-28,  1981 

High  Plains  Perinatal  Association  4th  Annual  Perinatal  Seminar.  Re- 
gional Academic  Health  Center,  Amarillo.  Fee  $20,  physicians;  $5, 
students.  AAFP;  CEARP;  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Lacretia  Hamilton,  Office  of  Continuing  Medical  Ed- 
ucation, Texas  Tech  University  Regional  Academic  Health  Center, 
1400  Wallace  Blvd,  Amarillo,  TX  79106  806/358-3101  ext  33 
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Oncology 

March  27-28,  1981 

Cancer:  Current  Concepts.  UT  Medical  Branch,  Galveston,  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award  Contact  Sue 
Moreno,  Office  of  Continuing  Medical  Education,  Gail  Borden  Bldg, 
UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Orthopedics 

March  9-13,  1981 

Instructional  Course  on  Lower-Limb  Orthotics.  Dallas  Fee  TBA.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award,  Contact  A.  Bennett 
Wilson,  Jr,  Div  of  Orthopedics,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-3525 

Pathology 

March  30— April  3,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antonio.  Fee  $395,  Category  1 , AMA 
Physician's  Recognition  Award;  Category  1A,  ACCENT,  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -7291 

Pediatrics 

March  19-21,  1981 

1st  Annual  National  Pediatric  Infectious  Disease  Seminar.  Las 

Vegas,  Nev.  Fee  $225  if  received  by  Dec  1 5;  $275  for  later  registra- 
tion. Category  1 , AMA  Physician's  Recognition  Award;  15  hours. 
Contact  George  H.  McCracken,  Jr,  MD,  or  John  D Nelson,  MD, 

Dept  of  Pediatrics,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd  Dallas 
TX  75235  214/688-3439 

March  19-21 , 1981 

Pediatric  Urology.  Fairmont  Hotel,  Dallas.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award;  1 6 hours  minimum  Contact  Jean 
Greiner,  Prog  Coord,  Office  of  Education,  American  Urological  As- 
sociation, Box  1 1 29,  Aspen,  CO  81 61 1 

March  26-28,  1981 

General  Pediatrics.  Holiday  Inn/Emerald  Beach,  Corpus  Christi  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact 
Judy  C.  Hambourger,  Coord  of  Continuing  Education,  American 
Academy  of  Pediatrics,  Box  1034,  Evanston,  IL  60204 

Psychiatry 

March  26-27,  1981  (Date  changed  from  Jan  22-24,  1981) 

Anorexia  Nervosa — 5th  Annual  Psychiatry  Symposium.  El  Paso  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univ 
HSC,  Lubbock,  TX  79430  806/743-2929 

Radiology 

March  2-6,  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M D Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee  $300, 
practicing  radiologists;  $1 00,  radiology  residents.  Category  1 , AMA 
Physician's  Recognition  Award;  American  College  of  Radiology; 
American  Society  of  Radiologic  Technologists.  Contact  David  D 
Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diagnostic  Radiol- 
ogy, M D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner  Dr 
Houston,  TX  77030  713/792-2712 


March  5-7,  1981 

Radiology  of  the  Acutely  III  and  Injured  Patient:  Update  1981.  Gal- 
leria Plaza  Hotel,  Houston.  Fee  $225,  $150,  residents  with  letter  from 
dept  head.  Category  1 , AMA  Physician's  Recognition  Award,  ACEP. 
1 7 hours.  Contact  Sherry  Smith,  Office  of  Continuing  Education,  UT 
Medical  School,  Box  20708,  Houston,  TX  77025  713/792-5346 

Surgery 

March  19-21,  1981 

Plastic  Surgery  for  the  General  Surgeon.  UT  Medical  Branch,  Gal- 
veston. Fee  TBA  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  75550 
713/765-2934 

APRIL 

Anesthesiology 

April  3-5,  1981 

Anesthetic  Management  of  the  Trauma  Patient.  Marriott  Hotel, 

San  Antonio.  Fee  $350.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Family  Medicine 

April  27-May  1 , 1981 

Review  Course  in  Family  Practice.  Marriott  Hotel-Astrodome,  Hous- 
ton Fee  TBA  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Margaret  Klug,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Gastroenterology 

April  22-25,  1981 

Problemsolving  in  Gastroenterology — Update  1981.  Driskill  Hotel, 
Austin.  Fee  $240,  ACP  members,  FACP  residents  & fellows;  $320, 
nonmembers;  $1 70,  ACP  associates.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Walter  P.  Dyck,  MD,  Scott  & White  Me- 
morial Hospital,  2401  S 31  St,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2237 

General  Medicine 

April  10-11,  1981 

UT  Medical  Branch  Homecoming.  Clinical  Science  Auditorium,  UT 
Medical  Branch,  Galveston  Fee  TBA.  Contact  Sue  Moreno,  Office 
of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch,  Galveston,  TX  77550  713/765-2934 

April  16-18,  1981 

Patient  Education.  UT  Medical  Branch,  Galveston.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Sue  Moreno, 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

April  24-25,  1981 

Musculoskeletal  Disease  in  the  Primary  Care  Office.  Zale  Lecture 
Hall,  UT  Health  Science  Center  at  Dallas.  Fee  TBA.  Category  1 , 

AMA  Physician's  Recognition  Award.  Contact  Div  of  Continuing  Ed- 
ucation, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 
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April  25-27,  1981 

Infectious  Diseases.  UT  Health  Science  Center  at  San  Antonio.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Mar- 
ilyn Rennels,  Office  of  Continuing  Education,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

Ophthalmology 

April  25,  1981 

Ophthalmology— 9th  Malcolm  McCullough  Lecture,  1 5th  Annual 
Postgraduate  Course.  UT  Medical  Branch,  Galveston.  Fee  TBA.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award.  Contact  Sue  Moreno, 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Orthopedics 

April  9-11,  1981 

1 7th  Annual  Orthopedic  Symposium:  Children's  Orthopedics,  Part  II 

Warwick  Hotel,  Houston.  Fee  TBA  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Sherwin  Siff,  MD,  7000  Fannin,  20th 
Floor,  Houston,  TX  77030 

Pediatrics 

April  13-17,  1981 

Pediatric  Intensive  Care.  UT  Health  Science  Center  at  Dallas.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
Linda  Spino,  PhD,  Division  of  Continuing  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  21 4/688-21 66 

Physical  Medicine  & Rehabilitation 

April  20-30,  1981 

1 5th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Jaworski  Classroom,  Baylor  College  of  Medicine,  Hous- 
ton. Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Psychiatry 

April  3-4,  1981 

Medical  Update  for  Psychiatrists.  Marriott  Hotel-Astrodome,  Hous- 
ton. Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Radiology 

April  6-10,  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M.D.  Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee  $300, 
practicing  radiologists;  $1 00,  radiology  residents.  Category  1 , AMA 
Physician’s  Recognition  Award;  American  College  of  Radiology; 
American  Society  of  Radiologic  Technologists.  Contact  David  D. 
Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diagnostic  Radiol- 
ogy, M.D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner, 
Houston,  TX  77030  713/792-2712 

Surgery 

April  29-May  1,  1981 

Gary  Wratten  Symposium.  El  Tropicano  Hotel,  San  Antonio.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact  LTC 
Robert  G.  Jones,  Brooke  Army  Medical  Center,  Fort  Sam  Houston, 
Texas  78234  51 2/221 -3000  or  3798 


MAY 

Family  Medicine 

May  21,  1981 

Family  Practice  Preceptorship.  San  Antonio.  Contact  Marilyn  Ren- 
nels, Office  of  Continuing  Education,  UTHSC  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -7291 

May  22-24,  1981 

Family  Practice  Recertification  Review.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

General  Medicine 

May  1-2,  1981 

Clinical  Laboratory  Medicine.  Galveston.  Contact  Sue  Moreno,  Of- 
fice of  Continuing  Education,  Gail  Borden  Bldg,  UT  Medical  Branch, 
Galveston,  TX  77550  713/765-2934 

May  3-6,  1981 

1981  Latin  American  Symposium  on  Recent  Advances  in  Anesthe- 
siology (Taught  entirely  in  Spanish).  San  Antonio.  Contact  Marilyn 
Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

May  22-23,  1981 

Vascular  Disease  for  the  Primary  Care  Physician.  Galveston  Con- 
tact Sue  Moreno,  Office  of  Continuing  Education,  Gail  Borden  Bldg, 
UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Internal  Medicine 

May  26-29,  1981 

Update  in  Internal  Medicine.  Dallas.  Contact  Linda  Spino,  PhD,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-2166 

Ophthalmology 

May  6-9,  1981 

Closed  Approach  to  Intraocular  Surgery.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Orthopedics 

May  7-9,  1981 

The  Multiply  Injured  Adult  with  Complex  Fractures.  Dallas.  Contact 
June  Bovill,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  21 4/688-2166 

May  14-16,  1981 

Arthroscopic  Meniscectomy.  Dallas.  Contact  Linda  Spino,  PhD,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-2166 

Pathology 

May  18-22,  1981 

Non-Gynecologic  Cytopathology.  Dallas.  Administrative  Assistant, 
Educational  Center  Programs,  American  Society  of  Clinical  Patholo- 
gists, 21 00  W Harrison,  Chicago,  IL  6061 2 31 2/738-1336 

Perinatology 

May  21,  1981 

1st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  Risk.San 
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Antonio,  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Radiology 

May  14-16,  1981 

Baylor  Annual  Radiology  Conference — 1981 . Houston  Contact 
Margaret  Klug/Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

JUNE 

Internal  Medicine 

June  18-20,  1981 

Review  in  Internal  Medicine.  Houston.  Contact  Carol  Berman,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Ophthalmology 

June  25-26,  1981 

Ophthalmology  Two-Day  Clinical  Conference.  San  Antonio.  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -7291 

Obstetrics  & Gynecology 

June  4-6,  1981 

Colposcopy  Tutorial.  Dallas.  Contact  June  Bovill,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  214/688-2166 

Pediatrics 

June  6-7,  1981 

Pediatric  Review  Course.  Houston.  Contact  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

June  11-12,  1981 

1 5th  Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar.  Dallas.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Eva 
Rydelnik,  Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  — Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso  Cate- 
gory 1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 


Temple.  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursday- Friday  (1/8—9/81  — 12/17-1 8/81 ) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/25/80-5/2/81) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $1 50.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician's  Rec- 
ognition Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  71 3/790-4941 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


FEBRUARY 

American  Academy  of  Orthopaedic  Surgeons,  Las  Vegas,  Feb 
26-March  3,  1981 . Charles  V.  Heck,  MD,  444  N Michigan  Ave,  Chi- 
cago, IL  6061 1 

American  College  of  Nuclear  Physicians,  New  Orleans,  Feb  11-14, 
1981 . J A.  McBain,  1101  Connecticut  Ave,  Washington,  DC  20036 

American  College  of  Psychiatrists,  Tucson,  Ariz,  Feb  15-19,  1 981 
H.  H.  Work,  MD,  1700  18th  St  NW,  Washington,  DC  20009 

■American  Group  Psychotherapy  Association,  Houston,  Feb  10-14, 
1981.  Marsha  Block,  1 995  Broadway,  1 4th  Floor,  New  York,  NY 
10023 

American  Hospital  Association,  Washington,  DC,  Feb  1 -4,  1981 . I. 
Kraus,  Providence  Hospital,  1 1 50  Varnun  St  NE,  Washington,  DC 
20017 

American  Society  for  Parenteral  and  Enteral  Nutrition,  New  Orleans, 
Feb  2-5,  1981 . Kristi  Rode,  1025  Vermont  Ave  NW  Suite  810,  Wash- 
ington, DC  20005 

■International  Academy  of  Preventive  Medicine,  Dallas,  Feb  25- 
March  1 , 1 981 . Joseph  A.  Nowell,  1 0409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024 

MARCH 

American  Academy  of  Allergy,  San  Francisco,  March  7-11,  1981 . D. 
L McNeil,  61 1 E Wells  St,  Milwaukee,  Wl  53202 
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Preparation  of  the  “Continuing  Education  Directory"  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 


■ American  College  of  Obstetricians  & Gynecologists,  Texas  Sec- 
tion. Fort  Worth,  March  5-7,  1981 . Harold  W Brumley,  MD.  1201  W 
38th  St.  #109,  Austin,  TX  78705 

■ American  Medical  Student  Association,  Houston,  March  25-29, 
1981  P,  R.  Wright,  14650  Lee  Rd,  Box  131 , Chantilly,  VA  22021 

American  Society  of  Abdominal  Surgeons,  Tampa,  Fla,  March 
23-25,  1981.  Blaise  F.  Alfano,  MD,  675  Main  St.  Melrose,  MA02176 

American  Society  of  Contemporary  Medicine  and  Surgery,  Orlando, 
Fla,  March  15-21 , 1981 , John  G Bellows,  MD,  6 N Michigan  Ave, 
Rm  1110,  Chicago,  IL  60602 

International  Academy  of  Pathology,  United  States-Canadian  Divi- 
sion, Chicago,  March  2-6,  1981  Nathan  Kaufman,  MD.  1003 
Chafee  Ave,  Augusta,  GA  30904 

■ Texas  Academy  of  Family  Physicians,  Valley  Chapter,  McAllen 
March  26-28,  1 981 . Forrest  Fitch,  MD,  81 7 Quince,  McAllen,  TX 
78501 

■ Texas  Association  of  Obstetricians  & Gynecologists,  Fort  Worth, 
March  5-7,  1981.  George  B.  Coale,  MD,  81 00  Greenbriar,  Houston, 
TX  77054 

■ Texas  Radiological  Society,  Houston,  March  19-21 , 1981 . Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


Enjoy  vacation  retreat  adjacent  to  largest 
Wilderness  Area  in  mainland  U.S.  (Sel- 
way/ Bitterroot).  We  have  luxurious,  hand- 
hewn  log  cottages  with  kitchen,  fully  and 
comfortably  furnished.  Wonderful  envi- 
ronment for  family  vacation.  Superb  fly 
fishing,  as  well  as  river  floating,  swim- 
ming, hiking,  antiquing,  berrypicking, 
etc.,  etc. 

Rates  starting  at  $495.00  per  week 
party  of  four.  Telephone  (216)  455-8111 
for  return  of  call  or  write  for  additional 
information. 

ALTA  RANCH 
West  Fork  Stage  (TM) 

Darby,  Montana  59829 


Texas  Society  of  Child  Psychiatry,  Akumal,  Yucatan,  March  26-29, 
1981 . James  Boynton,  MD,  702  Medical  Park  Tower,  Austin,  TX 
78705 

Texas  Society  of  Cytology,  Dallas,  March  6-7,  1981.  Alice  Smith, 
MD,  Dept  of  Pathology,  UTHSC  at  Dallas,  5323  Harry  Hines,  Dallas, 
TX  75235 

APRIL 

■ American  Association  of  Medical  Assistants,  Inc,  State  of  Texas, 

Lubbock,  April  10-12,  1981.  Fay  Gibson,  Rt  6,  Box  581,  Lubbock, 
TX  79401 

American  Association  of  Neurological  Surgeons,  New  York,  April 
5-9,  1981 , Carl  H.  Hauber,  625  N Michigan,  Suite  1519,  Chicago,  IL 
60611 

American  Association  of  Pathologists,  Atlanta,  April  12-17,  1 981 . K 
M.  Endicott,  MD,  9650  Rockville  Pike,  Bethesda,  MD  20014 

American  Cancer  Society,  Washington,  DC,  April  23-25,  1981 . 

Lane  W.  Adams,  777  Third  Ave,  New  York,  NY  10017 

American  College  of  Allergists,  Washington,  DC,  April  4-8,  1 981 . S. 
Schoenberger,  21 41  1 4th  St,  Boulder,  CO  80302 

American  College  of  Obstetricians  and  Gynecologists,  Las  Vegas, 
April  22-30,  1981 . Warren  H Pearse,  MD,  One  E Wacker  Dr, 

#2700,  Chicago,  IL  60601 

American  College  of  Physicians,  Kansas  City,  April  6-9,  1981. 
Robert  H.  Moser,  4200  Pine  St,  Philadelphia,  PA  19104 

American  Geriatrics  Society,  Boston,  April  30-May  2,  1981.  Kathryn 
S.  Henderson,  10  Columbus  Circle,  New  York,  NY  10019 

American  Pediatric  Society,  San  Francisco,  April  28-May  2,  1981 
David  Goldring,  Box  14871 , St  Louis,  MO  631 78 


LINARES 

IMAGING 

CENTER 

6624  Fannin 
Houston,  Texas  77030 

Telephone  (713)  797-0013 

Providing 

Whole  Body  C-T  Scanning 
and 

Ultrasound  Services 

In  affiliation  with 
Kelsey-Seybold  Clinic,  PA 
Houston,  Texas  77030 
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that’s  new  in  obstetrics 
esidency  positions  in  Texas 
ulmonary  embolectomy  for  massive  embolism 
he  radiologist’s  role  in  treating  jaundice 


Debate:  MDs  and  the  media 


®orb eft- utr fyiitge -#mitlj  Memorial  liospttal 

anil  ©orbett-lfutrljhtga-l^mitlj  Clinic 

322  Coleman  Street  Marlin,  ffrxao  76661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell.  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn.  Jr.,  M.D. 

UROLOGY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B Allen,  M D.,  DAB  I.M 
Morris  E.  Magers,  M.D,,  D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M l)  , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D,  D A B I M 
David  S.  Sowell,  III,  M.D,  D.A.B.I.M,  Cardiology 
Don  E.  Cheatum,  M l),  D.A  B.I  M,  and  DAB  Rhu, 
F.A.C.P.,  Rheumatology 
W Mark  Armstrong,  M.D,  D.A  B.I  M 
Sam  W.  Waters,  M.I) 

George  E.  Thomas,  M.I),  D A B. I.M 
Steven  P Bowers,  M D,  D.A.B.I.M. 

George  S.  Schools,  M.D  , D A B I.M. , F.C.C.P,  Pul- 
monary Diseases 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D,  DA. BOG,  F.A.C.O.G. 

Vernie  D Bodden,  M.D,  D A. B O G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P.,  F.A.A.P 
P E Luecke,  Jr  , M.D  , D.A.B.P,  F.A.A.P 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  DABS.,  F.A.C.S. 

Charles  W.  Coleman,  M.D. 

UROLOGY 

Harry  M.  Spence,  M.D,  D.A.B.U,  F.A.C.S. 

William  H Hoffman,  M.D,  D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D  , D.A.B.U,,  F.A.C.S. 


RADIOLOGY 

Joe  B.  Caldwell,  M.D,  D.A.B.R. 

James  B Evans,  M D,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.I)  , F.A.A.D.,  F A. C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  , D A B O. 

OPHTHALMOLOGY 
James  M.  Copps,  M.D,  D A B O. 

R Roy  Whitaker,  M.D,  D A B O. 

DENTISTRY  AND  DENTAL  SURGERY 
J Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D,  D.A.B.I.M,  F A. C.P 
Gastroenterology 
Adam  D.  Green,  M.D,  Surgery 
B.  Celia  Slaughter,  M.D.,  D.A.B.P.,  F.A.A.P. 

John  B Bourland,  M.D.,  D.A.B.O.G. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DSsr 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinii  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
“Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant”  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 
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peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D,S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

IV2  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1/2  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazo  e per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100; 
Tel-E-Dose®  packages  of  100.  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Please  see  following  page. 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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On  the  cover 


For  this  month's  cover,  designer  Ed  Triggs 
has  created  the  images  of  two  people 
speaking  with  one  another.  This  month  s 
Debate  (page  22)  explores  the  attitudes  of 
two  professions — physicians  and  the 
media.  Each  group  seeks  to  educate  the 
public  about  health  concerns.  In  Debate,  the 
professionals  speak  for  themselves  on  how 
they  can  work  together  to  accomplish  this 
important  task. 

Coming  next  month 

Articles  scheduled  for  the  March  issue  of 
Texas  Medicine  are  on  complications  of 
respiratory  assistance  in  the  newborn; 
recurrent  pneumonia  in  Klippel-Feil 
syndrome;  a program  for  premed  minority 
students;  and  George  Goodfellow,  a 
practicing  paradoxologist. 
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half-life 


Just  one  built-in  advantage 


Ensures  smooth  therapeutic  effect  even 
if  a dose  is  missed  The  relatively  longer  half- 
life  of  Valium8 (diazepam/Roche)  has  impor- 
tant clinical  and  pharmacological  implica- 
tions. Steady-state  levels  generally  are 
reached  within  5-7  days  with  no  further 
accumulation.  At  this  plateau,  the  patient 
benefits  from  the  consistent,  steady  response 
you  expect.  Sharp  blood  level  variations, 
frequently  attributed  to  agents  with  a short 
half-life,  do  not  appear  with  Valium. 

Avoids  sudden  symptom  breakthrough 

Once  steady-state  levels  are  achieved, 
sudden  reemergence  of  symptoms  is 
unlikely.  Diazepam  and  its  active 
metabolites  exhibit  overlabping  half- 
lives  that  are  advantageous  not 
only  during  therapy  but  espe- 
cially when  pharmacologic 
support  is  discontinued. 
Elimination  rates  are  gradual 
with  Valium  and  thus 
provide  a compatible 


the  patient.  In  comparison,  blood  levels  of 
short-acting  agents  with  inactive  metab- 
olites decrease  more  rapidly  and  are  more 
likely  to  be  associated  with  withdrawal 
symptoms  if  medication  is  stopped  abrupt- 
ly.* With  Valium  unwanted  effects  other  than 
drowsiness  or  ataxia  are  rare.  Patients  should 
be  cautioned  about  driving  and  advised  to 
avoid  alcohol. 

Tapers  naturally;  complements  gradual 
dosage  reduction  at  discontinuation 

When  any  psychoactive  medication  is 
discontinued,  it  is  good  medical  practice  to 
gradually  reduce  the  dosage.  From  your 
own  experience  you  know  this  is  rarely 
necessary  after  a short  course  of  Valium 
therapy,  but  for  patients  on  extended 
therapy,  gradual  reduction  of  dosage  is 
advisable.  This  regimen,  along  with  the  self- 
tapering feature  of  Valium,  provides  a 
smooth  transition  to  independent  coping. 

■^Sellers  EM:  Drug  Metab  Rev  fi(1):5-11, 1978 


in  the  management  of 
agmptoma  of  anxietg 


effective  therapy  through 

efficient  pharmacodynamics 


Before  prescribing,  please  see  summary  of  product  information  on  next  page 
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Valium 

Ehazepam/RochE 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Management  of  anxiety  disorders, 
or  short-term  relief  of  symptoms  of  anxiety,  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  ad|unctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athe- 
tosis, stiff-man  syndrome,  convulsive  disorders 
(not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche) 
in  long-term  use,  that  is,  more  than  4 months, 
has  not  been  assessed  by  systematic  clinical 
studies  The  physician  should  periodically  reas- 
sess the  usefulness  of  the  drug  for  the  individual 
patient 

Contraindicated:  Known  hypersensitivity  to 
the  drug  Children  under  6 months  of  age 
Acute  narrow  angle  glaucoma,  may  be  used 
in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased  dos- 
age of  standard  anticonvulsant  medication, 
abrupt  withdrawal  may  be  associated  with  tempo- 
rary increase  in  frequency  and/or  seventy  of 
seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants  With- 
drawal symptoms  similar  to  those  with  barbitu- 
rates and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  ex- 
tended use  and  excessive  doses  Infrequently, 
milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiaz- 
epines after  continuous  use,  generally  at  higher 
therapeutic  levels,  for  at  least  several  months 
After  extended  therapy,  gradually  taper  dosage 
Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided  be- 
cause of  increased  risk  of  congenital 
malformations  as  suggested  in  sev- 
eral studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed,  drugs  such 
as  phenothiazines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants  may  poten- 
tiate its  action  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent  de- 
pression. or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic 
function  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  incontinence, 
changes  in  salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision  Paradoxi- 
cal reactions  such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported,  should  these 
occur,  discontinue  drug  Isolated  reports  of  neu- 
tropenia, jaundice,  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 

<’  Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

_/®  Nutley,  New  Jersey  07110 
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EDITORIAL 


Timing  emboiectomy 

in  a recent  review  of  pulmonary  embolism  and  its  manage- 
ment, we  are  reminded  that  pulmonary  emboiectomy  has,  in 
the  past,  been  accompanied  by  a 40%  to  1 00%  reported 
mortality  rate.1  Since  the  operative  maneuvers  necessary  to 
remove  clot  from  the  pulmonary  arteries  are  not  complex 
and  can  be  accomplished  in  less  time  and  with  less  technical 
difficulty  than  open  cardiac  surgical  procedures  that  carry  a 
mortality  of  less  than  2%,  the  poor  survival  rate  is  clearly 
related  to  the  severity  of  secondary  pathophysiological 
changes  and  operative  intervention  initiated  late  in  the  natu- 
ral history  of  the  disease.  The  article  by  Estrera  and 
associates  in  this  issue  of  Texas  Medicine  (page  46)  sug- 
gests that  a well-defined  and  rapidly  implemented  manage- 
ment plan,  with  strict  adherence  to  established  criteria  for 
surgical  intervention  can  lead  to  results  close  to  those  one 
should  expect  from  this  procedure.  As  the  authors  point  out, 
their  indications  for  operation  were  similar  to  those  advo- 
cated by  others  and,  in  general,  would  not  be  considered 
controversial.  They  correctly  attributed  their  success  to  early 
surgical  intervention  soon  after  criteria  for  patient  selection 
are  met  and  to  the  preoperative  institution  of  partial  femoral- 
femoral  bypass  when  necessary  for  temporary  circulatory 
support  until  emboiectomy  can  be  done. 

Commenting  on  similar  improved  results  of  pulmonary  em- 
boiectomy reported  by  Berger  in  1973, 2 Sasahard3  reminded 
those  tempted  to  proceed  with  surgery  prematurely  that  the 
majority  of  patients  with  pulmonary  emboli  obstructing  50% 
of  their  pulmonary  vasculature  who  survive  the  initial  insult 
and  respond  to  medical  therapy,  do  recover  and  do  well. 
However,  he  stated  that  “if  maximal  medical  treatment  does 
not  succeed  within  an  hour  in  reestablishing  and  maintaining 
an  adequate  circulation  (BP  over  90  mm  Hg  systolic,  urine 
output  over  20  ml/hr,  absence  of  peripheral  vasoconstriction 
and  clamminess,  arterial  P02  greater  than  60  mm  Hg),  then 
the  decision  for  emboiectomy  should  be  made.”  This  is  a 
recommendation  similar  to  Estrera  and  colleagues  (their  cat- 
egory 1 ) and  is  perhaps  a more  liberal  interpretation  of  the 
indications  for  emboiectomy  than  is  commonly  practiced.  If 
one  accepts  this  management  plan  and  then  considers  that 
most  of  the  deaths  from  pulmonary  embolism  occur  within 
the  first  two  hours  after  an  episode  of  profound  circulatory 
collapse,4  it  is  evident  that  the  decision  to  proceed  with  an- 
giography and  with  preparations  for  pulmonary  emboiec- 
tomy must  be  made  when  the  diagnosis  of  pulmonary 
embolism  with  shock  is  first  suspected.  After  full  hepariniza- 
tion and  the  institution  of  pharmacological  and,  if  necessary, 
mechanical  circulatory  support,  pulmonary  angiography  is 
done  to  confirm  the  diagnosis.  This  process  will  usually  take 
about  an  hour  and  provide  the  time  for  the  trial  of  medical 
therapy  that  will,  for  some  patients,  reverse  the  state  of 
shock  and  permit  recovery  without  operation.  However,  for 
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the  patients  who  remain  seriously  compromised  or  continue 
to  deteriorate,  the  best  hope  of  survival  is  immediate  pulmo- 
nary emboiectomy  which  can  proceed  expeditiously  only  if 
preparations  had  begun  when  the  diagnosis  was  first 
suspected. 

There  will  still  be  a group  of  patients  with  marginal  hemo- 
dynamics, perhaps  on  catecholamine  support,  who  are 
neither  deteriorating  nor  improving,  in  whom  thrombolytic 
therapy  may  provide  the  needed  increment  of  therapeutic 
effect  to  permit  recovery.  The  study  by  Miller  and  col- 
leagues,5 discussed  briefly  in  the  report  of  Estrera,  suggests 
that  thrombolytic  therapy  instituted  two  hours  or  more  after  a 
pulmonary  embolic  episode  causing  shock,  may  significantly 
improve  survival  and  obviate  the  need  for  surgical  interven- 
tion in  some  patients.  There  is  also  recent  evidence  that 
thrombolytic  therapy  may  improve  the  long-term  results  of 
medical  treatment  of  pulmonary  embolism  by  providing  more 
complete  resolution  of  vascular  obstruction  and  less  late 
compromise  of  pulmonary  function.6  However,  Estrera  and 
colleagues  point  out  that  thrombolytic  therapy  will  be  con- 
traindicated in  many  patients,  particularly  those  recently 
having  undergone  surgery.  It  is  of  note  that  Miller  and  associ- 
ates in  Britain  consider  thrombolytic  therapy  contraindicated 
within  48  hours  of  operation  while,  in  this  country,  the  recom- 
mendation is  to  withhold  it  in  patients  who  have  undergone 
surgery  within  ten  days.7  This  confirms  Estrera’s  statement 
that  more  data  are  needed  to  evaluate  the  place  of  throm- 
bolytic therapy  for  massive  pulmonary  embolism. 

As  with  many  other  diseases  amenable  to  both  surgical 
and  nonsurgical  therapy,  the  crucial  problem  is  to  define  that 
point  in  the  natural  history  of  the  disease  when  the  chance  of 
survival  is  better  with  prompt  surgical  intervention  than  with 
continued  nonsurgical  therapy.  This  is  no  easy  task,  es- 
pecially for  a disease  with  a fast-moving  natural  history  such 
as  massive  pulmonary  embolism.  Although  the  data  from  a 
small  series,  such  as  that  reported  by  Estrera,  are  perhaps 
of  marginal  significance  when  taken  individually,  taken  to- 
gether with  the  experience  of  others  it  helps  to  provide  the 
information  necessary  to  guide  the  timing  of  surgical  inter- 
vention and  to  dispel  the  idea  that  pulmonary  emboiectomy 
must  carry  a prohibitive  mortality  in  patients  with  refractory 
shock. 

Vincent  R.  Conti,  MD 

Assistant  Professor,  Division  of  Cardiothoracic  Surgery,  The  University  of 

Texas  Medical  Branch,  Galveston,  TX  77550. 
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Warning:  ingested  disc  batteries 

Physicians  should  be  alert  to  the  severe  consequences  of 
swallowing  small  disc  batteries  used  in  cameras,  calculators, 
and  electronic  equipment.  Alkaline,  silver,  and  mercury  bat- 
teries are  not  sealed.  Rapid  pH  changes  occur  (over  pH  1 2 in 
2 hours).  Severe  mucosal  necrosis  progressing  to  perfora- 
tion of  the  gastrointestinal  tract  should  be  anticipated  if  the 
battery  remains  in  contact  for  a prolonged  period  of  time. 

A two-year-old  child  with  an  alkaline  disc  battery  lodged  in 
his  upper  esophagus  for  eight  days  recently  was  treated  at 
Children's  Medical  Center  in  Dallas.  Almost  complete  caustic 
erosion  of  the  esophagus  resulted  with  an  associated  3.5  cm 
defect  in  the  posterior  wall  of  the  trachea,  1 cm  above  the 
carina.  Successful  control  of  the  massive  fistula  was  ob- 
tained by  utilizing  a sacrospinalis  muscle  flap,  and  a fatal 
outcome  was  averted.  Two  additional  children  have  swal- 
lowed disc  batteries  within  the  past  month  with  successful 
removal  prior  to  full  thickness  necrosis  of  the  stomach. 

Endoscopic  or  surgical  removal  of  these  batteries  is  man- 
datory, rather  than  awaiting  spontaneous  passage  (usually 
recommended  with  asymptomatic  swallowed  foreign  bodies). 
Product  warning  of  the  caustic  effect  of  these  batteries  does 
not  appear  on  packaging  at  this  time.  Increasing  use  of  small 
appliances  utilizing  these  batteries  mandates  proper  dis- 
posal of  batteries  rather  than  allowing  them  to  be  handled  by 
children  or  adults  with  subsequent  accidental  ingestion. 

T.  P.  Votteler,  MD 

Director  of  Surgery,  Children’s  Medical  Center,  8226  Douglas  #547, 

Dallas,  TX  75225 

Economist’s  book  holds  lessons  for  the  USA 

“If  socialized  medicine  is  ultimately  defeated  in  this  country 
(US),  it  will  be  patients,  not  doctors,  who  will  be  primarily 
responsible.” 

Economist  John  Goodman,  PhD,  concluded  his  book  on  a 
national  health  service  with  that  penetrating  and  prophetic 
insight.  Because  he  believed  that  patients  need  readable, 
factual  information  about  socialized  medicine,  he  wrote  Na- 
tional Health  Care  in  Great  Britain:  Lessons  for  the  U.S.A. 

Citizens  who  are  concerned  about  the  availability  and 
quality  of  family  health  service  should  read  this  book.  The 
academic  sound  of  its  title  is  unlikely  to  precipitate  a stam- 


pede to  the  local  bookstore,  but  this  book  is  easily  read. 
People  who  depend  on  doctors  and  hospitals  for  their  health 
care  may  find  that  Goodman’s  book  can  match  many  popular 
novels  in  its  capacity  to  stimulate  a sense  of  horror  and  pro- 
duce a chilling  sensation. 

Such  emotional  responses  should  be  generated,  for  the 
British  story  casts  an  image  that  makes  current  events  in  the 
United  States  look  like  old  movie  reruns  US  bureaucrats  and 
regional  health  planners  are  charting  an  obvious  path  to 
complete  central  regulation  and  control  for  health  care  deliv- 
ery in  this  country.  Our  citizens  are  being  told  that  national 
health  care  is  to  be  a utopia  of  service  and  care  due  every 
individual  by  right  of  birth.  Such  words  are  but  echoes  from 
the  British  experience  of  three  decades  ago.  There  is  a cur- 
rent implication  that  existing  health  care  is  overpriced,  poorly 
distributed,  and  less  desirable  in  quality  than  that  which  the 
federal  government  will  provide  in  the  future. 

According  to  the  record,  the  British  National  Health  Ser- 
vice (NHS)  was  to  cure  such  social  ills,  but  it  hasn’t. 
Goodman  has  bountifully  documented  the  British  debate, 
decisions,  development,  and  current  assessments  of  the 
NHS  quoting  heavily  from  the  United  Kingdom's  own  rec- 
ords. What  was  promised  has  not  been  delivered  in  Britain 
unless  you  consider  fulfillment  to  be:  more  patients  per  doc- 
tor, three  days’  average  wait  for  an  appointment  with  a 
general  practitioner,  a 30%  drop  in  childhood  immunizations, 
and  more  than  750,000  people  on  waiting  lists  for  elective 
admissions  to  the  hospital.  Each  citizen  in  the  US  also 
should  inform  himself  about  realities  of  the  NHS  as  explained 
in  chapters  on  hospital  and  physician  rationing  and  how  ad- 
ministrative health  care  bureaucrats  now  outnumber  physi- 
cians in  Britain  two  to  one. 

One  can  only  marvel  at  the  figures  for  the  tax  burden  of 
the  NHS,  and  yet  British  citizens  refer  to  it  as  a “free"  ser- 
vice. Interestingly  enough,  one  of  the  fast  growing  industries 
in  England  competes  with  this  “free”  service.  This  new  com- 
merce is  the  development  of  private  hospitals  and  practice 
by  physicians  outside  the  NHS.  Labor  and  other  large  em- 
ployment groups  are  negotiating  for  health  care  benefits 
outside  the  government  system.  They  believe  their  members 
get  quicker,  better,  more  personalized  and  appropriate  care 
in  the  private  sector. 

A particularly  fascinating  chapter  depicts  how  NHS  ser- 
vices funded  by  taxes  and  legislated  elected  officials 
become  politicized.  The  facilities  and  professional  care  for 
the  seriously  ill  and  injured  have  become  subjugated  to  al- 
location of  funds  for  health  care  policies  that  get  the  most 
votes  in  the  next  election.  Availability  of  ambulance  “taxi  ser- 
vice” (minus  qualified  attendants),  false  teeth,  and  glasses 
are  given  priority  in  expenditures  over  new  diagnostic  and 
therapeutic  modalities.  The  seriously  afflicted  patients,  who 
might  preserve  life  or  limb  with  the  aid  of  expensive  CAT 
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scanners  and  dialysis  machines,  cast  fewer  votes  than  the 
ambulatory  multitude.  The  latter  group  gets  the  lion’s  share 
of  the  tax-purchased  health  care  plums  in  NHS.  To  further 
illustrate  this  point,  half  the  hospital  beds  in  England  were 
built  before  1 900.  It  seems  that  long-term  investment  in  facili- 
ties whose  benefits  span  many  elections  have  little  impact  on 
current  political  contests  and  thus  suffer  for  appropriations. 

The  real  question  is  which  health  care  lesson  will  the  cit- 
izens of  the  US  learn?  Will  it  be  how  to  set  up  an  overbur- 
dened, bureaucratically  obese,  depersonalized,  sluggish  as- 
sembly line  of  care,  or  the  more  recent  lesson  of  the  British 
who  seek  private,  personalized,  quality  care  in  a system 
amazingly  similar  to  that  which  exists  in  the  United  States 
today? 

In  a pungent  comment  to  fellow  citizens,  Goodman  quotes 
a current  bumper  sticker:  “If  you  like  the  US  Postal  System, 
you’re  just  gonna  love  National  Health  Care.” 

H.  Reginald  McDaniel,  MD 

PO  Box  689,  Grand  Prairie,  TX  75051 


Campylobacter  infections  should  be  reported 

In  connection  with  Dr  Michael  T.  Kelly’s  report  on  the  increas- 
ing recognition  of  Campylobacter  infections  ( Texas  Medi- 
cine, November  1 980),  it  is  important  to  point  out  that 
epidemiological  information  regarding  the  transmission  is  in- 
complete and  data  are  needed  from  physicians  who  identify 
such  infections.  In  a report  in  Morbidity  and  Mortality 
Weekly  Report  for  Nov  30, 1 979,  from  CDC,  several  cases  in 
Iowa  were  shown  to  have  been  probably  related  to  eating 
undercooked  chicken  or  handling  chickens.  C fetus  has 
been  found  in  swine  and  poultry  feces  and  in  chicken  car- 
casses. Dogs,  raw  milk,  and  contaminated  water  have  also 
been  implicated  in  the  transmission  of  the  disease  to 
humans. 

Jerome  H.  Greenberg,  MD 

Deputy  Commissioner  for  Preventable  Diseases,  Texas  Department  of 

Health,  1 1 00  W 49th  St,  Austin,  TX  78756. 
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new  50  mg  tablets... 


Persantine-50 


(dipyridamole) 


V 


21%  savings  (over  25  mg) 


*v : 


NEW  dosage 
convenience- 
one  tablet  instead 
of  two 


NEW  prescribing 
flexibility — 
Persantine  now 
available  in  three 
strengths.. .25  mg, 
50  mg  and  75  mg 


Persantine®Mipyridamole) 


INDICATIONS  - Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indica- 
tion as  follows; 

"Possibly"  effective;  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  nitroglycerin  re- 
quirements. The  drug  is  not  intended  to 
abort  the  acute  anginal  attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS-No  specific  contra- 
indications are  known. 

PRECAUTIONS-Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension.  Persantine  tablets,  25  mg,  con- 
tain FD&C  Yellow  No.  5 (tartrazine)  which  may 
cause  allergic-type  reactions  [including  bron- 
chial asthma}  in  certain  susceptible  individuals. 
The  incidence  of  sensitivity  is  generally  low, 
but  frequently  seen  in  patients  with  aspirin 
hypersensitivity. 

ADVERSE  REACTIONS -Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 


appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initiation 
of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AND  ADMINISTRATION-The  rec- 
ommended dosage  is  50  mg  three  times  a day, 
taken  at  least  one  hour  before  meals.  In  some 
cases,  higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of  side  effects 
is  associated  with  increased  dosage.  Clinic  I 
response  may  not  be  evident  before  the  r -cond 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg,  50  mg  and  75  mg 
For  complete  details,  please  see  the  full 
prescribing  information. 


Boehringer  Ingelheim  Ltd. 
Ridgefield.  CT  06877 


DIAL  YOUR  OWN  NUMBER... 


For  straight  answers  to  your  pro- 
fessional liability  insurance  ques- 
tions, call  your  Texas  Medical  Liabil- 
ity Trust  Statewide  Services  Center. 
TMLT's  insurance  professionals  are 
known  as  medical  liabilify  experts  in 
Texas.  Our  staff  has  been  carefully 
recruited  from  across  the  nation. 

Because  TMLT  is 
physician-owned,  the 
participants  have  a voice 
in  the  Trust's  operations 
and  policies.  TMLT  is  sen- 
sitive to  its  participants' 
needs  and  that's  why  the 
Services  Center  was  cre- 
ated—to  help  Texas  phy- 
sicians in  all  phases  of 
medical  liability  insur- 
ance. All  Texas  Medical 


Association  members  may  receive 
information  and  consultation  from 
the  Services  Center. 

Since  January  1,  1979,  more  than 
1,600  Texas  doctors  have  decided  to 
participate  in  the  Trust.  Why?  Stabil- 
ity, service,  physician-owned,  lower 
cost  premiums,  and  peer  group 

input.  TMLT  delivers.  It 
gives  the  word  "Trust" 
new  meaning. 

For  medical  liability 
consultation  call  the 
Statewide  Services  Center 
today. 

Call  Toll-Free 

1-800-252-9179 


mn 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

(512)  454-6781 
1016  LaPosada/Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 


Only  Jobst  supports  are  custom  made  from  precise 
measurements  of  the  individual  extremity. 


Jobst® 

Venous  Pressure  Gradient  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTER 


DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1406,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 
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TMA  IN  ACTION 

Texas  delegation  influences 
AMA  House  of  Delegates 

In  early  December,  the  Texas  Delega- 
tion to  the  American  Medical  Associa- 
tion’s House  of  Delegates  1 980  Interim 
Meeting  in  San  Francisco  participated 
actively  in  influencing  AMA  policy.  Four 
Texas  resolutions  relating  to  govern- 
ment health  programs,  Federal  Trade 
Commission  regulations,  and  equitable 
reimbursement  for  services  met  with 
success. 

The  AMA  House  of  Delegates  voted: 
— to  support  immediate  cessation  of 
funding  of  the  health  planning  laws 
as  well  as  the  repeal  of  Public 
Laws  93-641  and  96-79; 

— to  encourage  the  elimination  of  all 
government-directed  peer  review 
programs,  including  PSRO; 

—to  urge  the  Food  and  Drug  Admin- 
istration to  hold  back  the  patient 
package  insert  program  until  fur- 
ther studies  are  completed;  and 
— to  support  the  concepts  of  cost 
containment  by  encouraging  pa- 
tient care  in  outpatient  settings. 
The  AMA  is  now  on  record  in  support 
of  stopping  funding  for  the  nation's 
health  planning  laws,  including  the  Na- 
tional Health  Planning  and  Resources 
Development  Act  of  1 974  and  amend- 
ments to  that  law.  The  House  adopted 
a substitute  to  the  resolution  presented 
by  the  Texas  Delegation. 

Stopping  funding  would  end  the  ac- 
tual implementation  of  those  acts  more 
quickly  than  repeal.  This  realization 
prompted  the  adoption  of  action  calling 
for  the  AMA  to  support  the  immediate 
cessation  of  funding  for  PL  93-641  and 
PL  96-79.  The  House  also  adopted  the 
companion  policy  that  the  AMA  cause 
legislation  to  be  introduced  in  the  97th 
Congress  to  repeal  these  two  health 
planning  acts  and  work  to  pass  those 
bills  with  the  support  of  state  medical 
associations. 

The  Texas  Delegation  participated  in 
changing  the  AMA's  policy  as  regards 

12 


government-directed  peer  review  pro- 
grams. The  AMA’s  new  policy  is  “to 
continue  professionally  directed  efforts 
to  ensure  that  care  provided  to  patients 
is  of  high  quality,  appropriate  duration, 
and  is  rendered  in  an  appropriate  set- 
ting at  a reasonable  cost  and  to 
encourage  the  elimination  of  all  gov- 
ernment directed  peer  review  programs 
including  PSRO."  This  new  policy  is 
more  compatible  with  TMA  policy  which 
for  years  has  called  for  the  repeal  of  the 
PSRO  law.  However,  recognizing  that 
PSRO  is  a law  enacted  by  Congress, 
the  TMA  policy  also  supports  the  Texas 
Institute  for  Medical  Assessment  as  a 
single  statewide  PSRO. 

The  AMA  House  of  Delegates 
adopted  a Texas  resolution  urging  the 
FDA  to  place  a moratorium  on  its  pa- 
tient package  inserts  (PPI)  program 
until  a comprehensive  educational  pro- 
gram is  initiated  to  evaluate  the  PPI 
concept.  The  adoption  of  this  resolution 
was  especially  satisfying  to  the  Texas 
Delegation  since  it  took  its  appeal  to 
the  floor  of  the  House  after  a reference 
committee  had  recommended  that  the 
resolution  be  referred  to  the  AMA 
Board  of  Trustees.  The  Texas  resolu- 
tion stressed  that  there  is  no  evidence 
showing  that  the  development  of  a 
compulsory  PPI  program  is  urgent  or 
necessary. 


Dr  Nancy  Dickey,  Rosenberg,  was  recently 
named  to  the  AMA  Judicial  Council. 


A Texas  resolution  calling  for  support 
of  cost  containment  by  encouraging  pa- 
tient care  in  outpatient  settings  was 
also  adopted  by  the  House.  The 
adopted  resolution  directs  the  AMA  to 
ask  private  sector  insurance  com- 
panies and  Blue  Cross/Blue  Shield  to 
provide  reimbursement  for  medical  and 
surgical  procedures  which  can  be  per- 
formed safely  and  effectively  in  an 
outpatient  setting.  The  Texas  resolution 
stated  that  the  physician's  office  is  the 
least  expensive  setting  for  the  delivery 
of  medical  and  surgical  services. 

The  AMA  Board  of  Trustees  will  con- 
sider a Texas  resolution  calling  for  AMA 
support  of  legislation  which  states  that 
the  FTC  lacks  jurisdiction  over  states 
and  nonprofit  organizations  such  as 
medical  societies.  The  Association  has 
also  developed  amendments  to  the  So- 
cial Security  Act  to  assure  equitable 
reimbursement  for  professional  ser- 
vices rendered  under  the  Medicare  and 
Medicaid  programs. 

Among  other  actions,  Nancy  W. 
Dickey,  MD,  a family  physician  from 
Rosenberg,  was  elected  to  the  AMA 
Judicial  Council.  Not  only  is  she  the  first 
Texas  physician  so  elected,  she  is  also 
the  first  woman  physician  and  youngest 
physician  (age  30)  named  to  this  post. 
The  Judicial  Council  has  jurisdiction 
over  issues  relating  to  medical  ethics 
and  is  responsible  for  updating  opin- 
ions based  upon  the  revised  Principles 
of  Medical  Ethics. 

More  than  60  Texas  physicians, 
medical  educators,  residents,  medical 
students,  and  medical  society  execu- 
tives participated  in  the  deliberations 
and  activities  of  the  Texas  Delegation. 

TMA  reduces  dues 
for  new  physicians 

Physicians  entering  practice  for  the  first 
time  will  be  charged  only  one-half  of 
the  usual  dues  of  the  Texas  Medical 
Association  during  their  first  full  calen- 
dar year  of  practice. 

This  action,  recently  approved  by  the 
TMA  House  of  Delegates,  applies  to 
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those  physicians  entering  practice  for 
the  first  time  following  residency  train- 
ing, as  well  as  fellowship  training,  and 
those  completing  obligatory  military 
service.  The  one-half  dues  concept 
also  applies  to  doctors  who  pursue  ca- 
reers in  teaching,  research,  administra- 
tion, and  military  and  government 
service.  Doctors  who  leave  practice  for 
a second  residency  and  then  return  to 
practice  will  not  be  eligible  for  reduced 
dues. 

An  informal  TMA  survey  reflected 
that  some  doctors  are  waiting  more 
than  one  year  or  until  they  are  finan- 
cially able  before  applying  for  member- 
ship in  county  and  state  medical 
societies.  The  American  Medical  Asso- 
ciation previously  adopted  the  one-half 
dues  reduction  for  physicians  in  the 
first  calendar  year  of  practice. 

The  action  became  effective  for  the 
1 981  calendar  year.  TMA  dues  for  1 981 
are  $200.  Thus,  the  dues  for  physicians 
entering  into  their  careers  for  the  first 
time  will  be  $100. 

Also,  physicians  who  complete  resi- 
dency training  on  June  30  are  eligible 
for  TMA  membership  at  one-half  of  the 
usual  dues  for  the  remainder  of  the 
year.  TMA  dues  for  such  physicians  will 
be  $50  for  the  remainder  of  that  year 
and  $1 00  for  the  following  year. 

AMSA  sponsors  meeting 
on  impairment  prevention 

A special  mini-conference  titled  “Medi- 
cal Student  Well  Being — Toward  Pre- 
vention of  Impairment’’  will  be  con- 
ducted in  conjunction  with  the  1981 
annual  American  Medical  Student  As- 
sociation (AMSA)  convention.  The  one 
and  one-half  day  conference,  to  be 
held  March  25-26  in  Houston  at  the 
Astrovillage  Hotel,  will  begin  at  8:30  am 
and  conclude  about  1 0 am  the  follow- 
ing day.  Registration  is  $60  for  non- 
AMSA  members  who  are  not  full-time 
students,  and  $25  for  non-AMSA  medi- 
cal students.  There  is  also  a $1 25 
“institutional  package”  which  includes 
registration  for  two  non-students  and 


one  student. 

Further  details  about  this  mini-con- 
ference and  the  AMSA  convention  may 
be  obtained  from  the  TMA  Committee 
on  Physician  Health  and  Rehabilitation, 
1801  N Lamar  Blvd,  Austin,  78701 ; or 
contact  Ms  Barbara  Provine,  commit- 
tee secretary,  51 2-477-6704. 

Annual  session  to  feature 
pediatrics,  nutrition  updates 

Updates  on  the  impaired  physician, 
ophthalmology,  pediatrics,  nutrition,  hy- 
pertension, and  hyperlipidemic  states 
will  highlight  six  one-half  hour  sessions 
during  the  Texas  Medical  Association’s 
1981  Annual  Session.  The  1 14th  an- 
nual meeting  will  convene  May  27-31 
in  Dallas. 

Speakers  for  the  General  Session 
Updates,  which  will  meet  Thursday,  Fri- 
day, and  Saturday  mornings  from  9:30 
to  10:30  am,  include  Ronald  A.  Scha- 
char,  MD,  a private  practitioner  in  oph- 
thalmology in  Denison.  Dr  Schachar, 
who  has  performed  the  controversial 
radial  keratotomy,  will  deliver  an  update 
on  ophthalmology.  John  D.  Nelson, 

MD,  professor  of  pediatrics  at  South- 
western Medical  School,  will  present  an 
update  on  pediatrics.  A prolific  writer 
and  speaker,  Dr  Nelson  specializes  in 


infectious  diseases  and  antibiotics 
research 

Philip  L.  White,  ScD,  director  of  the 
American  Medical  Association's  De- 
partment of  Foods  and  Nutrition,  will 
offer  a paper  on  nutrition.  Dr  White  has 
written  more  than  100  papers  and  is 
the  senior  editor  of  more  than  20  books 
on  nutrition.  The  director  of  the 
Ridgeview  Institute  Alcohol  and  Drug 
Program,  G.  Douglas  Talbott,  MD,  of 
Smyrna,  Ga,  will  speak  about  the  im- 
paired physician. 

Other  speakers  include  Walter  M. 
Kirkendall,  MD,  UT  Health  Science 
Center  at  Houston,  who  will  speak  on 
hypertension. 

The  1981  Annual  Session  will  be 
headquartered  at  three  Dallas  loca- 
tions. The  House  of  Delegates,  scien- 
tific sections,  and  exhibits  will  be 
quartered  at  the  Dallas  Convention 
Center;  boards,  councils,  and  commit- 
tees will  meet  at  the  Sheraton  Dallas 
Hotel;  and  the  TMA  Auxiliary  will  con- 
duct its  proceedings  in  the  Plaza  of  the 
Americas. 

Advance  registration  and  tickets  for 
the  annual  meeting  are  advised. 

Please  see  the  housing,  advance  regis- 
tration, and  ticket  order  forms  in  this 
issue  of  Texas  Medicine. 


Drs  Philip  White,  Chicago,  and  Walter  Kirkendall,  Houston,  will  speak  during 
the  TMA's  Annual  Session  updates  series 
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Cash  awards  available; 

AMA  seeks  nominations 

The  American  Medical  Association  is 
seeking  physician  nominations  for 
three  of  its  major  awards.  Nominations 
for  the  Sheen,  Beaumont,  and  Gold- 
berger  Awards  will  be  accepted  no  later 
than  March  1 . 

The  Dr  Rodman  E.  Sheen  and 
Thomas  G.  Sheen  Award  consists  of  a 
$1 5,000  cash  prize  and  commemora- 
tive plaque  presented  to  an  American 
physician  or  physicians  for  outstanding 
contributions  in  medicine.  The  award  is 
made  possible  by  a bequest  in  the  will 
of  the  late  Thomas  G.  Sheen,  a busi- 
nessman in  Atlantic  City.  Each  year,  the 
award  is  bestowed  at  the  AMA’s  House 
of  Delegates'  annual  meeting  and  the 
recipient  must  be  present  to  accept  the 
award.  The  award  can  recognize  either 
a single  achievement  or  an  accumul- 
ated career  of  excellence. 

The  Dr  William  Beaumont  Award  in 
Medicine  provides  a $2,500  stipend 
and  plaque.  It  was  established  as  an 
encouragement  to  younger  physicians. 
Eligible  for  the  award  are  physicians  50 
years  old  or  younger,  who  are  US  cit- 
izens and  have  distinguished  them- 
selves in  medical  science. 

The  Joseph  B.  Goldberger  Award  in 
Clinical  Nutrition  consists  of  a $1 ,000 
cash  prize  and  commemorative  plaque. 
This  award  was  established  in  1949  by 
the  AMA  Board  of  Trustees  as  a stim- 
ulus to  medical  investigators  in  advanc- 
ing public  and  personal  health  frontiers 
and  to  honor  physicians  who  have 
made  important  contributions  to  nutri- 
tional knowledge.  It  is  named  for  the 
late  Dr  Joseph  B.  Goldberger  who  was 
chiefly  responsible  for  the  discovery 
and  cause  of  pellagra.  Candidates 
must  be  members  of  the  AMA. 

Texas  physicians  may  submit  nomi- 
nations to  J.  E.  Miller,  MD,  chairman  of 
the  Awards  Committee,  Texas  Delega- 
tion to  the  AMA,  by  writing  to  601 1 
Harry  Hines  Blvd,  Dallas  75235.  Nomi- 
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nations  should  include  a curriculum 
vitae  and  a one-  to  two-page  statement 
of  the  nominee’s  qualifications  for  the 
award.  The  same  person  may  be  nomi- 
nated for  more  than  one  award. 

Emergency  medical  group 
offers  1981-1 982  grants 

Physicians  interested  in  emergency 
medicine  may  wish  to  apply  for  educa- 
tional and  research  grants  for  the 
1981-1982  fiscal  year. 

The  grants  offered  by  the  Emergency 
Medical  Foundation  (EMF)  are  aimed 
at  improving  the  availability  and  quality 
of  emergency  medical  services.  Ap- 
plications must  be  received  at  the 
foundation  headquarters  before  June 
1, 1981. 

The  EMF  was  organized  in  1 972  by 
the  American  College  of  Emergency 
Physicians  and  is  the  research  and  ed- 
ucational arm  of  emergency  medicine. 
In  1 977  it  was  expanded  to  include  rep- 
resentatives from  the  Emergency  De- 
partment Nurses  Association  and  the 
University  Association  for  Emergency 
Medicine.  Additional  representatives 
serving  on  the  EMF  Board  of  Trustees 
include  leaders  in  the  National  Asso- 
ciation of  Emergency  Medical  Techni- 
cians and  the  Society  of  Teachers  of 
Emergency  Medicine. 

Criteria  for  grants  and  applications 
may  be  obtained  by  writing  Emergency 
Medical  Foundation,  PO  Box  61911, 
Dallas  75261 , or  calling  21 4-659- 
0911. 

Private  group  publishes 
list  of  known  carcinogens 

A master  list  of  human  and  animal  car- 
cinogens is  available  from  the  Center 
for  Biology  of  Natural  Systems,  Car- 
cinogen Information  Program.  The  list- 
ing is  compiled  from  information  re- 
leased by  the  International  Agency  for 
Research  on  Cancer,  the  US  Environ- 
mental Protection  Agency,  and  the  US 
Occupational  Safety  and  Health  Ad- 
ministration. It  provides  chemical 
names  of  carcinogenic  chemicals,  a 


chemical  abstract  registry  number,  and 
a reference  code  telling  which  agencies 
rated  the  chemical  as  a carcinogenic. 

The  Carcinogen  Information  Pro- 
gram is  a project  of  the  Center  for  the 
Biology  of  Natural  Systems  in  St  Louis. 
The  center  works  to  educate  citizens, 
government,  and  industry  about  the  oc- 
currence, health  impact,  and  regulation 
of  carcinogens. 

This  list  is  available  free  of  charge. 
Interested  individuals  should  send  a 
stamped,  self-addressed  envelope  to 
Carcinogen  Information  Program, 
Campus  Box  1126,  Washington  Univer- 
sity, St  Louis,  MO  63130. 

SOCIOECONOMIC 

JCAH  initiates  hot  line 

The  Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH)  has  implemented  a 
24-hour,  national  hot  line.  The  toll-free 
hot  line  number  in  Texas  is  800-621  - 
8007.  The  hot  line  responds  to  inquiries 
about  JCAH  and  the  accreditation 
process. 

A hot  line  operator  is  available  from 
8am  to  5pm,  Central  Time,  Monday 
through  Friday.  Calls  received  at  all 
other  times  are  recorded,  transcribed, 
and  returned  on  the  next  regular  work- 
ing day. 

Review  fees  now  for 
82  Medicaid  charges 
As  1 981  rolls  into  its  second  month,  re- 
member that  the  fees  you  charge  in 
calendar  year  1 981  will  be  used  to  cal- 
culate your  “customary  charges”  that 
go  into  effect  July  1 , 1 982.  No  one 
else’s  charges  affect  your  customary 
profile.  Statewide,  physicians’  custom- 
ary charges  determine  Medicare  reim- 
bursement 66%  of  the  time.  Also,  your 
customary  profile  used  today  is  a his- 
torical summary  of  the  median  fees  you 
charged  for  each  of  the  Medicare  ser- 
vices you  provided  in  1 979.  These  fees 
will  stay  in  effect  until  July  1 , 1981 , 
when  your  new  customary  profile,  cal- 
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OFFICE  OVERHEAD AGE  70 

PERSONAL  ACCIDENT AGE  70 

DISABILITY  INCOME AGE  75 

MAJOR  MEDICAL LIFETIME 

LIFE  INSURANCE LIFETIME 


We  are  confident  you  will  find  the  amounts  payable  and  the  benefit 
provisions  remain  generous,  even  though  in  some  instances  certain 
reductions  apply. 


JUST  ANOTHER  EXAMPLE  OF  HOW  YOUR  TEXAS 
MEDICAL  ASSOCIATION  INSURANCE  PROGRAM 
SERVES  YOU  BEST! 

for  information  or  brochure,  contact: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 

CALL  TOLL  FREE 

1-800-252-9318 

(HOUSTON  PHYSICIANS  DIAL  ONLY  224-5309) 
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culated  from  your  charges  in  calendar 
year  1 980,  goes  into  effect. 

If  you  intend  to  raise  your  fees,  but 
delay  the  increase,  you  may  actually 
lower  your  Medicaid  reimbursement 
beginning  in  July  1 , 1 982. 

The  easiest  way  to  review  your  fees 
is  to  request  a copy  of  your  customary 
charge  profile  from  Blue  Cross/Blue 
Shield  or  the  Texas  Medical  Associa- 
tion. For  further  information,  contact 
Jim  White  at  TMA  Headquarters, 
512-477-6704. 


CAPITAL  COMMENTS 

Attorney  general  rules  on 
delegation  to  opticians 

AUSTIN  In  response  to  questions 
from  the  chairman  of  the  State  Op- 
tometry Licensing  Board,  Texas  At- 
torney General  Mark  White  has  ruled 
that  a physician  has  legal  authority  to 
direct  an  optician  outside  of  his  office  to 
perform  acts  necessary  to  fit  contact 
lenses.  The  attorney  general  noted  that 
the  physician  “must  use  a specific  writ- 
ten authorization  to  direct  the  optician's 
work.  The  physician  remains  legally  lia- 
ble for  the  negligence  of  the  optician  in 
performing  services  under  his  direc- 
tion.” However,  the  attorney  general 


also  stated  that  an  optician  is  liable  for 
damage  caused  by  his  own  acts  of  neg- 
ligence, whether  acting  under  physi- 
cian authorization  or  not.  The  opinion 
parallels  similar  questions  raised  dur- 
ing the  66th  Texas  Legislature  and  the 
interim  regarding  the  use  of  standing 
orders  by  nonmedical  personnel  under 
a physician’s  direction. 

TMA  influence  analyzed 
in  UT  graduate  thesis 

AUSTIN  The  Lyndon  B.  Johnson 
School  of  Public  Affairs  in  Austin  has 
released  an  analysis  of  the  history,  or- 
ganization, and  influence  of  the  TMA. 
The  1 55-page  report  focuses  on  TMA’s 
“influence  over  medical  education,  phy- 
sician licensure,  agencies  involved  in 
health,  and  the  state’s  political  pro- 
cess” The  author,  Florita  Indira  Shep- 
pard, states  in  her  summary  that  “the 
Texas  Medical  Association  has  attained 
a position  of  undeniable  influence  in 
Texas  health  affairs.  The  Association 
has  developed  an  organizational  struc- 
ture based  on  grassroots  involvement 
and  unification  within  medical  ranks.  A 
large  membership  has  given  the  TMA 
financial  power  to  maintain  a sizeable 
staff  and  make  substantial  political  con- 
tributions through  TEXPAC.  These  re- 
sources and  the  traditional  deference 


acceded  to  physicians  have  given  or- 
ganized medicine  in  Texas  . . . their 
significant  influence.”  The  report  spec- 
ulates that  “alterations”  in  membership 
composition,  a decrease  in  institutional 
authority  given  physicians,  and  in- 
creased political  activity  among  con- 
sumers and  allied  health  professionals 
“may  force  the  TMA  to  compromise  on 
more  issues  in  the  political  legislative 
process.” 

Medicaid  “mills”  a myth, 
government  study  says 

WASHINGTON  A recent  study  of 
large  Medicaid  practices  (those  in 
which  30%  or  more  of  the  patients  re- 
ceive Medicaid)  suggests  that  large 
Medicaid  practices,  while  providing 
most  of  the  care  of  Medicaid  patients  in 
this  country,  do  not  fit  the  stereotypical 
picture  of  the  impersonal  and  fraudu- 
lent facilities  that  some  critics  have 
suggested  are  the  norm.  The  re- 
searchers note  that  what  policymakers 
should  be  watching  for  is  not  Medicaid 
“mills”  but  the  development  of  a two- 
tiered  health  care  system  favoring  pri- 
vate over  public  patients.  The  study 
shows  that  while  large  Medicaid  prac- 
tices account  for  only  1 5.8%  of  the 
practices  in  this  country,  nearly  60%  of 
Medicaid  patients  are  served  by  those 


Investment  performance  for  TMA  Members’  Retirement  Plan  and 
Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  1 2/31  /80  value  of  $1 0,000  investment  made  one,  three,  and  five  years  ago. 

12/31/79 

Date  of  Investment 

12/31/77 

12/31/75 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 

T Rowe  Price  Growth  Stock  Fund 

$14,594 

$13,007 

$20,534 

$16,160 

$24,303 

$16,965 

Income  Funds 

Mercantile  Bank  FIR-10  Fixed  Income  Fund 

Rowe  Price  New  Income  Fund 

$9,731 

$10,285 

$ 9,941 
$11,625 

$12,124 

$14,093 

Current  yields  on  interest  bearing  options. 

Mercantile  Bank  Time  Deposits 

2Vz  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($1 0,000  minimum) 

11.75%  (Through  1/21/81) 

8.00% 

13.432%  (Through  1/14/81) 

Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  1/9/81  19.15% 
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large  Medicaid  practices.  The  re- 
searchers observe  that  physicians  in 
large  Medicaid  practices  tend  to  be 
older,  less  specialized,  and  have  fever 
credentials  than  other  physicians.  It 
concludes  that  “a  primary  goal  in  .Medi- 
caid program — to  integrate  the  poor 
into  mainstream  medicine — is  thereby 
thwarted."  The  survey  was  conducted 
by  the  National  Opinion  Research  Cen- 
ter for  the  Health  Care  Financing 
Administration  (HCFA). 

Reagan  think  tank 
plans  health  policy, 

Medicaid  phase-out 

WASHINGTON  The  Heritage  Foun- 
dation, a conservative  think  tank  with 
strong  ties  to  the  Reagan  administra- 
tion, has  come  up  with  a blueprint  for 
future  government  that  includes  some 
sweeping  changes  in  health. 

The  foundation  calls  for  examination 
of  methods  of  “phasing  out  Medicaid 
and  Medicare  in  their  present  form,  pur- 
suant to  the  development  of  systems 
relying  on  ‘vouchers’  and  a more  com- 
petitive private  market.” 

Foundation  President  Edwin  Feulner, 
said  the  foundation’s  Mandate  for 
Leadership  study,  a year  in  the  making, 
is  a basic  set  of  conservative  policy 
recommendations  to  “which  I hope  the 
Reagan  administration  will  give  its 
careful  and  serious  consideration.”  He 
said  the  study  represents  the  collected 
opinions  of  more  than  250  experts  from 
government,  universities,  think  tanks, 
and  the  business  and  legal 
professions. 

The  author  of  the  report  on  the  HHS 
Department  was  David  Winston,  an 
aide  to  Sen  Richard  Schweiker 
(R-Penn). 

The  HHS  section  proposed  a freeze 
on  all  HHS  consulting  contracts  pend- 
ing a full  review  of  their  usefulness, 
noting  that  the  department  “is  very 
heavily  dependent  on  such  outside 
consultants.” 

It  called  for  concentration  on  the  role 
of  HHS  as  a “last  resort,”  while  de- 


regulating and  enhancing  the  private 
sector’s  innovative  capabilities.” 

Turning  to  the  Health  Care  Financing 
Administration,  (HCFA)  which  runs 
Medicare  and  Medicaid,  the  report  said 
HCFA  has  considerable  difficulties 
managing  fiscal  intermediaries  (eg  in- 
surance carriers)  through  which  Medi- 
care and  Medicaid  programs  are 
administered. 

Immediate  examination  of  means  to 
improve  the  administration  of  Medicaid 
and  Medicare  was  urged.  Policy  should 
be  turned  away  from  a controls-and- 
guidelines  approach  to  a process  of  re- 
imbursement reform,  deregulation,  and 
improved  competition,  according  to  the 
study. 

A significant  recommendation  called 
for  consideration  for  the  “reduction  or 
elimination  of  the  Professional  Stan- 
dards Review  (PSRO)  program.” 


NEWSMAKERS 

SALLY  ABSTON,  MD,  Galveston,  has 
received  the  1 980  Dean  of  Medicine 
Teacher  of  the  Year  Award  at  The  Uni- 
versity of  Texas  Medical  Branch.  Asso- 
ciate professor  of  surgery  and  director 
of  the  John  Sealy  Hospital  Emergency 
Room,  Dr  Abston  was  cited  for  her  ded- 
ication to  UTMB  and  to  the  highest 
personal  standards  of  teaching 
excellence. 

JAMES  E.  SPEIER,  MD,  a pediatrician 
at  the  Medical  Arts  Clinic  Association  in 
Corsicana,  has  been  elected  to  a three- 
year  term  on  the  board  of  trustees  of 
the  American  Group  Practice  Associa- 
tion (AGPA).  Dr  Speier  has  served  as 
chairman  of  the  AGPA  Governmental 
Relations  Committee  and  is  currently  a 
member  of  the  board  of  directors  of  the 
Group  Practice  Political  Action  Com- 
mittee. He  is  clinical  instructor  in 
pediatrics  and  clinical  assistant  pro- 
fessor of  environmental  and  community 
health  at  UT  Southwestern  Medical 
School  in  Dallas. 


PHILIP  R.  NADER,  MD,  professor  of 
pediatrics  at  UT  Medical  Branch,  has 
received  the  American  School  Health 
Association  (ASHA)  Distinguished  Ser- 
vice Award.  Dr  Nader,  immediate  past 
president  of  ASHA,  is  director  of  the 
UTMB  school  health  programs  division 
of  the  department  of  pediatrics.  He  was 
honored  for  his  “service  to  ASHA  and 
for  his  contributions  to  the  health  and 
welfare  of  children.” 

RICHARD  G.  LESTER,  MD,  professor 
and  chairman  of  the  department  of  ra- 
diology at  The  University  of  Texas 
Medical  School  at  Houston,  is  the  new 
chairman  of  the  board  of  directors  of 
the  Radiological  Society  of  North 
America. 

DOROTHY  PATRAS,  MD,  a Fort  Worth 
pathologist,  has  been  elected  president 
of  the  American  Pathology  Foundation. 
Dr  Patras  is  a past  president  of  the 
Texas  Society  of  Pathologists,  a mem- 
ber of  the  Texas  Medical  Association 
Council  on  Legislation,  and  chairman  of 
the  legislative  committee  of  Tarrant 
County  Medical  Society. 

MAURICE  HERRING,  MD,  Dallas,  has 
been  elected  president  of  the  Texas 
Society  of  Internal  Medicine.  Other  of- 
ficers of  the  society  include  BASDEN 
PRIDDY,  MD,  San  Antonio,  president- 
elect; and  LEON  KOPECKY,  MD,  San 
Antonio,  returning  to  the  office  of  secre- 
tary-treasurer. 

JOHN  J.  HINCHEY,  MD,  San  Antonio, 
has  been  named  second  vice  president 
of  the  Southern  Medical  Association 
(SMA).  He  also  serves  as  chairman  of 
the  SMA  annual  assembly.  Dr  Hinchey 
is  a former  president  of  the  American 
Academy  of  Orthopedic  Surgeons,  the 
Texas  Orthopedic  Association,  the 
Bexar  County  Medical  Society,  and  the 
International  Medical  Assembly  of 
Southwest  Texas. 


Volume  77  February  1981 


17 


ISSUES 
OF  THE  80’S 


□will  adequate  quantities  of  blood 
and  blood  components  be 
available? 


□ will  the  pursuit  of  adequate 
supplies  of  blood  jeopardize  the 
high  standards  of  quality? 

□ con  o reasonable  cost  for 
transfusion  services  be  maintained? 

To  assure  the  patient  of  high  quality 
medical  care  at  a reasonable  cost, 
the  hospital's  blood  bank  and 
transfusion  service  and  the  medical 
staff  must  actively  address  these  is- 
sues. The  physician  can  effectively 
participate  in  this  teamwork  by 

• supporting  volunteer  blood 
donor  recruitment  programs 

• relating  to  your  blood  bank  and 
transfusion  service 

• encouraging  your  patient's  family 
and  friends  to  donate  blood 

Responding  to  these  issues 
is  our  responsibility. 

A public  service  announcement  sponsored  by  the  TMA 
Special  Committee  on  Blood  Banking  and  Blood  Trans- 
fusion, ond  Texas  Medicine. 


CVCMPEN-W'MacIlin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergv,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 
Mild  or 
Moderate 
Infections 
Chronic 
Infections 
Otitis  Media 


ADULTS 


250  mg  q.  i d. 


250  mg  q.i.d. 


500  mg  q.  i.d. 


250  mg  to  500  mg 

q.i.d.t 

250  mg  to  500  mg 
q.i.d.t 
500  mg  q.  i.d. 

Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Skin  & Skin 
Structures 

Urinary  Tract 


CHILDREN* 


body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 


50  mg/kg/day  q.i.d. 

100  mg/kg/day  q.i.d. 
50  to  100  mg/kg/dayt 
50  to  100  mg/kg/dayt 
100  mg/kg/day 


Laboratories 

Philadelphia,  Pa  19101 


Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


less  rash,  less  diarrhea  than  with  ampjcillin  in  studies  to  date. 


Mean  blood  levels  in  mcg/ml  after  250  rng 
cydacillin  single  oral  dose 


, Efficacy  proven  in  the  treatment  of  bronchitis, 
pneumonia,  and  upper  respiratory  infections.t 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampicillin 


High  Cure  Rates  with  CYCLAPEN®-W  (cydacillin) 

Causative 

Organism 

Bronchitis/Pneumonia1 

No.  of 

Patients 

S.  pneumoniae 

100% 

73 

95% 

Chronic  Bronchitis1  (acute  exacerbation) 

H.  influenzae 

92% 

12 

Though  clinical  improvement  has  been  shown,  bacferio- 
logic  cures  cannot  be  expected  in  all  patients  with 
chronic  respiratory  disease  due  to  H influenzae 

Streptococcal  Sore  Throat1 

Group  A beta- 

hemolytic 

Streptococcus 

100% 

44 

86% 

IS  1%  Clinical  Response 

1 1 % Bacterial  Eradication 

fDue  to  susceptible  organisms. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


‘Based  on  single  oral  doses  of  500  mg  cydacillin  tablet  and  500  mg 
ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

See  important  information  on  facing  page. 

Wyeth  Laboratories  • Philadelphia,  pa  19101 
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CYCLAKN  - W 

(I  • 1 1 • \ 250  and  500  mg  Tablets 

cyclaci  1 1 in)  ^ 

& 


more  than  just  spectrum 


The  Silent  Picture 


Shot  on  location  in  Las  Hadas  land  and  resort 
development  in  Manzanillo,  Mexico. 


Not  pictured , Villas  del  Palmar,  located  in  Las  Hadas  land 
and  resort  development  priced  from  under  $200,000.  Fea- 
tured are  private  beaches,  tennis,  golf,  and  marina.  For 
more  information  call  (713)  626-3904  or  write 
3/D  International  Tower,  1900  West  Loop  South, 

Houston,  Texas  77027.  Financing  available. 


C&SOIAR  , 


This  availability  good  lor  the  residents  ol  Texas.  Illinois,  New  Mexico,  and  all  other  states  where  not  prohibited  by  law 


A TREATMENT  FOR  ALCOHOLISM 

THAI'S  65  PROOF. 


The  treatment  is  Aversion  Therapy. 
What  it  does  is  train  problem  drinkers 
to  avoid  alcohol.  And  it  works.  The 
proof  is  a 65%  * success  rate  among 
those  who  come  to  us  for  help. 

Schick  Shadel  Hospital  is  a state  . 
licensed  hospital  and  JCAH  ac- 
credited. We’re  also  a Blue  Cross/ 
Blue  Shield  member  hospital.  Our  pa- 
tients are  treated  by  skilled  physi- 
cians and  nurses  trained  in  alcohol 
withdrawal  and  counter-conditioning 
therapy.  Experienced  counselors,  in- 
cluding psychiatrists  and  psycholo- 


gists, are  also  consulted  to  help  recov- 
ering alcoholics  identify  and  deal 
with  problems  related  to  the  disease. 

The  cost  for  treatment  at  the 
Schick  Hospital  may  be  claimed 
under  Medicare/Medicaid,  Blue 
Cross/Blue  Shield,  and  many  other 
major  medical  insurance  plans.  Pa- 
tients are  admitted  24  hours  a day 
and  are  provided  with  limousine  ser- 
vice from  the  airport. 

For  more  information  about  the 
therapy  and  facilities  available,  send 
for  the  Schick  Hospital  brochure.  Re- 


member, alcoholism  is  a disease  that 
can  be  treated  medically.  Just  ask  any 
pf  the  thousands  of  recovered  Schick 
patients.  They’re  the  living  proof. 

* Source:  Facts  Consolidated  Study 


Schick  Shadel  Hospital 

Medical  Director  in  Fort  Worth:  Call  collect 
817/284-9217  or  Metro  817/589-0444. 

4101  Frawley  Drive/Fort  Worth,  TX  761 18 
For  referral  information:  817/589-0444 


DEBATE 


PHYSICIANS,  MEET  THE  MEDIA 
MEDIA,  MEET  PHYSICIANS 

DEBATE  presents  opinions  from  professionals  to  illustrate 
the  varied  considerations  and  ideas  on  given  issues.  This 
month,  Texas  Medicine  contacted  physicians  and  news 
media  reporters  across  the  state  concerning  their  atti- 
tudes toward  each  other.  Readers  are  invited  to  express 
their  views  on  this  subject  in  the  Letters  section  of  Texas 
Medicine. 


THE  ISSUE 

Traditionally,  physicians  and  the  news  media  have  been 
puzzled  about  each  other’s  views.  Each  side  could  see  the 
potential  for  helping  each  other;  that  is,  physicians  wanted 
ways  to  further  educate  their  patients;  the  news  media 
wanted  interesting  stories  to  report.  Yet,  both  sides  have 
been  apprehensive  of  one  another. 

This  attitude  is  changing.  Physicians  and  the  news  media 
are  slowly  becoming  aware  of  their  conflicting  deadlines;  re- 
porters are  more  understanding  when  a physician  is  called  in 
for  an  emergency  operation;  physicians  are  becoming  more 
cognizant  of  the  daily  deadlines  reporters  live  under. 

As  the  public  grows  more  sophisticated  about  health  care, 
it  demands  access  to  more  medical  information.  The  ques- 
tion is,  will  physicians  grow  more  sensitive  to  the  limitations 
reporters  face  daily  in  gathering  information,  and  help  out  by 
taking  time  to  be  sure  the  reporter  understands  what  he  or 
she  is  reporting?  Will  reporters  grow  more  sensitive  to  physi- 
cians’ limitations  in  their  efforts  to  translate  complex  medical 
terminology  into  simple  language  for  the  layman? 

Texas  Medicine  recently  interviewed  members  of  each 
group  to  gather  their  impressions  of  each  other. 

INDIVIDUALS  COMMENT 

“My  general  impression  about  the  local  media  coverage  of 
medical  issues  is  that  it  is  well  done  and  is  fair.  But  this  isn’t 
an  accident.  Many  of  us  have  worked  at  developing  a rapport 
with  the  medical  writers  to  achieve  this.  On  a national  level, 
however,  I am  not  as  impressed  with  the  way  physicians  are 
treated. ...  I am  cooperative  if  contacted  by  the  media.  But 
then,  I have  had  more  experience  dealing  with  them  than  the 
average  physician.  I am  usually  willing  to  talk  about  anything. 
If  a reporter  I do  not  know  calls,  I usually  call  my  media 
friends  to  find  out  the  reporter’s  basic  medical  background.  If 
it  is  minimal,  then  I give  basic  answers  and  spend  more  time 
to  be  sure  he  or  she  understands  . . . Personally,  I haven’t 
been  misquoted  by  local  medical  writers.  When  I do  see  this, 
it  is  not  done  maliciously,  but  is  more  out  of  ignorance  of  fact. 

I used  to  feel  strongly  that  physicians  should  be  able  to 
see  a story  before  it  was  published  or  broadcast.  I no  longer 
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feel  that  way.  We  have  to  recognize  that  a reporter  is  a pro- 
fessional and  doesn’t  want  to  be  censored.  The  best  way  to 
keep  from  asking  to  preview  stories  is  to  build  up  a feeling  of 
mutual  respect  with  the  medical  reporters.  This  approach 
lends  itself  to  avoiding  a bad  situation.  If  the  information  is 
technical,  I point  out  that  it  is  difficult  to  understand  and  that 
the  reporter  should  please  call  if  he  or  she  has  further  ques- 
tions. Reporters  don’t  want  to  make  mistakes  either.  We 
physicians  must  get  over  our  basic  fear  of  dealing  with  the 
media. 

I ask  a reporter  to  repeat  information  so  that  I am  sure  he 
or  she  has  understood  what  I have  said.  This  is  the  same 
technique  I use  with  my  patients.  It  is  the  best  way  I have 
found  to  be  sure  that  we  are  communicating  . . . Occa- 
sionally, I have  felt  a reporter  was  trying  to  manipulate  me 
through  leading  questions.  I try  to  use  their  questions  as  op- 
portunities to  make  statements  in  my  favor. 

Only  in  an  indirect  sense  are  the  media’s  criticisms  of  the 
medical  profession  justified.  It  is  more  the  individuals  in  the 
profession — about  price  gouging,  Medicaid  scandals — that 
reflect  on  all  of  us.  We  all  are  implicated  by  association. 

In  the  past,  physicians  felt  that  relations  with  the  media 
were  a losing  cause.  The  best  way  to  deal  with  the  media 
then  was  to  avoid  them.  Today,  this  is  definitely  not  the  tactic 
to  take.  Good  relations  are  not  only  built  through  staff  effort, 
but  through  individual  physicians  developing  rapport  with  in- 
dividual reporters.  This  takes  time  and  dedication,  but  in 
Houston  it  has  proven  worthwhile.  We  have  achieved  a sta- 
tus of  mutual  respect.  Some  of  the  media  check  with  us 
about  questionable  stories.  They  don’t  want  to  be  wrong  or 
on  the  wrong  track.  Building  rapport  does  not  happen  over- 
night. Physicians  have  to  have  the  philosophy  that  good 
rapport  with  the  media  can  be  developed.” 

Jerry  C.  Marcontell,  MD,  Houston 

Chairman,  TMA  Council  on  Communication 


Dr  Jerry  Marcontell,  Houston 


TEXAS  MEDICINE 


"I  have  a favorable  attitude  toward  the  medical  profession — 
both  from  a personal  and  professional  standpoint.  There  are 
some  good  doctors,  some  bad.  I approach  any  story  with  an 
objective  attitude. . . . Sometimes  physicians  are  hesitant  to 
talk,  but  once  they  understand  what  we  are  doing,  they  will. 
They  sometimes  don’t  want  to  be  quoted  directly  because  of 
their  local  medical  societies.  . . . Years  ago,  they  wouldn't 
talk  with  the  press  at  all.  They  wouldn't  even  provide  a 
spokesman.  Now  you  can  usually  get  a spokesman  when 
you  need  one. 

At  the  Associated  Press,  we  repeat  statements  we  don’t 
understand  to  the  physician.  We  try  not  to  use  technical  in- 
formation, but  write  around  it  and  analyze  it.  If  it  is  too  tech- 
nical, the  public  won’t  understand  it. 

I don’t  show  a physician  my  story.  He  wouldn’t  ask  me  to 
see  an  operation  to  determine  if  it  was  done  correctly. 

To  improve  relations,  we  should  continue  the  freedom  of 
information  that  we  now  have.  The  more  we  understand 
about  them,  and  the  more  they  understand  about  us,  the  bet- 
ter off  we’ll  be.” 

Garth  Jones,  Austin 

Capitol  Correspondent,  The  Associated  Press 


"I  have  always  enjoyed  a good  working  relationship  with  the 
press.  Looking  back  over  20  years,  if  I was  clear,  they  were 
clear.  Generally,  I feel  the  newspaper  and  radio  and  televi- 
sion stations  with  medical  reporters  are  doing  a better  job 
than  the  media  where  the  reporter  is  given  a mixed  beat  with 
court  and  jail  news  thrown  in  along  with  the  medical  beat.  I 
appreciate  the  specialization  of  a medical  reporter.  ...  I find 
it  easier  to  deal  with  the  print  than  electronic  media.  The  TV 
reporters  are  always  looking  at  their  watches.  In  the  middle 
of  a good  story,  they  may  leave.  When  television  is  able  to  do 
an  indepth  program  where  the  reporter  spent  an  hour  trying 
to  learn,  then  the  electronic  media  frequently  are  fine.  How- 
ever, on  a fast-breaking  story,  I become  exasperated.  The 
reporters  don’t  seem  to  be  searching  for  the  truth.  That  both- 
ers me. 

I enjoy  it  when  the  media  contact  me.  I nearly  always  re- 
spond and  rarely  have  had  any  trouble.  But  then,  it’s  my 
business  to  be  open  to  the  media.  When  I think  the  hospital 
has  news,  I feed  the  media  stories. . . . Aside  from  one  ex- 
ception, I have  not  been  intentionally  misquoted.  If  I felt  I was 
misquoted,  I realized  later  that  it  was  as  much  my  fault  as  the 
reporter’s  fault.  Oftentimes  it  happens  because  I have  not 
been  precise  and  have  not  finished  a thought  or  sentence. 

On  a news  story,  I don’t  think  it  is  fair  to  ask  the  reporter  to 
see  the  story  before  it  is  released.  On  a scientific  story,  if  the 
reporter  had  some  trouble  grasping  a concept,  I do  ask  him 
or  her  to  please  call  me  and  go  over  that  part  again.  Some- 
times, what  you  say  still  comes  out  wrong  in  print. 

Generally,  I try  to  become  friendly  and  acquainted  with  the 
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TUCKS®  Pre-Moistaied  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel,  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
eprsiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate, 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%:  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  fnembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 

See  "WARNINGS’ 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adufe:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

H<w  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071  1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86T  (1S”-30°C). 
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reporters.  I value  the  long-term  relationship,  for  they  are 
good  patient  educators. 

Some  reporters  will  try  to  manipulate  you  to  evoke  a re- 
sponse. Other  reporters  never  do.  Well,  that’s  their  job.  They 
have  to  try  to  get  as  much  information  as  they  can.  They  are 
only  trying  to  make  you  react  to  exposed  information.  This 
doesn’t  bother  me  as  long  as  it  is  done  with  a smile  on  their 
face. 

Sometimes  the  medical  professional  is  unjustly  blamed  for 
social  ills.  The  social  conscience  of  organized  medicine  at 
the  turn  of  the  century  provided  improvements  in  sanitation, 
medical  education,  and  limitations  on  quackery.  Medicine  led 
the  way  in  cleaning  many  things  up.  Medicine  looked  good. 
Yet,  as  we  properly  became  more  concerned  with  socioeco- 
nomic issues,  both  the  media  and  medicine  forgot  the  good 
that  has  been  done  in  the  past.  I suppose  we  (the  profes- 
sion) have  taken  as  many  unfair  licks  as  we  have  had  fair 
licks. 

Organized  medicine  is  relaxing  its  pressure  against  physi- 
cians for  becoming  involved  with  the  media,  and  the  county 
medical  society  should  receive  credit  for  improving  relations 
with  the  media.  Improved  communications  have  come  about 
through  an  organized  effort.  Generally,  the  media  wants 
good  things  to  happen,  and  most  reporters  are  looking  for 
progress.” 

C.  E.  Gibbs,  MD,  San  Antonio 

Interim  Executive  Director,  Bexar  County  Hospital  District 

Chairman,  TMA  Committee  on  Maternal  and  Child  Health 

“The  medical  profession  is  changing.  Six  or  seven  years  ago 
it  was  difficult  to  interview  doctors;  they  seemed  guarded, 
stiff,  and  leery  of  the  media.  Within  the  past  few  years  all  that 
has  changed.  Now  physicians  want  to  be  involved  with  the 
media,  and  they  are  more  open. 

Also,  the  broadcast  and  other  news  media  have  placed 
more  emphasis  on  health  and  health  issues.  We  cover  medi- 
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cine  now  as  hard  news  and  not  just  as  special  features. 

Basically,  I have  a positive  attitude  toward  the  medical  pro- 
fession, but  that's  because  I chose  it  as  a special  area  of 
reporting.  Individual  physicians  are  another  matter.  Some 
are  honest  but  may  be  poor  communicators,  while  others  are 
not  only  professionally  competent,' but  are  comfortable  in 
front  of  the  camera.  It  is  difficult  deciding  who  should  be  on  a 
talk/interview  program.  I don’t  want  a movie  star  doctor  who 
is  too  'Dr  Hollywood.’  If  a physician  is  only  thinking  about 
appearances,  he  or  she  loses  integrity.  The  physicians  in 
Houston  have  always  been  cooperative  about  appearing  on 
television,  but  then  medicine  here  is  big  business  and  highly 
competitive.  To  avoid  misquoting,  I make  sure  I have  the 
facts  right.  When  physicians  are  on  the  Morning  Show  they 
are  not  edited,  so  they  are  either  a success  or  they  make 
their  own  mistakes. 

Physicians  have  become  ‘street  smart’ — they  are  more 
aware  that  they  have  to  communicate  effectively.  They  can- 
not ramble  or  talk  in  ‘medicalese’  if  they  want  the  public  to 
understand  them. 

Whenever  you  cover  the  medical  beat,  some  people  and 
public  relations  professionals  think  you  are  a medical  bulletin 
board — just  for  doctors.  But  we  (the  media)  are  not  an  in- 
group service.  We  are  not  doing  stories  only  for  other  physi- 
cians; we  are  trying  to  convey  health  information  and  news 
to  the  public. 

Some  criticism  of  the  profession  is  justified.  But  I tend  to 
take  a balanced  view  and  judge  the  profession’s  actions  is- 
sue by  issue.  Doctors  are  a diverse  group  and  one  cannot 
generalize  about  them. 

Recently,  the  Harris  County  Medical  Society  and  M.  D. 
Anderson  Hospital  have  come  up  with  significant  ways  to 
involve  the  media  in  community  health  issues  such  as  can- 
cer and  blacks,  the  problems  of  aging,  or  teenage  preg- 
nancy. This  seems  unusually  progressive. 

Nancy  Carney,  Houston 

Interviewer,  KHOU-TV 


“On  the  whole,  I think  the  media  have  been  very  fair  to  me.  I 
don’t  especially  like  the  sensational  issues  which  crop  up  so 
often.  But  this  is  what  sells  and  I can  understand  that  the 
media  resorts  to  it  because  it  is  what  the  public  will  buy.  Re- 
garding medical  stories  directed  at  the  public,  I usually  do  not 
find  them  to  be  as  reliable  as  I would  like,  especially  the  re- 
ports about  new  discoveries  and  procedures.  When  such 
things  are  reported  by  the  media,  people  are  often  given 
false  hope;  medical  writers  are  not  as  objective  as  I think 
they  should  be.  I am  reticent  when  approached  by  medical 
writers  for  opinions  on  new  discoveries  and  procedures.  This 
information  should  come  out  of  the  scientific  journals  where 
it  is  supported  by  evidence.  Then  it  is  possible  to  give  an 
objective  report. 
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The  media  have  often  inadvertently  misquoted  me.  This  is 
not  done  maliciously,  but  is  usually  the  result  of  a misun- 
derstanding. However,  these  small  items  have  caused  me 
considerable  embarrassment.  I would  prefer  that  the  press 
allow  me  to  read  a story  before  it  is  broadcast  or  published. 
My  request  to  do  this  is  not  based  on  the  fact  that  I might 
want  to  censor  it,  change  its  content  or  meaning,  or  eliminate 
anything  therein — all  I would  like  to  have  the  opportunity  to 
do  is  to  check  information  that  may  be  included  therein  as 
fact  for  accuracy  or  possible  misstatements.  However,  my 
experience  has  been  that  the  media  are  reticent  about  allow- 
ing me  to  do  so.  As  this  is  the  case,  I try  to  repeat  myself  to 
be  sure  the  facts  come  out.  Then,  I try  to  discuss  the  mean- 
ing of  these  facts  with  the  reporter.  When  possible  I try  to 
give  reporters  factual  material  in  writing. 

I think  the  criticisms  leveled  at  the  medical  profession  by 
the  media  are  sometimes  justified.  But  the  media  has  a ten- 
dency to  judge  all  by  a few. 

The  relationship  between  physicians  and  the  media  could 
be  improved  if  both  sides  entered  an  interview  with  trust  and 
sincerity.  If  the  reporter  knows  why  he  or  she  is  there,  and 
the  physician  knows  what  the  interview  is  about,  both  can 
develop  a sense  of  mutual  trust.  Once  this  is  established,  in 
my  experience,  the  interview  has  gone  well." 

Mario  Ramirez,  MD,  Rio  Grande  City 

TMA  Past  President 

My  general  impression  of  the  medical  profession  is  excel- 
lent. We  get  at  least  as  much  as  what  we  pay  for.  I'm  tired  of 
hearing  about  how  much  health  care  costs.  I don’t  like  to  pay 
for  it  either,  but  I prefer  that  than  to  face  the  alternatives 
faced  by  my  grandfather  and  father.  My  life  expectancy  and 
quality  of  life  is  just  a lot  better. 

When  I first  started  writing  medical  stories,  there  was  con- 
siderable apprehension  at  first  on  the  part  of  physicians; 
many  doctors  had  been  burned  by  the  media.  However, 
some  of  the  bad  publicity  was  their  own  fault,  and  some  of  it 


was  the  fault  of  the  media.  Now,  I have  no  trouble  getting 
interviews.  Physicians  are  giving  me  their  home  phone  num- 
bers. They  know  that  I’ll  try  to  be  careful  in  whatever  I write. 

Any  man  who  cannot  make  himself  understood  is  at  con- 
siderable risk  of  being  misquoted.  Maybe  physicians  don’t 
realize  that  everybody  doesn’t  understand  what  they  are 
saying.  The  reporter’s  job  is  to  stay  until  he  thoroughly  un- 
derstands what  that  doctor  is  talking  about.  I can’t  write 
about  something  that  I don’t  understand.  Physicians  have 
never  complained  to  me  about  being  misquoted.  I attribute 
this  to  my  not  leaving  a doctor  until  I understand  him.  If  I can 
understand  what  I am  writing  about,  then  I won’t  misquote 
the  physician.  I keep  on  repeating  an  idea  until  the  doctor 
says  that  I have  it  right. 

Physicians  shouldn’t  ask  to  clear  stories  before  they  ap- 
pear in  print.  I’m  the  writer;  he's  the  doctor.  I can  probably  do 
a better  job  at  writing,  just  as  he  can  do  a better  job  at  doctor- 
ing. Mainly,  I want  to  know  if  what  I have  written  is  accurate.  I 
frequently  call  a doctor  to  read  the  description  of  a technical 
procedure  or  a quotation  to  be  sure  of  accuracy. 

I have  one  physician  who  would  love  to  manipulate  me.  I 
think  he’s  like  me.  I like  to  see  my  name  in  print.  Even  now, 
every  time  I get  a by-line  (after  22  years),  I still  get  a thrill.  He 
probably  would  like  to  see  his  name  in  print.  But  most  physi- 
cians prefer  never  to  talk  to  you. 

Many  times,  the  physicians’  criticism  of  the  media  is  justi- 
fied. The  media  are  not  mean,  are  not  out  to  do  the  doctors 
in.  I see  the  criticism  aimed  at  inexperienced  journalists  who 
talk  to  doctors  and  are  bashful  about  pressing  for  detailed 
explanations.  I’m  happy  to  show  my  ignorance.  Many  report- 
ers don’t  want  to  take  a doctor’s  busy  time.  But  I think  a 
doctor  would  rather  take  1 5 extra  minutes  to  be  sure  the  re- 
porter understood. 

Communications  between  the  media  and  physicians  could 
be  improved  if  reporters  agree  never  to  write  about  anything 
they  don’t  understand.  I took  a course  in  medical  reporting  to 
better  understand  this  profession.  It's  hard  work.  A reporter 
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must  badger  a doctor  until  the  reporter  understands  what  the 
doctor  has  to  say.  Doctors  need  to  understand  that  reporters 
and  the  public  are  not  trained  in  medical  subjects.  They  must 
speak  in  terms  everyone  can  understand  and  avoid  using 
those  double-jointed  jet-propelled  words  which  no  one 
understands.” 

Gene  White,  Amarillo 

Medical  reporter,  Amarillo  Globe  News 

“Generally,  I think  the  media  are  very  interested  in  reporting 
information  on  medical  events,  however  they  frequently  mis- 
interpret the  information  given.  Also,  their  degree  of  sophis- 
tication in  medical  areas  is  marginal.  Physicians  generally 
are  afraid  of  what  will  happen  to  the  information  they  provide 
a reporter  when  they  see  how  it  is  frequently  misinterpreted. 
What  happens  then  is  that  physicians  with  things  to  sell  talk 
to  the  press.  This  is  why  Laetrile  and  other  nonscientific 
items  are  given  coverage. 

When  the  media  contact  me,  I try  to  be  positive  and  pro- 
vide information  in  a way  that  it  can  be  accurately  reported.  It 
would  be  better  for  physicians  to  recognize  this  problem  and 
discuss  it  with  the  reporter  instead  of  providing  only  half  of 
the  information.  When  physicians  give  out  half-answers,  re- 
porters then  offer  their  interpretations  based  on  half-truths. 

Physicians  recognize  the  problems  of  misquotations.  I 
have  tried  asking  for  an  opportunity  to  review  stories  before 
they  are  released,  but  the  media  seem  to  think  that  physi- 
cians only  want  to  censor  the  material.  We  recognize  that  we 
cannot  censor  the  media,  but  we  have  to  educate  the  media 
to  give  accurate  information.  Oftentimes,  the  physician 
wants  to  provide  additional  information,  but  the  media  have  a 
quick,  hurry-up  attitude. 

I feel  the  media’s  criticism  of  the  medical  profession  is 
sometimes  justified.  The  profession  has  held  itself  out  in  an 
elite  position.  Some  physicians  maintain  that  if  the  profes- 
sion lets  the  public  know  too  much  information,  it  will  dam- 
age the  profession.  Consequently,  only  junk  gets  into  the 
media.  It  would  be  better  if  the  public  had  access  to  good 
information. 

How  to  improve  relations  with  the  media?  In  Austin,  the 
Travis  County  Medical  Society  set  up  a series  of  meetings 
with  the  media.  Six  physicians  participated.  At  the  first  meet- 
ing, two  media  contacts  attended;  at  the  second  meeting, 
one  media  contact  came;  after  that,  no  one  else  came.  I feel 
that  media  do  not  really  want  to  put  themselves  out.  Physi- 
cians should  recognize  this  and  give  the  reporters  specifi- 
cally what  they  ask  for.  Reporters  don't  want  to  be  fair;  they 
only  want  a story.  I feel  physicians  should  be  more  willing  to 
give  good  stories  to  the  media.  The  media  serve  a valuable 
function.” 

Jack  W.  Moncrief,  MD,  Austin 

Codirector,  Hemodialysis  and  Transplantation,  Brackenridge  Hospital  and 

Austin  Diagnostic  Clinic 
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Here’s  an  easy  way  to  keep  up  with  new 
books  in  your  specialty  or  your  area  of 
interest.  The  TMA  Memorial  Library  is  now 
offering  to  send  you  a list  of  the  new  books 
received  by  the  library  in  your  field  on  a 
quarterly  basis.  Then,  if  you  would  like  to 
receive  any  of  the  books,  the  library  will  send 
them  to  you,  one-at-a-time.  You  may  choose 
up  to  three  subject  areas/specialties,  pref- 
erably listing  your  interests  by  specialty, 
organ  system,  or  disease.  Just  fill  out  the 
handy  coupon  below  and  mail  to: 

Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  N.  Lamar 
Austin,  TX  78701 


Name  _ 
Address 


City Zip  code 

Comments: 


Sub|ect  areas  of  interest: 
1)  


2) 


3) 
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INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC* 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 


♦ SU-TON*  ♦ ♦TWIN-K-CI 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 
Seen  in  Famiiy  Practice 


(lodochlorhydroxyquin  — Pramoxine  HCI  — Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  (34  ounce), 
one  strength  for  ease  of  prescription. 

"This  drug  has  been  evaluated  as  possibly  effective  for  these  indications. 

See  prescribing  information  on  last  page  of  this  advertisement 


For  the  Geriatric  Patient 

SU-TON 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 

Each  45  ml  (3  tablespoonfuls)  contains: 


Pentylenetetrazol 30  mg 

Niacin 50  mg 

Vitamin  8 1 10  mg 

Vitamin  B 2 5 mg 

Vitamin  B 6 1 mg 

Vitamin  B 19 3 meg 

Choline 100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 22  mg 

Alcohol 18% 


See  prescribing  information  on  last  page  of  this  advertisement. 


For  Potassium  Supplementation 
Improved  Compliance... 


In  Cases  with 
Chloride  Deficiency... 


TW1N-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution 

The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 . Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  W.B.  Saunders  Co., 
Philadelphia,  page  1959. 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution 

The  good  tasting  potassium  supplement  with 
chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 


See  prescribing  information  on  last  page  of  this  advertisement. 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory,  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders-  The  dm3  contains  the  following  active  ingredients: 
lodochlorhydroxyqum  3 0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 10% 

INDICATIONS  AND  USAGE 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows:  "Possibly"  effec- 
tive Contact  or  atopic  dermatitis,  impetiginized  eczema, 
nummular  eczema;  infantile  eczema;  endogenous  chronic 
infectious  dermatitis;  stasis  dermatitis;  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata, 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chronicus,  anogenital  pruritus  (vulvae,  scroti,  ani),  folliculitis, 
bacterial  dermatoses,-  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis);  moniliasis;  intertngo.  Final 
classification  of  the  less-than-effective  indications  requires 
further  investigation  

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine"  type  local  anesthetics. 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds,-  lesions  of  the  eye;  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia  and 
varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy. 

PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy.  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyqum  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests 
The  feme  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings: 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily 

Note: 

1 F-E-P  Creme  is  distributed  with  3 0%  lodochlorhydroxyqum 
for  use  when  antibacterial/antifungal  activity  is  desired 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
iodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "came"  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED 

F-E-P  Creme  'A  ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  'A  ounce  05  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
July  1980 

SU-TON® 

DESCRIPTION 

Forty-Five  milliliters  of  SU-TON  contain  the  following  ingredients: 


Pentylenetetrazol 30  mg 

Niacin  . 50  mg 

Vitamin  B 1 10  mg 

Vitamin  B 2 5 mg 

Vitamin  B 6 1 mg 

Vitamin  B-12  . ....  3 meg 

Choline 100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate)  1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble)  . 22  mg 

Alcohol 18% 

INDICATIONS  AND  USAGE 


SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present.  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion.  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia. 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord.  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli.  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis.  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  pnncipally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following: 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia.  Treatment 
consists  of  appropriate  supportive  measures.  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals.  This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  ft  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription. 

February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  isa  palatable 
form  of  oral  potassium  replacement  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablesjaoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3 8-5.0  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known  Checks  on  the  patients 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWN-K  is  not  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities:  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves. 

TWN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort. 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia. 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result.  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes.  Treatment  measures  include: 

1 .  Elimination  of  potassium  containing  drugs  or  foods. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3 Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day.  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWN-K  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  ( 16  fi  oz ) NDC  0524-0021  -16 

GLUTTON 

Federal  law  prohibits  dispensing  without  prescription. 

July  1980 

TWIN-K-Cr 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  inasorbital 
and  saccharin  solution. 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration.  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWN-K-CI  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3.8-5  0 mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3 5 mEq/liter  is  considered  to  be  indicative  of  hypokalemia 
The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  dianhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration. 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known.  Checks  on  the  patient's  clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made. 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions  TWN-K-CI  is  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograpic  abnormalities;  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result.  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes: 

Treatment  measures  include: 

1 . Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day. 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects 
HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 


MANUFACTURED  & DISTRIBUTED  BY 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


At  last,  an  Air  Ambulance 
Service  that  understands 
and  cares. 


In  an  emergency,  the  last  thing  you  need  to 
worry  about  is  an  ambulance  service.  Air 
Ambulance  of  America  is  readily  adaptable 
to  your  needs.  We  are  qualified  profes- 
sionals available  to  assist  in  these 
emergencies  on  a moment’s  notice. 
Medical  advisors  are  on  staff  to  communi- 
cate precisely  with  you,  the  physician. 

In  addition,  medical  attendants,  MD's  and 
RN's  are  available. 

On-Board  Monitoring 
and  Features 

Air  Ambulance  of  America  utilizes  UFEPAK, 
the  most  advanced  electronic  cardiac 
monitoring  system  available.  It  is  a combin- 


ation non-fade  cardioscope/recorder  and 
DC  defibrillator.  This  light-weight  system 
provides  the  ultimate  in  portability  and 
versatility. 

LIFEPAK  cardioscope/recorder  and 
defibrillator  act  as  one  when  joined,  pro- 
viding instant  ECG  information.  However, 
each  can  operate  independently  because 
of  separate  removable  Battery/Paks. 

While  monitoring  a patient's  ECG  through 
the  patient  cable,  the  unit  is  usually 
viewed.  Although,  a QRS  beeper  with 
adjustable  volume  level  is  provided  for  aud- 
ible monitoring  when  the  scope  can  not 
be  watched. 

Other  features  of  LIFEPAK  include 
proper  output  for  connection  to  a telephone 


modulator  or  radio  telemetry  transmitter 
allowing  you  to  forward  the  latest  data  to  the 
receiving  hospital,  sure-fire  controls  con- 
veniently located  right  at  the  operators 
hands,  Battery/Paks  that  can  be  replaced 
in  a matter  of  seconds,  and  more. 
LIFEPAK’s  small  size  enables  it  to  be  placed 
right  on  the  patient’s  stretcher  for  contin- 
uous monitoring  during  transport. 

Also,  Air  Ambulance  of  America  service 
features  resuscitator,  oxygen,  large  stretch- 
er area  with  additional  seats  for  medical 
attendants  and  family  members,  and  ex- 
pedient transportation  for  organ  transplant 
tissues.  Air  Ambulance  can  also  make 
arrangements  for  ground  ambulance 
service. 


For  more  information,  call  collect  or  write  for  a free  brochure. 

AM 

OF  AMERICA  A 

The  Finest  Care  in  the  Air 


Business  Office  (713)  111  Alii 
Memorial  Hospital  Professional  Building  ★ 7777  Southwest  Freeway,  Suite  508  ★ Houston.  Texas  77074 


Air  Equipment  Features 


Air  Ambulance  of  America  is  FAA  approved  and  flown  by  airline  transport  rated  pilots.  Aircraft  is  air  conditioned  and 
radar  equipped  for  weather  avoidance  and  smoother,  more  comfortable  flights.  We  fly  where  you  need  to  fly, 
anywhere  in  the  North  American  continent.  Catering  arrangements  are  easily  available  for  medical  attendants, 
family  members,  and  for  the  patient. 

Now  you  can  count  on  professionals  who  understand  and  care.  Your  patient’s  life  depends  on  it. 
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Single  Entity 

Bentyl' 


(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets,  10  mg./5  ml.  syrup,  10  mg./ml.  injection 

On  target  for  the 

functional  bowel/irritable  bowel  syndrome1 

Single  entity  means 

a variety  of  Bentyl  dosage  forms  (tablets,  capsules,  syrup, 
injectable)  that  lets  you  tailor  the  dose  to  your  patient’s 
primary  need 


freedom  to  choose  and  titrate  concomitant  medication  when 
a psychogenic  disorder  coexists 

On  target  means 

bioequivalence  of  oral  dosage  forms  that  permits  patient’s 
choice— fosters  patients’  compliance 

bioavailability  of  all  dosage  forms  that  encourages 
therapeutic  effect 

significant  pharmacologic  activity  that  can  be  demonstrated 
at  the  target  site  in  the  distal  colon  (Figure  1) 


CM  H20 


PLACEBO 

+ 

MEAL 


Experiment  A 


1 MIN. 


Fig- 1 . In  this  irritable  colon  patient,  the  motility  index  for  the  colonic  wave  pattern  shown  in  A,  following  a 
meal  and  intramuscular  placebo,  was  calculated  at  86±28.  On  a separate  day,  the  motility  index  for  the 
colonic  wave  pattern  seen  in  B,  following  a meal  plus  intramuscular  Bentyl,  was  calculated  at  14±8.  The 
decrease  in  motor  activity  induced  by  Bentyl  was  statistically  significant  (p<0.05),  in  spite  of  the  wide 
range  of  the  standard  error  of  the  mean. 


from  a Study  by  A.  R.  Chowdhury 
and  S.H.  Lorber,  1980 


'This  drug  has  been  classified  “probably'1  effective  for  this  indication. 


t Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg. , which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was 
considered  justified,  since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of 
60  mg.  I.M.  and,  at  that  time,  as  a result  of  the  sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than 
occurs  after  a single  50  mg.  dose.  Presumably,  the  same  pharmacologic  effect,  as  shown  in  Figure  1.  would  follow.  These  observations  do  not  constitute  evidence 
of  efficiacy. 


Merrell 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
•probably”  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 

snitp  pntprnrnlitic 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS, 

For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis, 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful,  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure. cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste: 
headache,  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation, 
constipation;  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs 
Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsules  or  tea- 
spoonfuls  syrup  three  or  four  times  daily.  Children  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only, 

NOT  FOR  INTRAVENOUS  USE 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 


Injectable  dosage  forms  manufactured 
CONNAUGHT  LABORATORIES,  INC. 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215,  U S A. 


Merrell 
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0-6545  (YO0OC) 
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Mark  Duncan/Dayton  Daily  News 

Sure, 

he's  scared. 
It's  a 

matter  of 
life 

and  breath! 

The  first  dip  is  frightening.  Even  when 
Dad  is  there.  But  not  for  long.  Swim- 
ming is  good  exercise  for  children  with 
asthma.  It  helps  build  confidence,  too. 
So  they  can  learn  other  sports. 

Christmas  Seals  support  family  asthma 
programs  for  children  and  their  parents. 
Together  they  learn  about  asthma. 

What  causes  it.  How  to  cope.  So  the 
kids  can  lead  normally  active  lives. 
Contact  your  local  American  Lung 
Association  for  more  information.  And 
remember,  a generous  contribution 
will  help  turn  tears  to  laughter. 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 
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TEXAS  MEDICINE 


A growing  trend 
among  Texas  physicians 
who  are  becoming 
politically  involved. 


Cut  along  dotted  line 


Please  make  checks 
payable  to  TEXPAC. 


Mail  membership  form  and  check  to: 
TEXPAC 

1905  N.  Lamar  Blvd. 

Suite  207 

Austin,  Texas  78705 


I would  like  to  become  part  of  the  trend. 


Membership  form 

□ Active  member $ 75 

□ 300  Club  member $300 


name 


address 


city 


state 


zip 


Voluntary  political  contributions  (Texas  Medical  Association  PAC  2/3,  American  Medical  Association  PAC  1 / 3)  are  not  limited  to  the 
suggested  amount.  Neither  TMA  or  AMA  will  favor  or  disadvantage  anyone  based  on  the  amounts  or  failure  to  make  contributions. 
Contributions  are  subject  to  Federal  Election  Commission  regulations. 

The  TEXPAC  portion  of  your  TEXPAC/ AMPAC  contribution  is  eligible  for  a tax  credit  on  your  federal  return.  A maximum  tax  credit  of 
$50  on  a single  return  and  $1 00  on  a joint  return  is  allowed.  300  Club  members  may  claim  a maximum  of  $1 00  on  their  $300  contribution 
when  filing  a joint  return. 


Faith  of  Our  Patients 


t 


a TMA  handbook  on  medical-religious  beliefs 


• Answers  14  medical  questions 
about  15  denominations 

• Free  to  TMA  and  Auxiliary  members 
($2  per  copy  for  others) 

• Quick-reference  format 

• This  is  the  only  book  that  handles  these 
sticky  questions  in  one  volume 

• Supply  limited  so  order  now 


ORDER  TODAY 


Please  send . 


(no.) 


edition(s)  of  Faith  of  Our  Patients. 


Name 

(Please  Print) 

Pitv 

State  

Zip — 

Free  to  TMA  and  Auxiliary  members. 

Pm  not  a member  so,  at  $2  per  copy,  I owe: 


Bill  me: 
Check  enclosed: 


Send  to:  Religion  Book,  Texas  Medical 
Association,  1801  N.  Lamar  Blvd.,  Austin, 
Texas  78701 


TEXAS  MEDICINE 


Welcome  to  Dallas 
Housing, 

Advance  Registration  and 
Ticket  Order  Forms 


Featuring 

! 50  Guest  Speakers  plus  400  special  and  TMA-member 
j!  speakers. 

22  Section  Programs  Allergy;  Colon  and  Rectal  Surgery; 
Digestive  Diseases;  Diseases  of  the  Chest;  Family  Practice; 
Internal  Medicine;  Neurological  Surgery;  Neurology;  Nuclear 
Medicine;  Obstetrics  and  Gynecology;  Occupational  Medicine; 
Ophthalmology;  Otolaryngology;  Pathology;  Pediatrics; 

Physical  Medicine  and  Rehabilitation;  Plastic,  Reconstructive, 

| and  Maxillofacial  Surgery;  Psychiatry;  Public  Health; 

Radiology;  Surgery;  Urology. 

AMA  — TMA  Postgraduate  Courses  are  scheduled 
Wednesday,  May  27,  through  Saturday,  May  30.  Basic  and 
Advanced  Cardiac  Life  Support  courses  are  scheduled 
Wednesday  and  Thursday,  May  27-28.  Completion  of  courses 
will  qualify  attendees  for  Category  1 credit,  AMA  Physician's 
Recognition  Award.  (Registration  inlormation  will  be  sent  to 
the  membership  in  a separate  mailing.) 

Office  Evaluation  of  Headache  • Antibiotic 
Update — 1981  • Recurrent  LJrinary  Tract  Infections  in 
Children  • Myocardial  Infarction:  Update  on 
Management  • Pediatric  Neurology  for 
Pediatricians  • Update  on  Care  of  Neonate  • Child  Abuse 
and  Neglect  • Office  Dermatology  • Pediatric 
Gastroenterology — What's  New  • Developmental 
Disabilities  • Recognition  and  Management  of  Pulmonary 
Embolism  • Cardiac  Arrhythmias:  Causes,  Diagnosis  and 
Treatment  • Chronic  Obstructive  Lung  Disease  • Basic 
Electrocardiography  • Diagnosis  and  Treatment  of  Common 
Gastrointestinal  Disorders  • Office  Gynecology  • 

Intermediate  Electrocardiography 

12  Curbstone  Consultations  person-to-person  conversational 
discussions  of  cases  and  problems  of  general  medical  interest. 

12  Continental  Breakfast  Presentations  open  to  physicians  in 
all  specialties  and  in  family  practice.  Join  speakers  for  short 
lectures  and  informal  discussions  Thursday,  Friday,  and  Saturday 
mornings. 

35  Specialty  Society  Programs  * 12  Special  Committee 
Symposia  • 200  Scientific  and  Technical  Exhibits  • Forum 
of  Original  Research  • Physicians’  and  Spouses’  Art  and 
Hobby  Exhibit. 

Sports/Entertainment  golf,  tennis,  Run  for  Fun,  fraternity 
and  alumni  parties,  class  reunions. 


DALLAS 

CONVENTION 

CENTER 


May  27-31 


General  Meeting  Luncheons 

Friday,  May  29,  12:15  p.m.,  Convention  Center.  Henry  J. 
Heimlich,  M.D.,  who  recently  received  recognition  as  a speaker 
from  the  International  Platform  Association,  will  capture  the 
attention  of  attendees  with  his  remarks  on  Space-Age  Medicine.  A 
pioneer  in  space-age  research,  Dr.  Heimlich  will  provide  new 
directions  in  medicine  and  discuss  innovative  diagnostic  and 
corrective  tools  and  techniques  which  are  now  available.  The 
speaker  is  well  known  for  his  Heimlich  Maneuver,  which 
has  saved  many  choking  victims,  and  for  his  work  in 
bio-engineering  in  the  development  of  a portable  oxygen  supply 
for  patients  with  lung  disease.  A popular  news  and  talk  show 
speaker.  Dr.  Heimlich  is  noted  not  only  for  his  medical 
expertise,  but  his  fine  sense  of  humor  and  speaking  ability. 

Saturday,  May  30,  12:15  p.m..  Convention  Center.  Television 
and  radio  personality  Art  Linkletter  will  be  on  the  rostrum.  His 
wit  and  engaging  manner  have  inspired  all  ages  for  30  years. 

His  People  are  Funny  weekly  TV/radio  show  won  three  Emmy 
awards,  and  his  book.  Kids  Say  the  Darndest  Things,  is  an  all- 
time  favorite.  Recipient  of  numerous  awards  and  honorary 
degrees,  his  chief  interest  today  is  his  fight  against  drug  abuse. 
Luncheon  With  Art  Linkletter  will  brighten  your  day. 


Guest  Speakers 

Joseph  E.  Acker,  Jr.,  M.D. 

Knoxville,  Tennessee 
cardiovascular  diseases 

William  H.  Beierwaltes,  M.D. 

Ann  Arbor,  Michigan 

nuclear  medicine,  internal  medicine 

Peter  H.  Byles,  M.D. 

Syracuse,  New  York 
anesthesiology 

Gilbert  S.  Campbell,  M.D. 

Little  Rock,  Arkansas 
thoracic  surgery 

Timothy  N.  Caris,  M.D. 

San  Antonio,  Texas 
internal  medicine 
(cardiovascular  diseases) 

Robert  C.  Cefalo,  M.D.,  Ph.D 
Chapel  Hill,  North  Carolina 
obstetrics  and  gynecology 
(maternal  and  fetal  medicine) 

Chaplain  Herman  Cook 

Dallas,  Texas 

clinical  pastoral  education 

Robert  S.  Eliot,  M.D. 

Omaha,  Nebraska 
internal  medicine 
(cardiovascular  diseases) 

Stefan  S.  Fajans,  M.D. 

Ann  Arbor,  Michigan 
internal  medicine 
(endocrinology  and  metabolism) 

Patrick  C.  Freeny,  M.D. 

Seattle,  Washington 
radiology 

Robert  VP.  Hutter,  M.D. 

Livingston,  New  Jersey 
pathology  (oncology) 

Indru  T.  Khubchandani,  M.D. 

Allentown,  Pennsylvania 
colon  and  rectal  surgery 

Gerald  L.  Klerman,  M.D. 

Rockville,  Maryland 
psychiatry 

Saul  Krugman,  M.D. 

New  York,  New  York 
pediatrics 

William  C.  Morse,  Ph.D. 

Ann  Arbor,  Michigan 
psychology 

James  P.  Muldoon,  M.D. 

Grand  Rapids,  Michigan 
colon  and  rectal  surgery 

John  F.  Murray,  M.D. 

San  Francisco,  California 
internal  medicine 
(pulmonary  diseases) 

David  F.  Paulson,  M.D. 
Durham,  North  Carolina 
urology  (neoplastic  diseases) 

Neil  H.  Raskin,  M.D. 

San  Francisco,  California 
neurology 


Rees  B.  Rees,  Jr.,  M.D. 

San  Francisco,  California 
dermatology 

Dennis  M.  Robertson,  M.D. 

Rochester,  Minnesota 
ophthalmology 

Albert  L.  Rhoton,  M.D. 

Gainesville,  Florida 
neurological  surgery 

David  B.  Sachar,  M.D. 

New  York,  New  York 

internal  medicine  (gastroenterology) 

Jay  P.  Sanford,  M.D. 

Bethesda,  Maryland 

internal  medicine  (infectious  diseases) 

Edward  F.  Scanlon,  M.D. 

Evanston,  Illinois 
surgery  (oncology) 

Alfred  L.  Scherzer,  M.D. 

New  York,  New  York 
pediatrics 

E.S.  Siker,  M.D. 

Pittsburgh,  Pennsylvania 
anesthesiology 

Charles  R.  Smart,  M.  D. 

Salt  Lake  City,  Utah 
surgery 

Clifford  C.  Snyder,  M.D. 

Salt  Lake  City,  Utah 
plastic  surgery 

Richard  A.  Sternbach,  Ph.D. 

La  Jolla,  California 
pain  management 

Donald  D.  Stevenson,  M.D. 

La  Jolla,  California 
allergy,  internal  medicine 

Thoralf  M.  Sundt,  Jr.,  M.D. 

Rochester,  Minnesota 
neurological  surgery 

G.  Douglas  Talbott,  M.D. 
Smyrna,  Georgia 

internal  medicine  (pharmacology) 

Philip  Thorek,  M.D. 

Chicago,  Illinois 
surgery 

H.  Michael  D.  Utidjian,  M.D. 

New  York,  New  York 
preventive  medicine 
(toxicology  and  epidemiology) 

Maurice  Victor,  M.D. 

Cleveland,  Ohio 
neurology 

Theodore  R.  W'augh,  M.D. 

New  York,  New  York 
orthopaedic  surgery 

Jack  Weinberg,  M.D. 

Chicago,  Illinois 
geropsychiatry 

Ephriam  B.  Wilkinson,  M.D. 

Memphis,  Tennessee 
orthopaedic  surgery 


Make  your  reservations  now! 

Reservations  not  accepted  by  telephone.  Select  your  first,  second 
and  third  choice  of  hotels  from  the  list  below,  complete  the 
housing  request  card  and  mail  it  to  the  Dallas  Housing  Service. 
Preferences  will  be  honored  whenever  possible,  and  confirmation 
of  reservations  w ill  be  sent  directly  to  you  from  the  hotel. 


1.  Sheraton-Dallas  Hotel 

(Delegates  Housing) 

Singles  S49-S69 

Doubles  $64  — $84 

Twins  $64-  $84 

Suites  2 room  $145  up 

3 room  $235  up 


2.  Hyatt  Regency  Hotel 
(Program  Participants  and 
General  Housing) 

Singles  $55  — $73 

Doubles  $71- $89 

Twins  $71- $89 

Double/Doubles  $71  — $89 
Suites  $175  up 


3.  Dallas  Convention  Center 

(Scientific  Sessions/Exhibits/ 
House  of  Delegates) 


4.  Plaza  of  the  Americas 

(Auxiliary  Headquarters) 
Singles  $60  — $80 

Doubles  $75  — $85 

Twins  $75-$95 

Suites  2 room  $185  up 

3 room  $255  up 


5.  Holiday  Inn-Downtown 


Singles 

$4  1 — $4.3 

Twins 

$50 

Double/Doubles 

$50 

Suites  2 room 

$ 1 1 5 up 

3 room 

$ 1 60  up 

Grenelefe  Hotel 

(formerly  the  Ramada  Inn- 
Downtown) 

Singles 

$52 

Doubles 

$62 

Double/ Doubles 

$62 

Suites  2 room 

$125  up 

3 room 

$225  up 

Dallas  Hilton  Hotel 

Singles 

$49- $69 

Doubles 

$65-$85 

Twins 

$65-$85 

Double/Doubles 

$80- $85 

Suites  2 room 

$ 140  up 

3 room 

$195  up 

***  Some  hotels  may  require  a first  night  s deposit  to  guarantee  a room 
for  late  arrival.  If  you  have  already  sent  in  a priority  housing 
form,  please  do  not  duplicate  your  reservation. 

***  Changes  and  cancellations  may  be  made  after  receipt  of 
confirmation  by  calling  the  Dallas  Housing  Service  at 
214-655-1384. 


Advance  Registration  Form 
Fill  out  both  sides  and  mail  today! 

Save  time  and  effort  by  registering  in  advance,  bill  out  the  card 
at  the  right,  mail  it  to  TMA,  and  your  registration  packet  will 
be  waiting  for  you.  There  is  no  registration  fee  for  TMA 
members.  Registration  materials  may  be  picked  up  at  the 
Convention  Center  or  the  Sheraton-Dallas. 

A form  for  ordering  tickets  to  the  General  Meeting  Luncheons 
is  located  on  the  back  of  this  advance  registration  card.  Save 
time  by  ordering  your  tickets  now. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  .4747  LBJ  Freeway -Dallas,  Texas  75234.214/233-1441 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  - Ft.  Worth,  Texas  76101.817/  335-647 1 
Lowell  Lebermann  Lincoln-Mercury.  900  W.  Sixth  Street  .Austin,  Texas  78763*512/ 472-8401 
Southwest  Motor  Leasing,  Inc.  *6737  Southwest  Freeway  -Houston,  Texas  77074-713/981-3591 
For  Bexar  County  / San  Antonio  • Southwest  Motor  Leasing  • Houston  (Collect)  713/981-3591 


WHAT’S NEW 


What’s  new  in  obstetrics 

Joseph  Seitchik,  MD 

Prophylactic  antibiotics  and  cesarean  section 

The  frequency  of  puerperal  endoparametritis  following  elec- 
tive cesarean  section  is  estimated  to  be  1 0%-20%.  How- 
ever, if  cesarean  section  is  preceded  by  a period  of  labor, 
particularly  if  the  membranes  are  ruptured,  20%-50%  of  pa- 
tients become  infected.  This  high  incidence  of  infection 
following  labor  and  the  recent  development  of  antibiotics 
effective  against  both  aerobic  and  anaerobic  organisms  en- 
couraged trials  of  prophylactic  antimicrobial  therapy.  These 
clinical  investigations  demonstrated  that  the  rate  of  puer- 
peral sepsis  was  halved,  with  decrease  in  both  the  length  of 
hospital  stay,  avoidance  of  maternal-neonatal  separation, 
and  lessening  of  the  cost  of  hospitalization.  The  numbers  of 
cases  studied  are  too  few  to  learn  whether  or  not  the  inci- 
dences of  the  more  serious  but  less  common  infections, 
pelvic  abscess  and  septic  pelvic  thrombophlebitis,  are  also 
reduced. 

Attention  has  focused  on  specific  antimicrobial  agents,  the 
time  of  initiation  of  treatment,  and  the  duration  of  drug  treat- 
ment. Cephalosporins  and  ampicillin  have  been  demon- 
strated to  be  equally  useful  with  little  to  choose  among  them 
in  terms  of  either  effectiveness  or  adverse  reactions.  Two 
observations  of  clinical  import  have  surfaced:  (1 ) the  start  of 
prophylactic  treatment  can  be  delayed  until  the  fetus  is  deliv- 
ered, avoiding  unnecessary  exposure  of  the  neonate,  and 
(2)  treatment  courses  of  three  doses  over  the  first  1 2-24 
hours  postoperatively  are  sufficient  to  achieve  the  desired 
result.  Initiating  treatment  after  delivery  of  the  fetus  avoids 
confusion  in  the  nursery,  permitting  microbiologic  study 
and  proper  antimicrobial  therapy  of  the  neonate  when  ap- 
propriate, without  concern  for  the  obfuscation  caused  by 
antibiotics  transferred  from  mother  to  fetus.  Prophylactic 
antibiotics  may  be  started  after  the  cord  is  clamped,  but  if  the 
patient  is  under  general  anesthesia  it  is  probably  best  to  de- 
lay administration  of  the  initial  dose  until  the  patient  has 
recovered  to  permit  prompt  recognition  of  the  rare  but  poten- 
tially lethal  drug  reaction. 

While  the  numbers  of  patients  with  cesarean  section  fol- 
lowing labor  treated  with  prophylactic  antibiotics  reported  in 
the  literature  are  sufficient  to  justify  their  use,  a cautionary 
note  is  appropriate.  Examination  of  the  microbiologic  flora  of 
the  uterus  postpartum  after  prophylactic  treatment  reveals 
marked  reduction  in  the  varieties  and  numbers  of  potential 
pathogenic  bacteria,  but  persistence  and  increase  in  the  or- 
ganisms resistant  to  these  agents  such  as  enterococcus, 
Pseudomonas,  and  other  resistant  gram  negative  orga- 


Joseph  Seitchik,  MD,  Professor,  Department  of  Obstetrics  and  Gynecology, 
UT  Health  Science  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284. 
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nisms.  These  observations  suggest  that  if  the  patient  does 
develop  puerperal  sepsis  following  prophylactic  antibiotic 
therapy,  the  trend  is  toward  finding  offending  organisms 
which  are  probably  uncommon  in  puerperal  infections  and 
resistant  to  the  prophylactic  antibiotics  used.  Extensive  clini- 
cal experience  will  be  required  before  we  know  the  answer  to 
the  following:  Will  prophylactic  therapy  markedly  reduce  the 
incidence  of  puerperal  sepsis  caused  by  organisms  for  which 
there  are  several  effective  and  safe  antibiotics,  but  produce 
an  occasional  or  rare  case  of  potentially  fatal  puerperal  sep- 
sis caused  by  pathogenic  organisms  requiring  treatments 
with  antibiotics  having  a high  rate  of  complications  such  as 
chloramphenicol  and  vancomycin? 

At  this  time,  the  postpartum  use  of  prophylactic  antibiotics 
appears  to  be  justified  following  labor  with  ruptured  mem- 
branes and  cesarean  section,  but  only  in  patient  populations 
with  established  high  rates  of  puerperal  endoparametritis. 

REFERENCE 

1 . D'Angelo  LJ,  Sokol  RJ : Short  versus  long-course  prophylactic  antibiotic 
treatment  in  cesarean  section  patients.  Obstet  Gynecol  55 : 583-586,  1 980. 

Maternal  transport 

Research  in  obstetrics  during  the  past  20  years  has  pro- 
duced new  methods  of  diagnosis  and  treatment  that  can 
improve  the  outcome  of  pregnancy  if  applied  to  patient  care. 
Mental  retardation  and  death  resulting  from  premature  birth 
or  intrauterine  growth  retardation  can  be  reduced.  Use  of 
these  new  modalities  requires  highly  trained  and  skilled  per- 
sonnel and  costly  facilities.  If  these  efforts  are  to  be  suc- 
cessful, the  starting  point  in  care  must  shift  in  emphasis  from 
transport  of  the  obviously  ill  neonate  to  transport  of  the  un- 
delivered pregnant  woman  with  a fetus  at  risk  for  perinatal 
damage  or  death.  Transfer  of  the  undelivered  mother  be- 
tween hospitals  demands  very  different  professional  and 
administrative  relationships  than  neonatal  transport  because 
this  modern  concept  of  care  requires  the  capacity  for  transfer 
of  professionals  and  patients  in  both  directions.  The  major 
goal  is  to  have  the  newborn  delivered  into  a hospital  environ- 
ment which  is  prepared  to  provide  the  special  care  the  infant 
may  need,  but  the  obstetrical  techniques  required,  for  exam- 
ple, cesarean  section,  may  well  be  within  the  abilities  of  the 
referring  physician.  Thus,  the  concept  of  staff  “turf”  must  be 
rejected,  and  temporary  privileges  must  be  available  to  phy- 
sicians who  wish  to  accompany  their  patients  and  perform 
those  procedures  that  are  within  their  capacities  at  the  re- 
ceiving hospital.  Conversely,  there  must  be  consistency  in 
selection  of  pregnant  women  for  transport  based  on  medical 
need,  immediate  or  potential,  and  not  predicated  upon  the 
family’s  ability  to  pay.  The  receiving  hospital  cannot  bear  a 
disproportionate  share  of  indigent  patients  because  of  the 
current  lack  of  financial  support  for  perinatal  care. 
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The  first  phase  of  the  development  of  a maternal  transport 
system  requires  an  educational  outreach  program  from  the 
receiving  to  the  referring  hospitals.  These  initial  learning 
efforts  must  include  (1 ) methods  for  the  early  identification  of 
the  mother  with  a fetus  at  risk,  (2)  a survey  of  perinatal  facili- 
ties at  the  referring  hospital,  and  (3)  an  exchange  of  per- 
sonnel between  the  hospitals  for  educational  purposes.  The 
goals  of  these  initial  outreach  efforts  are  the  development  of 
interpersonal  and  educational  professional  relationships,  up- 
grading the  facilities  and  capacities  of  the  referral  institution 
appropriate  to  its  obstetrical  and  neonatal  work  load,  and  the 
development  of  a shared  set  of  guidelines  for  the  relation- 
ship. The  community  supporting  the  referral  hospital  must  be 
willing  to  upgrade  its  facilities  and  talents  to  an  appropriate 
maximum.  The  latter  is  important,  for  improvements  in  the 
referral  hospital  will  permit  return  of  1 0%- 1 5%  of  unde- 
livered mothers  for  delivery,  following  proper  diagnostic 
study  and  treatment  in  the  receiving  hospital.  For  example, 
patients  in  threatened  premature  labor  can  have  their  treat- 
ment started  in  the  referral  hospital,  continued  in  the 
receiving  hospital,  and  if  successful  and  premature  delivery 
avoided,  the  patient  can  be  returned  to  the  referring  hospital 
for  further  observation  and  eventual  delivery  if  the  preg- 
nancy proceeds  to  term.  Neonates  delivered  in  the  receiving 
hospital  can  be  brought  back  to  the  referral  hospital  once  the 
intensive  care  of  the  receiving  hospital  is  no  longer  needed, 
but  continued  hospitalization  required. 

The  characteristics  of  the  maternal  transport  system  are 
intimate  professional  relationships  providing  continuing  edu- 
cation, consultation,  and  two-way  transportation  of  unde- 
livered women,  neonates,  and  professionals.  This  perinatal 
system  arises  from  a desire  of  administrators,  physicians, 
and  nurses  at  the  involved  institutions  to  improve  the  out- 
come of  pregnancy  for  all.  Development  of  an  adequate 
maternal  transport  referral  system  can  reduce  the  transfer  of 
sick  neonates  by  35%,  and  the  chances  for  life  of  the  infant 
born  of  the  transported  mother  are  35%  greater  than  that  for 
the  transferred  newborn.  Interested  communities  and  pro- 
fessionals can  review  the  program  centered  at  Baylor  Uni- 
versity Hospital  in  Dallas  as  a model  of  accomplishment  in  a 
nongovernmental  institution.  The  details  of  such  a region- 
alized perinatal  care  system  are  contained  in  “Guidelines  for 
the  Care  of  Mothers/Fetuses  and  High  Risk  Infants,”  issued 
by  the  Texas  Department  of  Health  in  January  1 980. 
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DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won’t  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 

HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Tom  Allison,  MD,  Dallas 
(214)361-5947 

Leslie  R.  Ansley,  MD,  Lubbock 
(806)  795-0651 

J.  Cary  Cooke,  III,  MD,  Abilene 
(915)672-1891 

Richard  H.  Hood,  Jr.,  MD,  Dilley 
(512)965-1551 

Lowell  J.  Kepp,  Jr,  MD,  Corpus  Christi 
(512)854-2651 

Percy  E.  Lowe,  MD,  Houston 
(713)  461-2646 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)  696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)363-8445 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 
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Aaron  S.  Estrera,  MD  Melvin  R.  Platt,  MD 
Lawrence  J.  Mills,  MD 

Aaron  S.  Estrera,  MD;  Melvin  R,  Platt,  MD;  and  Lawrence  J Mills,  MD,  Division 
of  Cardio-Thoracic  Surgery,  The  University  of  Texas  Health  Science  Center  at 
Dallas  and  the  Dallas  Veterans  Administration  Medical  Center,  Reprint  re- 
quests to  Dr  Estrera,  Division  of  Cardio-Thoracic  Surgery,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 


Pulmonary 
embolectomy  for 
massive  pulmonary 
embolism 

Massive  pulmonary  embolism  is  one  of  the  most  com- 
mon major  catastrophic  events  that  still  carries  an  ex- 
tremely high  mortality  rate.  The  use  of  anticoagulant 
heparin  and/or  thrombolytic  agents  for  massive  pulmo- 
nary embolism  with  significant  hemodynamic  com- 
promise has  not  been  totally  effective.  In  patients  with 
massive  pulmonary  embolism,  improvements  in  sur- 
vival rates  can  be  accomplished  by  early  surgical  inter- 
vention. Based  upon  our  review  and  our  own  experi- 
ence, we  believe  that  there  are  two  subsets  of  patients 
with  massive  pulmonary  embolism  who  are  candidates 
for  surgical  pulmonary  embolectomy.  These  include:  (1 ) 
patients  with  angiographically  proven  massive  pulmo- 
nary embolism  with  persistent  refractory  hypotension 
despite  vasopressors  who  may  or  may  not  be  on  anti- 
coagulant or  thrombolytic  therapy;  and  (2)  those  with 
massive  pulmonary  embolism  in  whom  survival  (beyond 
an  hour)  would  be  inconceivable  without  the  immediate 
institution  of  cardiopulmonary  bypass. 


From  the  beginning,  the  role  of  surgery  in  the  management 
of  pulmonary  embolism  has  been  unclear.  Trendelenburg,  in 
1 908,  was  the  first  to  perform  pulmonary  embolectomy  in 
humans.  His  first  patient  died  in  the  operating  room;  the  next 
two  patients  survived  the  operation,  but  subsequently  died, 
one  from  heart  failure  and  the  other  from  an  exsanguinating 
hemorrhage  from  an  injured  internal  mammary  artery.  It  was 
not  until  1 6 years  later  that  the  first  long-term  survivor  of  sur- 
gical pulmonary  embolectomy  was  reported  by  Kirschner, 
who  was  a pupil  of  Trendelenburg.2 

During  the  next  decade,  the  popularity  of  surgical  pulmo- 
nary embolectomy  increased.  The  so-called  embolectomy  kit 
was  made  available  in  most  medical  centers.  However,  fol- 
lowing Kirschner’s  initial  success,  many  subsequent  at- 
tempts at  pulmonary  embolectomy  failed  Then,  in  1 934,  all 
enthusiasm  for  surgical  pulmonary  embolectomy  waned 
when  Churchill  presented  experience  with  ten  consecutive 
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unsuccessful  embolectomies.  He  labeled  this  undertaking 
as  an  “immediate  postmortem  examination”  rather  than  a 
sound  surgical  procedure.3  For  the  next  three  decades,  only 
a few  isolated  cases  of  pulmonary  embolectomy  were  re- 
ported. In  1 965,  Vosschulte,  in  his  review  of  surgical  pul- 
monary embolectomy  by  the  Trendelenburg  technique  (with- 
out the  aid  of  cardiopulmonary  bypass)  found  that  in  43 
cases  in  which  embolectomy  was  attempted,  only  seven  pa- 
tients survived.4  This  observation  further  confirmed  the 
procedure’s  unacceptably  high  mortality  rate. 

In  the  early  1 960s  cardiopulmonary  bypass  for  cardiac 
surgery  was  fast  becoming  an  accepted  procedure  and  there 
was  renewed  interest  in  the  surgical  approach  to  massive 
pulmonary  embolism.  Sharp5  and  Cooley  and  his  associ- 
ates6 were  among  the  first  to  perform  pulmonary  embolec- 
tomy with  the  aid  of  cardiopulmonary  bypass.  Subsequently, 
Beall,7  Berger,8  Paneth,9  and  many  others  have  made  strong 
endorsement  of  the  role  of  surgery  in  massive  pulmonary 
embolism.  More  and  more  reports  of  successful  pulmonary 
embolectomies  have  appeared  in  the  literature.  Despite  its 
increasing  popularity,  many  investigators  have  continued  to 
raise  doubts  as  to  the  value  of  this  procedure.  Alpert  and 
associates,  in  an  excellent  retrospective  analysis  of  their  ex- 
perience at  the  Peter  Bent  Brigham  Hospital,  have  con- 
cluded that  pulmonary  embolectomy  for  massive  pulmonary 
embolism  is  rarely  technically  feasible.’0  Similar  conclusions 
have  been  expressed  by  others.11  However,  the  same  au- 
thors have  also  admitted  that  in  rare  circumstances,  pul- 
monary embolectomy  can  be  life-saving. 

Within  the  last  year  we  have  had  the  opportunity  to  per- 
form pulmonary  embolectomies  for  massive  pulmonary 
embolism  in  five  patients.  Summaries  and  the  outcome  of 
these  cases  are  presented  in  Fig  1 . 

Comments 

At  present,  the  management  of  “submassive”  pulmonary 
embolism,  ie,  less  than  50%  occlusion  of  the  pulmonary  cir- 
culation, is  without  controversy.  They  are  managed  with 
anticoagulant  therapy  and  given  supportive  care  as  needed. 
Recently,  thrombolytic  therapy  also  has  been  utilized  ef- 
fectively. In  the  presence  of  septic  embolization,  recurrent 
embolization  despite  adequate  anticoagulation,  and  intol- 
erance to  anticoagulant  therapy,  inferior  vena  caval  interrup- 
tion is  recommended.  On  the  other  hand,  some  aspects  in 
the  management  of  “massive”  pulmonary  embolism  (50%  or 
greater  occlusion  of  the  pulmonary  circulation)  remains  con- 
troversial. The  main  controversy  is  centered  around  the  role 
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of  surgery.  Contributing  to  this  confusion  is  the  lack  of  con- 
clusive clinical  studies  on  this  subject.  Most  excellent  re- 
views dealing  with  massive  pulmonary  embolism  are  based 
mainly  on  postmortem  data  and  analyses. 

Our  medical  colleagues  have  shown  convincingly  that  in 
the  majority  of  cases,  medical  therapy  is  highly  effective  for 
“massive”  pulmonary  embolism;  however,  it  has  also  been 
shown  that  in  a number  of  patients,  treatment  with  medical 
therapy  alone  will  fail.10  At  present,  among  routinely  per- 
formed adult  autopsy  series,  there  is  still  a 1 2%  to  1 5% 
incidence  of  significant  pulmonary  embolism.12  Although  it  is 
a fact  that  a significant  number  of  patients  with  “massive” 
pulmonary  embolism  present  with  sudden  cardiovascular 
collapse,  with  death  ensuing  shortly  thereafter,  there  are 


some  who  will  survive  long  enough  for  the  physician  to  mus 
ter  an  intelligent  therapeutic  plan.13 

Sudden  embolic  occlusion  of  a major  pulmonary  artery 
triggers  a number  of  physiological  disturbances;  however, 
the  simple  mechanical  obstruction  of  the  right  ventricular 
outflow  tract  remains  the  most  dominant  pathologic  feature. 
This  obstructing  thromboembolus  can  be  very  impressive 
(Fig  2).  Relief  of  this  mechanical  impediment  before  the  de- 
velopment of  irreversible  cardiopulmonary  or  other  organ 
injuries  should  lead  to  a complete  recovery.  It  is,  therefore, 
logical  to  assume  that  surgical  embolectomy,  which  offers 
almost  immediate  and  complete  relief  of  the  mechanical 
obstruction,  is  the  therapy  of  choice.  Yet,  since  Trendelen- 
berg's  unsuccessful  attempts  approximately  70  years  ago, 


1 Summary  of  cases 


Result  of 
Angiography 

Technique  of 
Cardiopul- 
monary Support 

Operative  Procedures 
and 

Findings 

Outcome 

Not  performed 

Standard  cardiopulmonary 
bypass 

Pulmonary  embolectomy. 
Large  amount  of  blood  clots 
at  MPA  and  at  RPA  and 

LPA.  Inferior  vena  caval 
interruption. 

Satisfactory 

Discharged 

Evidence  of 

blood  clots  in 
RPA  and  LPA. 

Mean  PAP  50 
mm  Fig 

Preop  circulatory  support 
via  femoral-femoral  bypass 
performed  under  local 
anesthesia 

Pulmonary  embolectomy. 
Large  amounts  of  well- 
formed  clots  extracted  from 

both  RPA  and  LPA  Inferior 
vena  caval  interruption 

Satisfactory 
Discharged 
with  some  re- 
sidual bilat- 
eral lower  ext 

edema 

Evidence  of  bi- 
lateral major 
pulmonary  ar- 
tery occlusion 
(Fig  3).  Mean 
PAP  52  mm  Fig 

Preop  circulatory  support 
via  femoral-femoral  bypass 
performed  under  local 
anesthesia 

Pulmonary  embolectomy. 
Large  amount  of  clots  in 
both  RPA  & LPA  Inferior 
vena  caval  interruption. 

Satisfactory 

Discharged 

Evidence  of 
blood  clots  in 
RPA  and  LPA 
with  multiple 
peripheral  filling 
defects.  Mean 
PAP  45  mm  Hg 

No  preop  circulatory  sup- 
port. Flad  cardiac  arrest  on 
induction  of  anesthesia. 
Resuscitated  & placed  on 
C-P  bypass  immediately 

Pulmonary  embolectomy. 
Large  multiple  formed  clots 
extracted  from  pulmonary 
arteries.  Inferior  vena  caval 
interruption. 

Satisfactory 

Discharged 

Evidence  of 
clots  bilaterally. 
Mean  PAP  40 
mm  Fig 

Femoral-femoral  bypass  in- 
stituted prior  to  angiogra- 
phy under  local  anesthesia. 
Continued  to  deteriorate 
even  on  bypass. 

Pulmonary  embolectomy. 
Large  amount  of  blood  clots 
removed  bilaterally. 

Died  in  OR 
Autopsy  re- 
vealed sub- 
endocardial 
biventricular 

Time 

Interval, 

Case  Age/  Diagnosis/ 
No.  Sex  Surgery 


Clinical 

Presentation 


1.  14BM  More  than 
30  min. 


2.  55  WM  5-6  hrs. 


3.  59  BF  2-3  hrs. 


33  BF 


Almost  20 
hrs. 


5.  57  WM  8-10  hrs. 


Sudden  cardiovascular  collapse  following 
application  of  Esmarch  compression  ban- 
dage for  tourniquet  ischemia  in  prepara- 
tion for  ORIF  of  fx  distal  rt  femur 


Ten  days  following  muscle  flap  recon- 
struction (L)  knee  for  chronic  draining 
sinus,  while  in  wheelchair,  suddenly  be- 
came dyspneic,  cyanotic,  diaphoretic  & 
hypotensive.  Vasopressor  required  at  in- 
creasing dose. 

Six  weeks  after  stroke  she  underwent 
physiotherapy  for  residual  rt-sided  hemi- 
paresis.  During  therapy  suddenly  devel- 
oped acute  dyspnea,  cyanosis,  and  hypo- 
tension. Resuscitated  and  subsequently 
required  high  dose  of  vasopressor  agent. 

Two  weeks  after  surgical  resection  A -V 
malformation  of  thoracic  spine,  she  un- 
derwent physiotherapy.  During  therapy 
she  collapsed;  was  resuscitated.  Man- 
aged medically  with  systemic  heparin 
Deteriorated  despite  increasing  dose  of 
vasopressor  agent. 

Known  to  have  prostatic  Ca.  for  1 5 yrs  & 
on  estrogen  therapy.  Admitted  with  mas- 
sive pulmonary  embolism;  treated  with 
heparin  with  good  response.  Flowever,  5 
days  later  suddenly  became  dyspneic, 
cyanotic  and  hypotensive.  Large  doses  of 
vasopressor  agent  required. 


necrosis, 
more  severe 
on  the  right. 


Volume  77  February  1981 


47 


Pulmonary  embolectomy 


the  role  of  surgical  pulmonary  embolectomy  remains  unac- 
ceptable to  many.  The  primary  criticism  is  the  reported  high 
mortality  rate  of  this  procedure.  Most  medical  centers  have 
reported  mortality  rates  greater  than  50%. 79  In  others,  it  has 
been  as  high  as  75%.1415 

Such  a high  operative  risk  is  truly  unacceptable.  More  re- 
cently, with  the  availability  of  cardiopulmonary  bypass,  the 
overall  operative  mortality  rate  in  most  centers  has  been 
considerably  lower.8  9 However,  there  is  still  no  uniformity  of 
results.  Some  centers  continue  to  report  significantly  higher 
mortality  rates.  This  variability  of  results,  despite  the  ac- 
cessibility of  preoperative  cardiopulmonary  support  devices, 
only  reinforces  the  value  of  early  surgical  intervention  and 
proper  patient  selection.  We  believe  these  are  the  keys  to 
improving  survival.  At  present,  the  different  criteria  set  for  the 
selection  of  candidates  for  surgical  embolectomy  are  too 
nonspecific.” 

In  our  review  of  the  literature  and  from  our  own  experi- 
ence, we  found  two  subsets  of  patients  with  massive  pul- 
monary embolism  who  are  ideal  candidates  for  surgical 
embolectomy.  The  first  subset,  as  categorized  by  Tibbut  and 
his  associates,  includes  patients  with  angiographically 
proven  massive  pulmonary  embolism  whose  conditions  con- 
tinue to  deteriorate  despite  vasopressor  therapy.6  The  sec- 
ond subset  of  patients,  as  defined  by  Beall  and  Collins,  in- 
cludes patients  with  massive  pulmonary  embolism  in  whom 
survival  (probably  beyond  an  hour)  would  be  inconceivable 
without  immediate  institution  of  cardiopulmonary  bypass.17 
In  our  experience,  four  patients  fell  into  the  first  category  and 
one  into  the  second  (Fig  1 ). 

Our  best  chance  of  improving  survival  lies  in  the  applica- 
tion of  surgical  embolectomy  in  the  first  subset  of  patients.  In 
this  situation,  there  is  ample  time  for  a good  tactical  and  lo- 
gistical move.  However,  it  should  be  emphasized  that  once 
persistent  refractory  hypotension  occurs  in  spite  of  pressor 
therapy,  surgical  intervention  is  probably  the  only  means  that 
will  offer  a chance  of  cure.  Any  delay  only  increases  mor- 
bidity and  operative  risk.  Intra-alveolar  hemorrhage  and 
pulmonary  infarction  are  complications  related  to  this  delay, 
not  to  mention  the  risk  of  compromising  other  organ  function, 
such  as  that  of  the  heart,  kidneys,  and  brain.18 

In  the  second  subset  of  patients,  there  is  only  limited  room 
for  improvement,  and  this  will  require  extra  effort  on  behalf  of 
every  discipline  involved.  First,  immediate  diagnosis  must  be 
made.  Second,  an  alert  cardiac  surgical  team  must  be  avail- 
able within  minutes  to  institute  partial  cardiopulmonary  by- 
pass through  a femoral-femoral  route.  It  is  for  this  purpose 
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that  Beall  and  associates  have  recommended  creation  of  a 
special  “team”  which  is  available  and  capable  of  instituting 
bypass  on  very  short  notice.17  Admittedly,  only  a few  can 
be  saved,  but  we  still  believe  such  efforts  are  worthwhile 
(Case  1). 

Early,  accurate  diagnosis  is  the  sine  qua  non  to  the  suc- 
cess of  surgical  pulmonary  embolectomy.  All  of  the  accepted 
clinical  diagnostic  features  of  pulmonary  embolism  based 
on  history,  symptomatology,  physical  findings,  classic  elec- 
trocardiographic features  as  described  by  McGinn  and 
White,19  laboratory  enzymes,  roentgenograms,  and  radi- 
onuclide studies  are  important,  but  most  surgeons  would 
agree  that  the  single  most  important  confirmatory  diagnostic 
procedure  available  is  pulmonary  angiography.  The  impor- 
tant role  of  angiography  in  pulmonary  embolectomy  is  clearly 
demonstrated  in  the  review  by  Gross  and  Mowlem,  who 
found  that  of  the  nine  patients  (out  of  1 1 5)  who  underwent 
surgical  pulmonary  embolectomies  with  an  incorrect  diag- 
nosis, none  survived.20  Therefore,  once  again,  it  should  be 
emphasized  that  before  any  attempt  at  surgical  intervention, 
angiographic  demonstration  of  a massive  pulmonary  embol- 
ization is  mandatory  (Fig  3)  except  in  very  rare,  unavoidable 
circumstances  (Case  1 ).  Pulmonary  angiography  is  a re- 
markably safe  procedure  even  in  critically  ill  patients.3 10 1421 22 
If  there  is  any  doubt  as  to  the  patient’s  ability  to  tolerate  the 
procedure,  a partial  femoral-femoral  pump  bypass  under  lo- 
cal anesthesia  can  always  be  instituted  before  the  study. 

The  importance  of  the  preoperative  institution  of  circula- 
tory support  under  local  anesthesia  for  these  patients  has 
been  clearly  demonstrated.8 17  It  has  been  shown  that  cir- 
culatory compensation  among  these  patients  is  extremely 
marginal  and  that  any  form  of  stressful  events,  be  it  induction 
of  anesthesia  or  the  initiation  of  surgery,  can  precipitate  se- 
vere, sometimes  fatal,  cardiovascular  collapse.8  This  was 
well  illustrated  in  one  of  our  cases  (Case  4). 

Ongoing  studies  of  thrombolytic  agents  as  a form  of  treat- 
ment for  massive  pulmonary  embolism  in  this  country  are 
under  way.23  Reports  from  Europe  have  been  encourag- 
ing;1624  however,  more  data  are  needed  before  any  specific 
recommendations  can  be  made.  At  present,  there  are  sev- 
eral known  contraindications  to  the  use  of  thrombolytic 
agents.  Among  these  are  patients  who  have  undergone  re- 
cent major  surgical  procedures  and  cerebrovascular  acci- 
dent; unfortunately,  this  is  the  same  group  of  patients  who 
are  at  high  risk  of  developing  massive  pulmonary  embolism. 
Three  of  our  patients  fell  into  this  category. 

The  performance  of  inferior  vena  caval  interruption  with 
pulmonary  embolectomy  for  the  purpose  of  preventing  re- 
current pulmonary  embolism  is  controversial.  Crane  and 
associates  have  noted  that  the  recurrence  rate  of  pulmonary 
embolism  ran  as  high  as  30%  if  caval  interruption  was  not 
performed  with  pulmonary  embolectomy.25  In  contrast,  Miller 
and  his  colleagues  reported  only  a 4%  incidence  (3/68)  of 
recurrent  pulmonary  embolism  among  patients  treated  ener- 
getically with  anticoagulants  and  lytic  agents  (streptoki- 
nase).24 Based  on  recent  available  information,  we  have  con- 
tinued to  perform  inferior  vena  caval  interruption  following 
pulmonary  embolectomy.  We  are  aware  of  the  morbidity  in- 
volved with  this  procedure,  but  we  believe  it  is  a fair  trade-off 
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2.  Gross  features  of  pulmonary  thromboemboli:  the  curled  or  twisted  ap- 
pearance and  the  areas  of  venous  valvar  markings  indicate  iliofemoral 
venous  system  origin. 


3.  Pulmonary  angiogram  showing  massive  pulmonary  embolism  as  indicated 
by  the  cut-off  (arrows)  of  both  right  and  left  pulmonary  arteries  (up  to  6 
seconds  post-injection)  (Case  3). 
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for  the  possible  recurrence  of  pulmonary  embolism  and  the 
well-known  complications  of  prolonged  anticoagulation.  We 
have  also  entertained  the  use  of  caval  umbrella  filter  instead 
of  the  more  invasive  transabdominal  or  retroperitoneal  ap- 
proach of  caval  interruption. 

More  recently,  Greenfield  and  associates  introduced  a 
new,  less  invasive  surgical  approach  to  pulmonary  embo- 
lism— the  transvenous  vacuum-cup  catheter  technique  of 
pulmonary  embolectomy.26  This  investigational  approach  is 
very  promising,  although  it  still  carries  a significant  operative 
mortality  rate  (50%  in  their  initial  series).  Its  simplicity  and 
less  invasive  nature  are  highly  attractive  and  certainly  it  de- 
serves consideration  for  a larger  clinical  trial. 

Conclusion 

Surgical  pulmonary  embolectomy  is  a life-saving  procedure. 
Further  reduction  in  the  mortality  rate  among  patients  with 
massive  pulmonary  embolism  can  be  accomplished  by  a 


combined,  well-organized  effort  of  all  disciplines  involved,  in- 
cluding the  internist  (cardiologist  and  pulmonary  specialist), 
surgeon,  radiologist,  and  anesthesiologist.  Sasahara  and 
associates'  admonition  as  to  the  indication  of  surgical  em- 
bolectomy that  “the  decision  must  be  based  upon  clinical 
judgment  with  consideration  of  the  clinical  and  hemodynamic 
state  of  the  patient,  as  well  as  the  magnitude  of  the  embolic 
obstruction"  still  holds  true.  It  is  hoped  that  our  present  crite- 
ria have  made  it  more  specific.  With  continued  effort,  we 
believe  the  negative  image  of  surgical  pulmonary  embolec- 
tomy can  be  changed  from  what  was  termed  “immediate 
postmortem  examination”  into  an  acceptable  thoracic  surgi- 
cal procedure. 
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Placid  Olympic  Games.  Without  your 
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Committee's  budget  goes  to  send  athletes 
to  the  Olympics.  Ongoing  programs  like 
the  Training  Center  in  Colorado  Springs, 
sports  medicine  testing  and  evaluation, 
the  National  Sports  Festival,  clinics, 
seminars,  national  and  international 
competitions  account  for  the  other  90%! 

it  costs  only  $12.61  to  train  one  athlete 
for  one  day  at  the  Training  Center,  won't 
you  give  generously?  it  takes  years  of  hard 
training  to  become  an  Olympic  champion 
and  your  donations  help  make  it  happen. 


Call  toll-free  now . . . 1-800-331-2000 
or  send  your  check  to: 
United  States  Olympic  Committee 
Box  ME,  Colorado  Springs,  CO  80950 

A Public  Service  message 
brought  to  you  by  this  publication 
and  the  united  States  Olympic  Committee 
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Medical  versus 
surgical  jaundice: 
when  and  how  the 
radiologist  can  help 

New  imaging  modalities  have  allowed  the  diagnostic  ra- 
diologist to  play  an  expanded  role  in  the  assessment  of 
suspected  obstructive  jaundice.  This  article  presents  an 
algorithmic  radiologic  approach  which  minimizes  un- 
necessary and  costly  duplication  of  diagnostic  pro- 
cedures and  discusses  newly  developed  therapeutic 
applications  of  radiologic  techniques. 

In  the  past,  the  radiologist's  contribution  to  the  diagnosis  and 
management  of  jaundice  patients  was  limited  because  avail- 
able imaging  techniques  could,  at  best,  produce  limited  or 
indirect  evidence  as  to  the  cause  of  the  jaundice.  Recent 
advances  in  imaging  techniques  as  well  as  the  development 
of  a variety  of  therapeutic  applications  of  the  angiographic 
catheter  have  enabled  the  diagnostic  radiologist  to  play  an 
expanded  role  in  the  clinical  management  of  patients  with 
biliary  tract  disorders  and  jaundice.  Especially  important  is 
the  differentiation  of  patients  with  hepatocellular  disease 
(medical  jaundice)  and  large  duct  biliary  obstruction  (surgical 
jaundice). 

Jaundice  can  be  broadly  classified  into  three  categories: 

1 . Hemolytic,  due  to  hepatic  overload  secondary  to  the 
breakdown  of  erythrocytes. 

2.  Hepatocellular  disease,  due  to  the  inability  of  the  liver  to 
excrete  bilirubin. 

3.  Large  duct  obstruction,  due  to  mechanical  blockage  of 
the  flow  of  bile  (Fig  1). 

The  term  “large  duct  obstruction”  is  preferred  to  dis- 
tinguish this  condition  from  a variety  of  medical  causes  of 
intrahepatic  cholestasis  which  mimic  large  duct  obstruction 
biochemically. 

This  article  presents  an  algorithmic  radiologic  approach 
(Fig  2)  to  jaundice  in  an  attempt  to  provide  for  the  most  accu- 
rate and  expeditious  workup  possible  while  minimizing 
complications  and  cost.  In  this  regard,  ultrasound  has  been 
chosen  as  the  cornerstone  upon  which  the  investigation  of 
the  jaundice  patient  is  initiated.  In  addition,  the  advantages, 

52 


uses,  and  limitations  of  the  currently  available  techniques  will 
be  briefly  outlined. 

Ultrasound  (US) 

The  use  of  ultrasound  in  the  diagnosis  of  biliary  tract  pathol- 
ogy has  been  one  of  the  most  exciting  developments  in  the 
last  decade.  This  relatively  inexpensive  modality  which  uti- 
lizes nonionizing  radiation  is  quite  sensitive  (90%-98%)  in 
the  detection  of  large  duct  biliary  obstruction1 2 (Fig  3).  In 
fact,  in  some  instances,  dilatation  of  biliary  ducts  as  demon- 
strated by  ultrasound  may  precede  elevation  of  the  serum 
bilirubin  level.3  Additionally,  gallbladder  pathology  and  hepa- 
tic parenchymal  disease  are  also  reliably  demonstrated 
using  this  technique.4  5 

Despite  its  significant  contribution  to  the  field  of  biliary 
imaging,  ultrasound  has  some  limitations.  Occasionally,  gas 
within  the  proximal  duodenum  and  transverse  colon  will 
obscure  the  distal  common  bile  duct  and  peripancreatic  re- 
gion. This  may  result  in  the  inability  to  explain  the  cause  of 
the  obstruction,  although  the  detection  of  intrahepatic  and 
common  bile  duct  dilatation  is  not  hampered  by  the  adjacent 
gas-filled  structures.  The  optimal  performance  of  ultrasound 
depends  on  operator  expertise  in  the  demonstration  of  the 
pertinent  anatomy.  There  may  also  be  problems  in  adequate 
tissue  penetration,  especially  in  the  obese  patient.  Nonethe- 
less, ultrasound  should  be  the  initial  modality  upon  which  the 
differentiation  of  large  duct  obstruction  from  other  causes  of 
jaundice  is  undertaken. 


Computed  tomography  (CT) 

The  development  of  CT  along  with  US  has  favorably  influ- 
enced the  optimal  diagnostic  workup  of  the  jaundiced 
patient.  US  and  CT  have  essentially  the  same  detection  rate 
for  large  duct  obstruction67  (Fig  4).  However,  CT  has  dif- 
ferent advantages  and  limitations.  It  is  not  limited  by  a 
patient's  size  or  the  presence  of  alimentary  tract  gas.  CT  im- 
ages, while  not  as  operator-dependent  as  those  of  ultra- 
sound, are  more  dependent  on  a patient’s  cooperation  (ie, 
breath  holding  during  scanning)  for  optimal  anatomic  display. 
CT,  unlike  US,  employs  ionizing  radiation  and  requires  the 
use  of  intravenous  contrast  materials.  The  cost  of  a CT  scan 
is  approximately  double  that  of  US.  CT  is  primarily  indicated 
for  confirmation  or  clarification  of  the  US  study. 

Intravenous  cholangiography 

With  the  advent  of  the  newer  imaging  procedures,  the  role  of 
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intravenous  cholangiography  in  the  evaluation  of  the  jaun- 
diced patient  has  diminished.  The  biliary  tract  can  be 
visualized  by  this  method  in  less  than  1 0%  of  patients  with 
serum  bilirubin  levels  greater  than  4 mg/1 00  ml.8  Some  au- 
thors report  high  failure  rates  with  bilirubin  elevations  of  as 
little  as  1 .5  mg/1 00  ml.9  Even  the  new  agent  iodoxamate 
(Cholevue)  appears  to  offer  little  improvement  over  the  con- 
ventional agent  iodipamide  (Cholegrafin).10  In  addition,  the 
rate  of  adverse  reactions  to  the  contrast  material  is  consider- 
ably higher  than  that  associated  with  other  intravenous 
contrast  agents." 

We  believe  that  intravenous  cholangiography  has  no  real 
value  in  the  evaluation  of  the  jaundiced  patient,  and  should 
be  reserved  for  investigation  of  postcholecystectomy  pa- 
tients with  normal  results  of  liver  function  tests. 

Radionuclide  hepatobiliary  imaging 

The  introduction  of  technetium  to  99m-labeled  iminido  com- 
pounds has  reawakened  interest  in  hepatobiliary  scanning. 
The  most  widely  available  of  these,  dimethyl  acetanilide  imi- 
nodiacetic acid  (HIDA),  has  for  all  practical  purposes 
replaced  the  older  technique  using  rose  bengal  sodium  I 
131. 

Fifteen  to  30  minutes  following  intravenous  administration 
of  5-10  mCi  of  Tc-HIDA,  the  normal  gallbladder  and  biliary 
tract  are  imaged.  Excretion  into  the  duodenum  occurs  during 
the  next  30  minutes.  Failure  to  visualize  the  gallbladder  in 
two  to  three  hours  indicates  acute  cholecystitis  in  over  95% 
of  the  cases.12  Dilatation  of  the  common  bile  duct  may  be 
visualized  in  cases  of  obstructive  jaundice  with  bilirubin  lev- 
els up  to  7-8  mg/1 00  ml  (Fig  5).  With  more  intense  obstruc- 
tive jaundice,  poor  hepatic  parenchymal  uptake  and  en- 
hanced renal  excretion  of  the  agent  occur.  Newer  related 
compounds  such  as  para-butyl  iminodiacetic  acid  (BIDA) 
have  shown  promise  in  visualizing  the  biliary  tract  when 
serum  bilirubin  levels  are  as  high  as  20  mg/1 00  ml.13 

At  present,  hepatobiliary  imaging  with  these  compounds 
appears  to  be  the  method  of  choice  in  rapidly  demonstrating 
cystic  duct  obstruction  in  patients  with  suspected  acute  cho- 
lecystitis. The  procedure  may  also  be  of  value  in  patients 
with  mild  hyperbilirubinemia  in  whom  clinical  suspicion  of  an 
obstructive  process  is  still  present  despite  a negative  ultra- 
sound examination. 

Percutaneous  transhepatic  cholangiography  (PTC) 

Refinements  in  the  technique  of  transhepatic  cholangiogra- 
phy have  allowed  direct  biliary  opacification  to  be  employed 
effectively  and  safely.14  Especially  important  has  been  the 
introduction  of  the  fine  (Chiba)  needle.  Unlike  the  earlier 
large  needle  technique,  multiple  passes  of  the  fine  needle 
can  be  made  to  increase  the  success  rate  without  adding 
significantly  to  the  morbidity  of  the  study.1415  When  dilated 
ducts  are  present,  opacification  of  the  biliary  tract  can  be 
accomplished  in  95%- 1 00%  of  patients 14  (Fig  6).  However, 
when  the  bile  ducts  are  not  dilated,  biliary  opacification  can 
be  expected  in  only  60%-70%.  The  nature  of  the  obstruc- 
tion is  also  readily  determined  so  that  differentiation  of  op- 
erative from  nonoperative  causes  of  obstruction  can  be 
made. 


Limitations  or  disadvantages  of  PT C are  surprisingly  infre- 
quent. Estimates  of  the  major  complications  associated  with 
PTC  range  from  3.8%-19%.1415The  lower  figure  is  probably 
closer  to  the  actual  incidence  of  complications;  this  figure 
was  based  on  3,596  examinations  acquired  from  a multi-in- 
stitutional survey  and  literature  review.  The  major  complica- 
tions include  sepsis  (1.8%),  bile  leakage  (1 .0%),  hemor- 
rhage (1.0%),  and  death  (0.14%).  The  first  two  categories  of 
complications  can  be  minimized  even  further  if  proper  tech- 
nique is  followed  and  wide  spectrum  antibiotic  coverage  is 
utilized  both  before  and  after  the  diagnostic  study.4  The  tech- 
nique should  not  be  employed  in  patients  with  significant 
clotting  disorders. 

PTC  is  most  useful  in  defining  the  nature  of  the  obstruc- 
tion and  as  a preliminary  study  for  percutaneous  biliary 
decompression. 

Percutaneous  biliary  drainage  (PBD) 

In  the  past  when  large  biliary  duct  obstruction  was  diag- 

1 .  Obstructive  jaundice. 

I.  Extrahepatic  Obstruction 

a.  Congenital 

1 . Biliary  atresia 

2.  Choledochal  cyst 

b.  Inflammatory 

1 . Sclerosing  cholangitis 

2.  Fibrosis  of  the  sphincter  of  Oddi 

c.  Traumatic 

1.  Blunt  injury 

2.  Penetrating  injury 

3.  Iatrogenic 

d.  External  Compression 

1.  Chronic  pancreatitis 

2.  Retroperitoneal  fibrosis 

3.  Carcinoma  of  the  head  of  the  pancreas 

4.  Carcinoma  of  the  gallbladder 

5.  Periportal  lymphadenopathy 

e.  Internal  Obstruction 

1.  Calculus 

2.  Carcinoma  of  the  bile  duct  or  ampulla  of  Vater 

II.  Intrahepatic Obstruction 

a.  Intrahepatic  Cholestasis 

1.  Primary  biliary  cirrhosis 

2.  Drug-induced  jaundice  (phenothiazine,  steroid,  etc) 

3.  Pregnancy 

4.  Chronic  hepatitis 

b.  Intrahepatic  Bile  Duct  Obstruction 

1.  Hepatoma 

2.  Carcinoma  of  intrahepatic  bile  ducts 

3.  Metastases 

4.  Liver  abscess 

Modified  from  Young  WB:  Obstructive  jaundice,  the  radiologist,  the  surgeon 
and  the  patient.  AJR  119:4-39,  1973 
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2.  Flow  sheet  for  radiologic  assessment  of  suspected  obstructive  jaundice. 
Key:  US:  ultrasound;  CBD  common  bile  duct;  GB  gallbladder;  tCBD 
dilated  common  bile  duct;  ±CBD:  equivocally  dilated  common  bile  duct. 

PTC:  percutaneous  transhepatic  cholangiogram;  CT:  computed  tomography. 

nosed,  there  was  little  to  do  except  decide  whether  an 
operation  was  indicated.  In  many  instances,  major  surgery 
was  performed  on  patients  with  widespread  malignant  dis- 
ease purely  for  palliation.  In  addition,  some  patients  with 
dense  obstructive  jaundice  could  not  undergo  even  palliative 
surgery  because  of  the  location  or  nature  of  the  obstruction 
and  because  of  the  increased  operative  risk  associated  with 
hepatic  dysfunction.  However,  the  emergence  of  a more  ag- 
gressive mood  of  intervention  in  radiology  has  created  an 
atmosphere  in  which  new  solutions  are  being  offered  for  old 
problems.  Percutaneous  biliary  drainage  is  one  of  the  more 
aggressive  techniques  that  has  been  developed  during  the 
past  several  years.16 17  This  technique  utilizes  a percuta- 
neous transhepatic  route  for  catheter  decompression  of  the 
biliary  system.  Relief  of  biliary  obstruction  using  PBD  may  be 
accomplished  via  external  or  internal  means.  In  the  external 
drainage  method,  the  catheter  tip  is  placed  proximal  to  the 
point  of  obstruction  and  bile  is  drained  through  the  catheter 
externally  (Fig  7).  Placement  of  the  catheter  beyond  the 
point  of  obstruction  may  allow  internal  drainage;  that  is,  bile 
is  allowed  to  flow  into  the  duodenum.  Internal  drainage,  while 
more  difficult  to  achieve  technically,  has  the  theoretical  ad- 
vantage of  reestablishing  the  normal  enterohepatic  circula- 
tion of  bile  and  minimizes  the  chance  of  electrolyte  imbal- 
ance. Internal  biliary  drainage  has  generally  been  performed 
with  a catheter,  although  a few  workers  have  reported  some 
success  using  an  endoprosthesis  that  is  placed  through  the 
obstruction  and  left  in  place  permanently.18 19  Whether  this 
latter  technique  offers  significant  advantage  over  standard 


catheter  methods  remains  to  be  seen. 

The  success  rate  of  PBD  in  the  decompression  of  biliary 
obstruction  is  between  70%  and  99%  depending  on  which 
criteria  are  used  for  success.  Satisfactory  biliary  drainage  in 
which  the  serum  bilirubin  falls  more  than  5 mg/dl  is  accom- 
plished in  approximately  80%  of  the  patients.17  The  use  of 
PBD  can  not  only  avoid  surgery  in  selected  patients,  but  also 
appears  to  be  effective  in  reducing  perioperative  mortality  in 
patients  with  large  duct  obstruction.  A comparison  of  pa- 
tients undergoing  surgery  for  large  duct  obstruction  with  and 
without  preoperative  PBD  has  disclosed  a mortality  rate  of 
8.2%  in  the  PBD  group  as  compared  to  28.3%  in  the  non- 
PBD  group.16 

Endoscopic  retrograde  cholangiopancreatography 
(ERCP) 

ERCP  employs  endoscopic  retrograde  cannulation  of  the 
ampulla  of  Vater  by  which  opacification  of  the  pan- 
creaticobiliary  system  may  be  accomplished.  Improvements 
in  the  technique  of  ERCP  have  led  to  the  more  widespread 
availability  of  this  modality  over  the  past  decade.  Advan- 
tages of  ERCP  include  its  relative  safety  (serious  complica- 
tion rate  and  incidence  of  mortality  is  similar  to  PTC)  and  its 
sensitivity  in  the  detection  of  pancreatic  disease.14  20 

While  successful  ERCP  offers  additional  bonuses  such  as 
the  identification  of  associated  upper  gastrointestinal  and 
pancreatic  pathology,  limitations  of  this  technique  should  be 
considered.  Successful  cannulation  of  the  biliary  tract  duct  is 
somewhat  variable,  ranging  in  the  larger  series  between 
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3.  Ultrasound  of  large  duct  obstruction.  This  longitudinal  image  is  oriented 
with  the  patient's  head  to  the  left  and  anterior  abdominal  wall  at  the  top 
(arrow).  Note  the  portal  vein  (P)  and  dilated  common  hepatic  duct  (H) 


4,  CT  of  liver  showing  large  duct  obstruction.  Note  the  branching,  low- 
density  biliary  radicles  (arrowheads). 
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58%  and  80%. 20-23  Additionally,  the  cost  of  ERCP  is  substan- 
tial—on  the  order  of  2.5  times  that  of  PTC. 

ERCP  appears  to  have  particular  utility  as  an  alternative 
examination  which  may  be  used  in  patients  without  other  evi- 
dence of  biliary  ductal  dilatation,  patients  in  whom  PTC  is 
contraindicated,  and  in  selected  patients  with  suspected  co- 
existing pancreatic  disease  or  other  disorders  of  the  upper 
gastrointestinal  tract. 

Percutaneous  aspiration  biopsy  (PAB) 

Malignant  neoplasms  are  all  too  frequently  responsible  for 
obstructive  jaundice.  The  development  of  PAB,24-26  using 
thin  (22  or  23  gauge)  or  more  recently  larger  ( 1 9 or  20 
gauge)  needles,  has  enabled  accurate  cytologic  con- 
firmation of  suspected  malignancy  without  the  need  for 

5 99m  Tc-HIDA  study  of  large  duct  obstruction.  This  image,  which  was 
obtained  five  hours  after  injection,  demonstrates  a dilated  common  bile  duct 
(arrowheads). 


5 hrs 


surgery.  A high  accuracy  rate  (80%-85%)  is  made  possible 
by  a highly  selective  approach  that  utilizes  US,  CT,  or  fluoro- 
scope  guidance.  In  addition,  the  morbidity  rate  is  very  low 
with  the  thin  needle  technique;  this  is  in  contrast  to  per- 
cutaneous “blind"  biopsy  techniques  in  which  morbidity  rates 
may  approach  1 0%.27  Inflammatory  lesions  such  as  hepatic 
abscess  may  also  be  diagnosed  using  PAB  so  that  appropri- 
ate antibiotic  coverage  can  be  employed. 

Guided  percutaneous  aspiration  biopsy,  therefore,  can  be 
used  to  confirm  suspected  primary  or  metastatic  lesions  as- 
sociated with  biliary  obstruction  as  well  as  provide  material 
for  culture  in  inflammatory  disease  safely  and  reliably. 

Miscellaneous  techniques 

Other  radiologic  methods  available  for  evaluation  of  patients 
with  hepatobiliary  disorders  include  radionuclide  liver  stud- 
ies, arteriography,  percutaneous  choledochal  stone  removal, 
and  percutaneous  abscess  drainage.  These  techniques  may 
be  exceptionally  helpful  in  selected  cases,  however,  these 
will  not  be  discussed  here,  since  they  are  beyond  the  scope 
of  this  presentation. 

Conclusion 

As  opposed  to  ten  years  ago,  the  physician  now  has  an  array 
of  methods  for  the  investigation  of  the  jaundiced  patient.  The 
algorithmic  approach  offers  guidance  in  selecting  appropri- 
ate examinations  without  unnecessary  and  costly  duplica- 
tion. It  must,  of  course,  be  recognized  that  each  patient  is 
unique  and  that  all  the  techniques  discussed  may  not  be  uni- 
versally available  so  that  modifications  of  the  scheme  may 
be  necessary  in  individual  instances. 
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6.  PTC  of  large  duct  obstruction.  A (above)  Choledocholithiasis.  Multiple 
large  stones  are  present  within  the  dilated  common  bile  duct.  (Same  patient 
as  Fig  5).  B (below)  Carcinoma  of  the  pancreas.  Note  the  dilated  intra-  and 
extrahepatic  bile  ducts.  The  distal  end  of  the  common  bile  duct  exhibits  the 
classic  "rat-tail"  configuration  of  pancreative  carcinoma  (arrow). 
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works  well  in  your  office .. . 
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wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treatsthosethat 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN*  Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin  neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  ex  tensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 
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AN  EXCEPTIONALLY  FAVORABL 


rfS'V.... 


You  can  expect 
rapid  relief  of  a 
broad  range  of 
symptoms 

With  Limbitrol,  patients  often 
improve  within  a week.  Not  only 
is  insomnia  relieved,  but  you  will 
often  see  early  relief  of  agitation, 
psychic  and  somatic  anxiety, 
anorexia  and  feelings  of  guilt 
or  worthlessness.  This  early 
response  encourages  patients 
to  stay  in  therapy. 


You  can  minimize 

phenothiazine 

drawbacks 

When  you  choose  Limbitrol  over 
a phenothiazine-containing 
product,  you  minimize  thejisk 
of  tardive  dyskinesia  - now 
associated  even  with  low  dose, 
short-term  phenothiazine 
therapy.12  You  also  reduce  the 
possibility  of  other  extrapyra- 
midal  side  effects,  which  occur 
in  approximately  30%  of  patients 
receiving  phenothiazines.3  5 In 
contrast,  the  reported  incidence 
of  these  disturbing  reactions  with 
Limbitrol  or  either  of  its  compo- 


nents alone  is  rare.  (For  a 
complete  list  of  side  effects 
reported  with  Limbitrol,  please 
consult  full  disclosure.) 


References:  1.  Paulson  GW:  NY  State  J Med 
79: 193-195,  Feb  1979.  2.  Hollister  LE: 
Antipsychotic  medications  and  the  treatment  of 
schizophrenia,  chap.  9,  in  Psychopharmacolog \ 
from  Theory  to  Practice,  edited  by  Barchas  JD, 
etal.  New  York,  Oxford  University  Press,  1977, 
pp.134,  145  3.  Domino  EF:  Antipsychotics: 
phenothiazines,  thioxanthenes,  butyrophenones 
and  rauwolfia  alkaloids,  chap.  25,  in  Drill’s 
Pharmacology  in  Medicine,  ed.4,  edited  by 
DiPalma  JR.  New  York,  McGraw-Hill  Book 
Company,  1971,  p.476.  4.  Sovner  R,  DiMascio 
Extrapyramidal  syndromes  and  other  neurologir 
side  effects  of  psychotropic  drugs,  in  Psycho- 
pharmacology:  A Generation  of  Progress,  edited 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York, 
Raven  Press,  1978,  p.  1021  5.  Donlon  PT, 
Stenson  RL:  Dis  Nerv  Syst  37:  629-635,  Nov 
1976. 
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moderate 


What 

better  reason 
to  choose 
Limbitrol 
for  your 
patients  with 
and  anxiety? 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Efficacy  wifhout  a phenothiazine 

Please  see  summary  ot  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  convulsions  ond  deaths  have  occurred  with  concom- 
itant use,  then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved 
Contraindicated  during  acute  recovery  phase  following  myocardial  infarction 
Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure 
glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and 
anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus 
tachycardia  and  prolongation  of  conduction  time  repoded  with  use  of  tricyclic  antidepressants, 
especially  high  doses  Myocardial  infarction  and  stroke  repoded  with  use  of  this  class  of  drugs  ) 
Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete  mental  aledness  (e_g  , operating 
machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely, 
use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might 
increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either  component  alone 
have  been  repoded  (nausea,  headache  and  malaise  for  amitriptyline,  symptoms  | including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hypedhyroid  patients  or 
those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of 
the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  In 
these  patients  Periodic  liver  (unction  tests  and  blood  counts  are  recommended  during 
prolonged  treatment  Amitriptyline  component  may  block  action  of  guanethidine  or  similar 
antihypedensives  Concomitant  use  with  other  psychotropic  drugs  has  not  been  evaluated 
sedative  effects 
may  be  additive 


How  fo  initiate  and 
maintain  therapy 


Select  dosage  strength  appropriate  for  each  patient 

□ Limbitrol  5-12.5  is  recommended  to  minimize  drows- 
iness and  for  elderly  patients 
Limbitrol  10-25  may  be  indicated  for  patients  who 
tolerate  medication  without  undue  side  effects 


Specify  daily  dosage  based  on  symptom  severity 

~ An  initial  dosage  of  three  tablets  is  recommended 
Dosage  may  be  increased  to  six  tablets  or  decreased 
to  two  tablets  daily  as  necessary 
Once  a satisfactory  response  is  obtained,  patients 
should  be  continued  on  the  smallest  dose  required  to 
maintain  the  desired  effect 


Utilize  dosage  options  to  best  accommodate  indi- 
vidual patient  needs 

T I D.  or  Q I D , familiar  regimens  most  suited  for 
patienfs  who  tolerate  medication  without  undue  drowsi- 
ness 

J Two  tablets  one  hour  before  bedtime  and  one  tablet 
midday  may  minimize  daytime  drowsiness  and  help 
relieve  a common  target  symptom  - insomnia 

Entire  dosage  h_s_  to  take  maximum  advantage  of 
the  sedative  effect 


Discontinue  sev- 
eral days  before 
surgery  Limit 
concomitant 
administration 
of  ECT  to  essen- 
tial treatment  See 
Warnings  for  pre- 
cautions about 


Your  guide  to  patient  management... 
when  you  decide  medication  is  needed 


pregnancy 

Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended  in  children  under  12 
In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently 
occurring  reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion 
Many  depressive  symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  repoded  as  side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia 
jaundice  and  hepatic  dysfunction  have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  repoded  with  Limbitrol  but  requiring  considera- 
tion because  they  have  been  repoded  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypedension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  head  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities, 
extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation 
of  urinary  tract 

Allergic  Skin  rash,  udicaria,  photosensitization,  edema  ot  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste, 
diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea 
and  minor  menstrual  irregularities  in  the  female  and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis, 
jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostigmine  salicylate  has 
been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product 
information  for  manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime  Single  h_s  dose  may  suffice  for  some  patients  Lower  dosages  are 
recommended  for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  increased  up  to  six 
tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  5-12  5,  initial  dosage  ot  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue,  film-coated  tablets,  each  containing  5 mg 
chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  salt)  - bottles  of  1 00  and 
500,  Tel-E-Dose"’  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  ot  25,  and 
in  boxes  containing  10  strips  of  TO,  Prescription  Paks  of  50 


How  to  make  each  patient  an 
informed  patient 


1 Discuss  with  patients  the  probability  that  they  will 
experience  drowsiness,  especially  during  the  first  week 

2 Reassure  your  patients  that  drowsiness  is  one  indica- 
tion that  the  medication  is  working  and  that  it  may  help 
alleviate  their  insomnia 

3 Encourage  patients  to  report  if  drowsiness  becomes 
troublesome  so  that,  if  necessary,  dosage  schedule  can 
be  adjusted 

4 Caution  patients  about  the  combined  effects  with 
alcohol  or  other  CNS  depressants  Let  them  know  that 
the  additive  effects  may  produce  a harmful  level  of  seda- 
tion and  CNS  depression 

5 Caution  patients  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery  or  driv- 
ing a car 

6 Warn  pregnant  patients  and  patients  of  childbearing 
age  that  the  safety  of  Limbitrol  in  pregnancy  has  not  yet 
been  established 


Please  see  complete  product  disclosure  tor  other  pertinent  information. 


Limbitrol  should  not  be  used  under  the 
following  circumstances: 

1 Hypersensitivity  to  benzodiazepines  »' 
or  tricyclic  antidepressants 

2.  Concomitantly  with  an  MAO 
inhibitor.  To  replace  an  MAO  in- 
hibitor with  Limbitrol,  discontinue' 

MAO  inhibitor  for  a minimum  of  14 
days  before  cautiously  initiating 
Limbitrol  therapy, 

3,  During  the  acute  recovery 
phase  following  myocardial 
infarction 
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In  moderate  depression  and  anxiety 


Umbitnol 


<S 


Reliet  without  a phenottiiazine 


Edward  N.  Brandt,  Jr,  MD,  PhD 

Edward  N.  Brandt,  Jr,  MD,  PhD,  Vice  Chancellor  for  Health  Affairs,  The  Univer- 
sity of  Texas  System,  601  Colorado  Street,  Austin,  TX  78701 . 


The  availability  of 
residency  positions  in 
Texas 

The  supply  of  physicians  is  one  of  the  primary  factors  in 
how  well  we  achieve  access  to  health  care.  Most  physi- 
cians eventually  practice  in  the  same  state  where  they 
take  their  graduate  medical  education,  and  for  that  rea- 
son it  is  important  that  Texas  maintain  at  least  as  many 
first-year  residency  positions  as  there  are  graduates  of 
Texas  medical  schools.  This  article  assesses  the  current 
situation  as  well  as  the  needs  for  the  future. 


The  concept  of  access  to  health  care  has  received  a great 
deal  of  attention  and  discussion  in  recent  years.  This  is  a 
complex  issue  which  is  made  more  difficult  by  such  consid- 
erations as  the  demand  for  and  expectations  of  health  care 
services  in  comparison  to  the  need.  There  have  been  many 
attempts  to  define  adequate  or  desirable  access  to  health 
care,  but  these  attempts  have  met  with  little  agreement.  The 
best  known  of  these  definitions  or  criteria  is  that  proposed  by 
the  federal  government  based  on  considerations  of  time  and 
distance.  It  is  not  possible  to  arrive  at  a simple  definition  of 
access  to  health  care.  However,  quality  must  be  a considera- 
tion since  unlimited  access  to  poor  care  is  not  in  anyone's 
best  interest. 

To  meet  reasonable  criteria  for  desirable  access  to  quality 
health  care,  several  manpower  considerations  are  essential: 
(1 ) there  must  be  an  adequate  supply  of  physicians  and 
other  health  professionals;  (2)  graduate  medical  education 
(GME)  opportunities  sufficient  to  meet  the  needs  of  the  pub- 
lic must  be  available:  and  (3)  there  should  be  an  equitable 
geographic  distribution  of  these  professionals  and  the 
needed  resources. 

it  is  the  supply  of  physicians  that  is  the  topic  of  this 
communication. 

During  the  past  30  years,  significant  changes  have  oc- 
curred in  medical  practice  and  education.  No  longer  is  four 
years  of  medical  school  and  one  year  of  rotating  internship 
adequate  to  proauce  a well-qualified  physician.  In  many 
ways,  medical  school  should  be  looked  upon  as  preparation 
for  GME.  Medical  school  curricula  have  as  their  primary 
functions:  (1 ) the  imparting  of  fundamental  knowledge  in 


both  the  basic  and  clinical  sciences;  (2)  introducing  the  skills 
of  patient  evaluation,  and  (3)  developing  problem-solving 
abilities.  Residency,  or  GME,  builds  upon  this  learning  to  de- 
velop further  problem-solving  and  patient  evaluation  com- 
petencies. In  addition,  graduate  medical  education  adds  the 
mastery  of  technical  skills  and  personal  confidence. 

Because  residency  programs  are  essential  in  the  prepara- 
tion of  physicians,  GME  and  its  funding  are  undergoing 
careful  reexamination.  The  primary  concern  is  increasing 
cost.  Not  only  has  the  cost  per  resident  increased  dramat- 
ically but  the  number  of  graduates  ready  to  enter  GME 
programs  has  also  increased. 

Medical  education 

Since  adequate  numbers  of  qualified  health  professionals 
are  essential  to  provide  access  to  health  care,  let  us  first 
consider  the  scope  of  the  efforts  to  expand  the  capabilities  to 
educate  physicians  in  Texas.  Funding  has  been  provided  pri- 
marily by  the  state  government,  but  large  sums  have  also 
been  available  through  the  federal  government,  private  foun- 
dations, individual  donors,  and  local  governments. 

The  Coordinating  Board,  Texas  State  College  and  Univer- 
sity System,  is  a state  agency  that  has  as  its  responsibility 
the  coordination  of  public  higher  education.  The  board  con- 
sists of  1 8 citizens  appointed  by  the  governor  and  confirmed 
by  the  Senate.  They  must  approve  all  educational  programs, 
organizational  structure,  construction,  and  remodeling  for 
state-supported  institutions  of  higher  education.  The  Coordi- 
nating Board  is  also  responsible  for  developing  plans  for 
higher  education.  Under  that  authority,  in  1 968,  they  ap- 
pointed a committee  of  citizens,  educators,  and  practicing 
professionals  to  advise  them  concerning  the  needs  for  medi- 
cal and  dental  education  in  Texas.  The  basic  recommenda- 
tion of  the  committee  was  to  educate  enough  health 
professionals  for  the  state  to  be  self-sufficient. 

In  1 968  there  were  three  established  medical  schools:  The 
University  of  Texas  Medical  Branch  at  Galveston,  The  Uni- 
versity of  Texas  (Southwestern)  Medical  School  at  Dallas, 
and  Baylor  College  of  Medicine.  A fourth,  The  University  of 
Texas  at  San  Antonio,  was  accepting  its  first  class.  There 
were  408  first-year  medical  students  entering  in  the  fall  of 
1 968,  and  319  physicians  graduated  in  the  class  of  1 969. 

Five  years  later,  a second  advisory  group  was  appointed 
to  review  the  status  of  medical  and  dental  education  in 
Texas.  By  the  fall  of  1 973,  the  number  of  medical  schools 
had  increased  to  seven  and  an  eighth  school  had  been  ap- 
proved but  was  not  in  operation.  During  the  five-year  period, 
the  first-year  enrollment  had  grown  to  787,  nearly  double 
the  1968  figures. 

The  task  force  made  a number  of  recommendations  re- 
garding not  only  the  supply  of  physicians  and  dentists  but 
also  geographic  distribution.  In  determining  the  appropriate 
enrollment  figures,  the  following  assumptions  were  made: 

1 . The  population  of  Texas  would  be  approximately  1 3.2 
million  by  1 980  and  it  would  then  stabilize  at  that  level.  More 
recently,  however,  it  has  been  predicted  that  the  population 
wiil  not  stabilize  but  will  increase  to  1 9.2  million  by  the  year 
2000. 

2.  The  attrition  rate  from  the  first  to  the  fourth  year  of  med- 
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ical  school  would  continue  to  be  approximately  4%. 

3.  The  attrition  rate  of  physicians  for  the  practice  of  medi- 
cine would  be  4%  per  year. 

4.  Approximately  1 0%  of  physicians  have  limited  patient 
contact  or  none  at  all.  They  are  in  administration,  research, 
or  public  health,  or  have  retired. 

5.  The  goal  should  be  1 80  physicians  per  1 00,000  popula- 
tion or  one  physician  per  556  people. 

6.  The  migration  of  physicians  in  and  out  of  the  state 
would  be  about  equal.  Historical  data  supports  that 
assumption. 

The  freshman  class  size  for  the  eight  medical  schools  has 
steadily  increased  from  1 968  through  the  1 980  admitting 
class  (Fig  1 ).  There  were  1 ,201  freshmen  students  entering 
medical  school  in  1 980.  The  number  of  graduates  is  also 
increasing  (Fig  2).  With  a loss  rate  to  other  states  of  about 
35%,  this  represents  an  increase  of  nearly  5,000  physicians. 
About  half  of  these  graduates  have  not  yet  entered  practice 
because  they  are  in  the  process  of  completing  their  GME. 

This  enrollment  growth  has  had  an  impact  on  the  number 
of  licensed  physicians  as  shown  in  Fig  3.  There  has  been  an 
increase  of  76%  from  Jan  1 , 1 969,  to  Jan  1 , 1 980.  This  does 
not  reflect  a similar  increase  in  the  number  of  practicing  phy- 
sicians in  Texas,  however,  since  an  increasing  number  of 
physicians  licensed  in  Texas  are  living  in  other  states.  It  is 
difficult  to  predict  whether  they  will  move  to  Texas.  If  they  do, 
the  demand  for  additional  residency  positions  will  decrease. 

The  number  of  licensed  physicians  living  in  Texas  does  not 
tell  the  total  story  and  can  be  misleading  (Fig  4).  Note  that 
only  12,619  of  the  20,143  physicians  have  direct  patient  care 
as  their  primary  activity,  and  that  although  the  total  number 
of  physicians  increased  by  30.4%,  those  in  direct  patient 
care  increased  by  only  18%. 

If  the  population  projection  of  1 9.2  million  is  correct  and  if 


we  hold  to  the  goal  of  180  physicians/100,000  population, 
we  will  need  34,560  physicians  by  the  year  2000.  Applying 
the  assumptions  cited  above,  these  data  indicate  that  our 
projected  medical  school  production  of  1 ,200  graduates  per 
year  will  be  needed  through  the  year  2000. 

GME  positions  in  Texas 

Within  the  last  year  there  has  been  an  increase  of  1 4 resi- 
dency positions  in  primary  care  specialties  although  there 
has  been  an  increase  of  only  one  position  in  surgery  (Fig  5). 
Also  of  note  is  the  deficit  in  physicians  selecting  anesthesiol- 
ogy positions,  a specialty  in  short  supply.  A similar  pattern  is 
seen  in  pathology  and  psychiatry  for  which  there  is  a great 
demand. 

The  total  number  of  first-year  positions  was  81 6 in  1 978 
and  851  in  1 979,  an  increase  of  only  35.  By  1 984  there  will 
be  more  than  1 ,000  new  MDs  graduated  annually;  therefore, 
in  four  years  the  number  of  first-year  positions  must  be  in- 
creased by  at  least  250  and  the  total  number  of  GME  posi- 
tions by  1 ,000. 

The  average  stipend  plus  fringe  benefits  for  each  resident 
in  1 979  was  approximately  $1 8.000.  This  means  that  the  in- 
crease in  direct  costs  to  Texans  will  be  about  $1 8 million,  but 
it  does  not  include  the  cost  of  instruction  or  the  indirect  costs 
of  conference  rooms  and  classrooms,  increased  expendi- 
tures of  medical  records,  laboratory  and  radiology,  and  other 
costs. 

Discussion 

Texas  has  developed  and  implemented  a plan  to  produce  an 
adequate  supply  of  physicians  which  will  meet  the  needs  of 
the  people.  While  the  state  has  been  successful  in  producing 
medical  school  graduates,  attention  must  now  be  focused  on 
graduate  medical  education.  Availability  of  residency  posi- 


1 Texas  medical  schools — freshman  class  size 


School 

1968 

1973 

1980 

University  of  Texas: 

UT  Galveston 

163 

205 

203 

UT  Dallas 

105 

152 

208 

UT  San  Antonio 

56 

122 

202 

UT  Houston 

48 

200 

Subtotal 

324 

527 

813 

Baylor  College  of  Medicine 

84 

168 

168 

Texas  Tech  University  School  of  Medicine 

38 

100 

Texas  A&M  College  of  Medicine 

32 

Texas  College  of  Osteopathic  Medicine 

54 

88 

Total 

408 

787 

1,201 

2.  Texas  medical  schools — graduates. 


School 

1969 

1974 

1980 

TOTAL 

1969-80 

University  of  Texas: 

UT  Galveston 

138 

190 

193 

2,076 

UT  Dallas 

96 

112 

211 

1,656 

UT  San  Antonio 

96 

130 

1,056 

UT  Houston 

52 

1 

359 

Subtotal 

234 

450 

535 

5,147 

Baylor  College  of  Medicine 

85 

226 

160 

1,610 

Texas  Tech  University  School  of  Medicine 

24 

42 

235 

Texas  A&M  College  of  Medicine 

Texas  College  of  Osteopathic  Medicine 

18 

70 

342 

Total 

319 

718 

807 

7,334 
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tions  is  the  most  important  single  factor  in  determining  the 
state  in  which  a physician  will  practice.  Texas  has  met  the 
need  to  increase  the  supply  of  physicians,  but  has  not  re- 
solved the  problem  of  increasing  the  number  of  residency 
positions.  It  is  not  prudent  to  graduate  1 ,200  new  physicians 
and  to  have  only  850  first-year  residency  positions. 

Geographic  distribution  remains  a problem,  but  it  cannot 
be  solved  by  the  medical  schools.  Indeed,  the  evidence  is 
clear  that  the  community  is  the  single  most  important  factor 
in  solving  this  problem.  The  community  must  be  an  attractive 
place  to  live  and  to  practice  medicine.  Until  that  is  accom- 
plished, no  legislation,  including  mandatory  service,  will 
resolve  the  problem. 

Conclusion 

Texas  is  meeting  its  need  for  medical  school  graduates;  how- 
ever, unless  additional  residency  positions  are  created,  the 
goal  of  producing  an  adequate  number  of  qualified  physi- 
cians for  the  future  cannot  be  met.  In  1 979,  there  were  851 
first-year  residency  positions  and  yet  more  than  1 , 1 00  MD 
degrees  will  be  conferred  in  1 984  by  Texas  medical  schools. 
Since  the  state  in  which  graduate  medical  education  is  taken 
is  the  single  most  important  factor  in  selecting  the  state  to 
establish  practice,  it  is  imperative  that  the  number  of  first- 
year  positions  at  least  equal  the  number  of  graduates.  If  this 
is  not  done,  graduates  of  Texas  medical  schools  will  leave 
the  state  to  practice  elsewhere. 


3.  Physicians  licensed  in  Texas  * 


Year 

Licensed 

Increase 
from  1 969 

Licensed  and 
Residing 
in  Texas 

Increase 

from  1969 

Jan  1969 

18.596 

12.897 

Jan  1974 

22,629 

4,033  (22%) 

15,410 

2,513(20%) 

Jan  1980 

32,805 

14,209(76%) 

21,879 

8.982  (69%) 

* Figures  include  DOs  and  MDs. 

4.  Physicians  licensed  and  residing  in  Texas  * 

Primary  Activity 

1974 

1976 

1978 

% Change 

Inactive 

1,648 

2,661 

2,197 

33.3 

Non-Patient  Care 

981 

1,268 

1.406 

43.3 

House  Staff 

2,125 

2,625 

3,921 

84.5 

Direct  Patient  Care 

10,686 

1 1 ,753 

12,619 

18.0 

Total 

15,440 

18,307 

20,143 

30.4 

*Source:  AMA  Physician  Master  File.  1974, 1976,  and  1978. 


5.  Survey  of  graduate  medical  education  programs — all  programs  in  Texas 


Specialty 

1st  yr 

Offered 

1978 

1st  yr 

Filled 

Total 

1st  yr 

Offered 

1979 

1st  yr 

Filled 

Total 

Primary  Care 

Family  Practice 

109 

104 

273 

108 

105 

286 

Internal  Medicine 

200 

204 

532 

210 

210 

533 

Pediatrics 

97 

98 

280 

102 

104 

289 

Subtotal 

406 

406 

1,085 

420 

419 

1,108 

Surgery 

OB/GYN 

54 

54 

213 

58 

58 

229 

General  Surgery 

99 

107 

321 

101 

108 

305 

Ophthalmology 

7 

7 

79 

5 

3 

77 

Otolaryngology 

4 

3 

51 

4 

3 

51 

Anesthesiology 

50 

41 

158 

47 

39 

170 

Subtotal 

214 

212 

822 

215 

211 

832 

Surgical  Specialties 

Neurological 

2 

2 

26 

2 

2 

25 

Oral 

8 

8 

25 

9 

9 

29 

Orthopedic 

20 

18 

123 

22 

19 

131 

Urological 

6 

3 

58 

6 

4 

57 

Other 

7 

3 

51 

3 

3 

54 

Subtotal 

43 

34 

283 

42 

37 

296 

Medical  Specialties 

- 

- 

186 

- 

- 

175 

All  Others 

Dermatology 

- 

- 

28 

- 

- 

34 

Neurology 

8 

9 

61 

9 

9 

60 

Nuclear  Medicine 

- 

- 

6 

- 

- 

5 

Pathology 

33 

30 

126 

43 

33 

126 

Phys  Med  Rehab 

5 

3 

34 

10 

7 

36 

Psychiatry 

50 

37 

158 

50 

38 

131 

Child  Psychiatry 

3 

2 

18 

4 

4 

24 

Radiology 

24 

21 

146 

28 

28 

156 

Other 

30 

30 

30 

30 

30 

30 

Subtotal 

153 

132 

607 

174 

149 

602 

Total 

816 

784 

2,983 

851 

816 

3,013 
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“Probably”  effective:  When  taken  by  the  sublingual  or  chewable  route, 

Isordil  Sublingual  and  Chewable  Tablets  are  indicated  for  the  treatment  of 
acute  anginal  attacks  and  for  prophylaxis  in  situations  likely  to  provoke 
such  attacks. 

“Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not 
intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  and  nitrates  during  the  early 
days  of  the  acute  phase  of  myocardial  infarction  (the  period  during  which  clin- 
ical and  laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a physio- 
logical antagonist  to  norepinephrine,  acetylcholine,  histamine,  and  many  other 
agents.  An  occasional  individual  exhibits  marked  sensitivity  to  the  hypotensive 
effects  of  nitrite,  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration  and  collapse)  can  occur  even  with  the  usual  thera- 
peutic dose.  Alcohol  may  enhance  this  effect.  Drug  rash  and/or  exfoliative 
dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 
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Family  practice 
residency  training 
programs:  a 
mechanism  to  provide 
primary  medical  care 
in  rural  areas 

A study  was  conducted  to  determine  private  practice 
patterns  among  graduates  of  a family  practice  residency 
program  as  well  as  to  identify  underlying  factors  that  in- 
fluenced certain  physicians  to  locate  in  small  towns  as 
opposed  to  larger  communities.  One  of  the  primary 
goals  of  The  University  of  Texas  Southwestern  Medical 
School  at  Dallas  Family  Practice  Residency  Program  is 
to  train  physicians  to  meet  the  demands  for  health  care 
in  both  rural  and  urban  communities.  The  analytical  re- 
sults of  the  project  support  the  intent  of  House  Bill  282, 
which  states  that  family  practice  residency  programs 
would  greatly  improve  access  to  health  care  in  both  rural 
and  urban  areas  of  Texas. 


While  the  number  of  physicians  engaged  in  direct  patient 
care  in  Texas  has  increased  by  1 0%  from  1 974  to  1 976, 
problems  exist  regarding  the  access  to  health  care  in  rural 
areas  of  the  state.  In  addition  to  the  matter  of  geographic  and 
demographic  physician  shortages,  there  is  concern  about 
the  distribution  of  physicians  by  medical  specialty,  both  in 
Texas  and  in  the  United  States.  Although  the  number  of 
allopathic  physicians  in  family/general  practice  has  risen  rel- 
ative to  other  medical  specialists,  the  number  of  family/ 
general  practitioners  in  counties  of  less  than  25,000  popula- 
tion in  Texas  has  significantly  decreased.’  Furthermore,  the 
percentage  of  physicians  whose  major  function  is  that  of  pri- 
mary care  has  also  declined.2 

Government  officials  and  medical  educators  in  Texas  have 
addressed  these  problems.  Both  federal  and  state  author- 
ities have  assumed  that  by  increasing  the  overall  supply  of 
primary  care  physicians,  a greater  number  would  eventually 
locate  in  rural  areas  or  small  communities.  State  leaders 
have  expanded  the  educational  capabilities  for  training  phy- 


sicians in  Texas.  In  1 968,  the  four  existing  Texas  medical 
schools  admitted  a total  of  408  medical  students.  By  the  fall 
of  1980,  the  number  of  medical  schools  in  the  state  had  risen 
to  eight  and  together  they  admitted  a total  of  1 ,201  medical 
students.  In  addition  to  the  growth  in  the  number  of  medical 
schools  and  medical  students,  approved  family  practice  resi- 
dency programs  increased  from  three  in  1 972  to  1 4 pro- 
grams in  1 979.  Finally,  the  number  of  family  practice  resi- 
dency positions  expanded  from  31  in  1 972  to  more  than  31 9 
as  of  September  1 979. 

The  relation  between  the  location  of  residency  training  and 
the  state  in  which  a physician  establishes  his  practice  is  well 
documented.3'4  Factors  which  influence  the  selection  of 
rural  communities  have  also  been  identified.5-8  Furthermore, 
access  to  health  care  in  small  communities  has  already  been 
greatly  improved  by  graduates  of  the  family  practice  resi- 
dency programs.9  However,  variables  associated  with  where 
the  graduates  of  family  practice  residency  programs  locate 
and  the  categories  of  medical  care  which  is  rendered  are 
incomplete.10-"  This  study  undertook  two  research  objec- 
tives. The  first  was  to  determine  private  practice  patterns  of 
physicians  who  completed  the  Family  Practice  Residency 
Program  at  John  Peter  Smith  Hospital  in  Fort  Worth  from 
1 973  to  1 979.  The  second  objective  of  the  study  was  to  iden- 
tify factors  associated  with  certain  graduates  who  practice  in 
small  towns  as  opposed  to  larger  communities 

Methods 

A questionnaire  was  developed  in  order  to  obtain  data  on 
selected  variables  concerning  medical  practice  patterns  and 
factors  that  might  influence  the  size  of  community  in  which  a 
physician  eventually  chooses  to  locate.  It  consisted  of  1 5 
questions  about  demographic,  personal  and  family  back- 
ground, the  trainees’  evaluation  of  the  residency,  accessi- 
bility to  a hospital,  and  characteristics  of  the  practice  they 
undertook.  The  form  was  sent  to  individuals  who  completed 
their  family  practice  residency  at  John  Peter  Smith  Hospital 
in  Fort  Worth  between  1 973  and  1 979.  Complete  question- 
naires were  returned  by  73  (82%)  of  the  89  physicians  in  the 
study  group  population.  Of  six  incomplete  forms  returned, 
three  individuals  supplied  all  data  except  their  type  of  prac- 
tice and  these  were  included  in  the  analysis  related  to  patient 
services  rendered.  Two  persons  entered  surgical  residen- 
cies subsequent  to  training  in  family  practice.  It  is  important 
to  note  that  this  2%  loss  from  the  practice  of  family  medicine 
is  well  below  the  6%  figure  of  family  practice  residents  who 
entered  other  residency  programs  in  1 979. 12  Two  question- 
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naires  were  returned  with  no  forwarding  address  while  only 
six  (7%)  of  the  total  89  failed  to  reply.  Based  upon  the  in- 
formation provided  by  the  respondents,  individuals  were 
categorized  into  three  groups  according  to  the  size  of  the 
community  in  which  they  practiced.  The  classifications  con- 
sisted of  physicians  in  towns  with  a population  of  less  than 

1 0.000,  those  with  1 0,000  to  25,000,  and  those  with  more 
than  25,000. 

After  each  questionnaire  was  screened  for  completeness, 
a data  file  was  constructed  so  that  parametric  and  inductive 
statistics  could  be  computed  using  the  Statistical  Package 
for  Social  Sciences  (SPSS).  Frequency  distributions,  ratios, 
and  percentages  were  generated  for  descriptive  purposes  as 
well  as  for  the  formulation  of  basic  comparisons  between 
members  of  the  three  study  groups.  Variables  that  might 
suggest  which  physicians  choose  to  practice  in  a small  com- 
munity were  analyzed  by  utilizing  a stepwise-multiple 
regression.  The  chi-square  statistic  also  was  employed  to 
determine  whether  or  not  a systematic  association  existed 
between  each  variable  and  the  size  of  community  in  which 
the  study  physicians  practice.  Since  the  questions  were 
of  a multiple  choice  nature,  generally  increasing  in  severity, 
the  responses  could  be  classified  numerically.  Thus,  the  data 
were  deemed  appropriate  for  the  selected  statistical 
methodology. 

Results 

Information  was  collected  from  73  individuals  who  completed 
the  Southwestern  Medical  School/John  Peter  Smith  Hospital 
Family  Practice  Residency  Program  between  1973  and 
1 979.  The  location  and  mode  of  practice  which  the  study 
subjects  selected  are  described  in  Figs  1 and  2.  The  first 
critical  fact  which  can  be  observed  is  that  25  persons  (34%) 
chose  to  locate  in  communities  with  a population  of  less  than 

10.000.  In  addition,  24  individuals  (33%)  situated  in  towns 
with  a population  of  1 0,000  to  25,000.  The  data  in  Fig  1 fur- 
ther demonstrate  that  the  majority  of  physicians  who  trained 
in  the  family  practice  residency  program  formed  associations 
with  other  family  practitioners,  while  only  1 8%  chose  to  prac- 
tice with  specialists  other  than  family  practitioners.  In  Fig  2,  a 
more  detailed  analysis  of  the  physicians  who  elected  to  ren- 
der patient  care  in  a pure  family  practice  group  reveals  that 
61  % entered  a small  group.  Of  the  graduates  who  decided  to 
practice  with  other  medical  specialists  as  well  as  family  prac- 
titioners, more  than  two-thirds  chose  a group  of  at  least  four 
physicians.  Finally,  the  frequency  data  generated  in  the  first 
two  figures  serve  as  evidence  that  family  practice  residency 
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programs  can  play  a significant  role  in  relieving  physician 
shortages  in  rural  areas. 

Access  to  hospital  facilities  and  the  acquisition  of  hospital 
privileges  were  other  areas  of  concern.  The  questionnaire 
was  designed  to  determine  whether  a hospital  was  situated 
in  the  community,  whether  limited  or  unlimited  hospital  priv- 
ileges were  available  for  family  practitioners,  and  if  these 
conditions  were  satisfactory  to  the  physicians.  All  responded 
that  they  had  access  to  a hospital.  This  factor  appeared  to  be 
significant  to  each  respondent.  The  results  of  the  study  per- 
taining to  hospital  privileges  are  presented  in  Fig  3.  More 
than  two-thirds  of  the  respondents  had  unlimited  and  satis- 
factory privileges  while  only  6%  of  the  study  group  felt  that 
their  privileges  were  unsatisfactory,  and  those  physicians 
practice  in  towns  with  populations  of  1 0,000  or  greater.  Priv- 
ileges were  reported  to  be  more  readily  available  in  small 
towns,  and  restrictions  were  far  less  frequent  than  in  large 
communities.  The  location  of  a hospital  in  small  communities 
and  privileges  to  admit  and  care  for  patients  in  these  facilities 
appear  to  be  influential  in  the  family  practitioner’s  decision  to 
practice  in  a small  town. 

A distribution  of  effort  by  medical  specialty  area  has  been 
computed  for  each  of  the  three  study  groups  (Fig  4).  Approx- 
imately 60%  of  the  family  physician’s  time  is  devoted  to 
general  medicine  and  pediatrics,  while  30%  is  related  to 
either  obstetrics/gynecology  or  surgical  procedures.  There 
appears  to  be  no  significant  difference  in  the  distribution  of 
effort  between  a family  practitioner  in  a town  with  a popula- 
tion of  less  than  1 0,000  and  one  who  is  located  in  a larger 
community.  Primary  care  is  the  most  significant  area  of  medi- 
cal endeavor  of  the  physicians  in  all  three  classifications. 

The  data  demonstrate  the  scope  of  primary  care  being  ren- 
dered by  family  practitioners  who  locate  to  practice  in  small 
communities.  Such  information  can  be  of  use  to  directors  of 
family  practice  residency  programs  and  to  medical  students 
as  it  demonstrates  the  potential  to  deliver  a wide  range  of 
health  care  services.  Indeed,  the  results  of  the  study  would 
seem  to  corroborate  the  importance  of  House  Bill  (HB)  282, 
a mechanism  to  improve  the  health  care  delivery  system  in 
rural  areas  of  Texas. 

A stepwise  regression  analysis  was  applied  to  the  data  in 
order  to  determine  which,  if  any,  variables  were  associated 
with  physicians  who  chose  to  practice  in  communities  of  less 
than  1 0,000  population.  Factors  which  were  utilized  in  the 
stepwise  regression  included  type  of  practice,  the  size  of  the 
community  in  which  the  physician  was  reared,  location  of 
medical  school  from  which  the  practitioner  was  graduated, 
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and  where  his  or  her  residency  training  program  was  com- 
pleted. Of  the  demographic  variables  considered,  one  was 
determined  to  be  statistically  significant  during  the  analysis. 
The  results  suggest  that  a family  physician  whose  spouse  is 
from  a small  town  would  be  more  likely  to  practice  in  a small 
community  than  would  a person  whose  spouse  is  from  a 
large  city  (p  < .05).  While  this  fact  might  not  be  considered  in 
selection  of  persons  to  a family  practice  residency  program, 
it  could  be  most  helpful  to  community  leaders  or  practicing 


physicians  seeking  to  attract  family  practitioners  to  their 
locale. 

In  reviewing  the  data,  the  physicians  appeared  to  be  in- 
fluenced positively  by  certain  factors  when  making  their 
decision  regarding  a practice  location.  The  availability  of  ad- 
equate hospital  facilities  seemed  to  be  extremely  important 
to  them.  The  results  of  the  study  also  suggest  that  the  pres- 
ence of  other  physicians  to  provide  coverage  and  relief  from 
too  large  a work  load  serves  as  a strong  inducement.  Fur- 


1 Percentage  of  distribution  by  practice  mode. 


Pure  Family 


Size  of 

Community 

Solo 

No. 

% 

Practice  Group 
No. 

% 

Mixed  Group 
No. 

% 

Under  10,000 

7 

28 

14 

56 

4 

16 

10,000-24,999 

5 

21 

16 

67 

3 

12 

25,000  & Over 

4 

17 

14 

58 

6 

25 

Total 

16 

22 

44 

60 

13 

18 

Total 


No. 

% 

25 

34 

24 

33 

24 

33 

73 

2.  Size  of  pure  family  practice  groups  which  family  practice  graduates  elect. 


Size  of 

Community 

No. 

Practice  Group 
Size:  2-3 

% 

Under  10,000 

10 

71 

10,000-24,999 

11 

69 

Over  25,000 

6 

43 

Total 

27 

61 

Practice  Group 

Size:  Over  3 Total 


No. 

% 

No 

% 

4 

29 

14 

32 

5 

31 

16 

36 

8 

57 

14 

32 

17 

39 

44 

3.  Hospital  privileges. 


Size  of 

Community 

No. 

Limited 

% 

No. 

Unlimited 

% 

No. 

Total 

% 

Under  10,000 

3 

12 

22 

88 

25 

33 

10,000-24,999 

9 

35 

17 

65 

26 

34 

Over  25,000 

10 

40 

15 

60 

25 

33 

Total 

22 

29 

54 

71 

76 

4.  Distribution  of  effort  by  medical  specialty. 


% of 

Time  in 

Medicine 

%of 
Time  in 
Pediatrics 

Under  10,000 

33.0 

26.0 

10,000-24,999 

31.1 

28.2 

Over  25,000 

33.9 

21.6 

Total 

32.7 

24.9 

(n  = 76) 
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% of 

Time  in 

OB/ 

GYN 

% of 

Time  in 

Surgery 

% of 

Time  in 
Psychiatry 

%Of 
Time  in 

Others 

20.2 

9.4 

8.7 

3.2 

23.0 

6.8 

8.8 

5.2 

14.8 

13.3 

7.5 

1.5 

19.3 

9.9 

8.3 

4.6 
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thermore,  as  was  mentioned  in  the  preceding  paragraph,  the 
fact  that  a physician’s  spouse  was  from  a small  town  was 
associated  with  the  individual’s  selection  of  a small  commu- 
nity in  which  to  practice.  These  findings  support  certain 
preferences  and  characteristics  which  have  already  been 
identified  as  contributing  factors  in  the  selection  of  a commu- 
nity in  which  to  oractice.5 

Discussion 

Access  to  health  care  in  rural  areas  of  Texas  is  still  a major 
concern  to  state  officials  and  medical  educators.  The  num- 
ber of  primary  care  physicians  has  not  increased  propor- 
tionately with  the  number  of  physicians  engaged  in  direct 
patient  care  in  the  past  decade.  However,  family  practice 
residency  training  programs  may  prove  to  be  the  instrument 
through  which  the  apparent  deficiency  in  the  current  number 
of  primary  care  physicians  can  be  alleviated. 

Of  the  859  first-year  residency  positions  which  are  avail- 
able in  Texas,  only  1 1 7 are  currently  offered  in  family  prac- 
tice programs.  If  more  than  that  number  of  graduates  of 
Texas  medical  schools  choose  to  enter  family  practice  resi- 
dency programs,  then  Texas  would  be  forcing  its  own  grad- 
uates out  of  the  state  when  primary  care  physicians  are  still 
in  short  supply.12  One  method  for  preventing  this  dilemma 
was  presented  by  the  Texas  Medical  Association's  Ad  Hoc 
Committee  on  Residencies.  The  committee  recommended 
300  first-year  residency  positions  be  allocated  for  family 
practice  programs  by  1 982.  The  rationale  for  the  proposal  is 
in  keeping  with  the  criteria  stated  in  HB  282  which  was 
adopted  in  1 977  to  improve  the  health  care  delivery  system 
in  urban  and  rural  areas  of  Texas 

The  results  reported  by  this  project  support  the  intent  of 
HB  282.  A large  percentage  of  the  physicians  who  com- 
pleted the  Southwestern  Medical  School/John  Peter  Smith 
Hospital  Family  Practice  Residency  Program  have  elected  to 
practice  in  small  communities.  They  render  patient  service  in 
such  specialty  areas  as  pediatrics,  obstetrics/gynecology, 
and  surgery  as  well  as  in  general  medicine.  Approximately 
59%  of  the  physicians  are  in  solo  practice  or  in  a small  group 
of  two  to  three,  and  two-thirds  of  them  are  located  in  commu- 
nities of  less  than  25,000  population.  If  the  trend  noticed  in 
the  current  study  endures  in  the  coming  years,  the  state  will 
realize  further  benefits  from  the  establishment  and  expan- 
sion of  its  family  practice  residency  programs  as  the  number 
of  physicians  who  elect  to  practice  in  small  towns  most  likely 
will  continue  to  increase.  In  addition,  the  data  strongly  sug- 
gest that  family  practitioners  can  meet  the  demand  for  pe- 
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diatrics,  obstetrics/gynecology,  and  surgical  care  in  rural 
areas.  Thus,  family  practitioners  may  have  a significant  im- 
pact on  the  health  care  delivery  system  in  both  rural  and 
urban  communities  throughout  Texas  and  the  US. 

The  information  generated  from  this  study  appears  to  vali- 
date the  thrust  of  HB  282.  Access  to  health  care  for  citizens 
in  rural  areas  has  been  greatly  improved  by  graduates  of  the 
Family  Practice  Residency  Program.  Therefore,  the  writers 
concur  with  the  belief  that  the  expansion  and  development  of 
new  family  practice  residency  programs  in  Texas  can  help 
meet  the  demands  for  health  care  in  the  1 980s.  Further- 
more, it  must  be  recognized  that  underserved  urban  areas 
as  well  as  rural  areas  will  continue  to  need  the  services  of 
well-trained  family  physicians.  Based  upon  recent  experi- 
ence, the  expansion  of  residency  positions  will  result  in  more 
medical  graduates  remaining  in  the  state.  This  action  would 
continue  to  improve  the  physician  distribution  and  thereby 
correct  some  of  the  problems  which  exist  concerning  access 
to  health  care  in  rural  and  medically  underserved  areas  of 
Texas. 
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Seminar  I 
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Seminar  II 
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Basic  Microscope  Techniques 
Setting  Up  a Lab 

Acute  Management  of  the  Multiple  Trauma  Candidate 
Requiring  Reimplantation 

Esophageal  Reconstruction  with  Vascularized  Jejunal 
Interposition 

Head  and  Neck  Reconstruction  Via  Microsurgery 

Mandibular  Reconstruction  with  Vascularized  Bones  and 
Soft  Tissues 

Toe  to  Hand  Transfers 
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Cancer  and  Microsurgery 

Geometry  of  and  Planning  of  Microsurgery  Free  Flaps 
Bracheal  Plexus  and  Peripheral  Nerve  Microsurgery 
Intracraneal  Neuromicrosurgery 

Urologic  Microsurgery,  Including  Reconstructive, 
Replantation  and  Infertility 

Gynecological  Microsurgery  Reconstruction  and  Infertility 
Chest  Wall  Reconstruction  with  Microsurgery 
Microsurgery  and  Trauma 
Orthopedic  Applications  of  Microsurgery 
Microsurgery 


Program: 


The  course  consists  of  two  seminars: 

Seminar  I A lab  and  alecture  series,  Wednesday,  February  25 
through  Monday,  March  2. 

1 9 hours  lecture  and  21  hours  lab,  which  includes  basic 
techniques  with  personalized  instruction  from  visiting 
faculty  using  Applied  Fiberoptics  binocular 
microscopes. 

A lecture  and  video  series,  Friday,  February  27  through 
Monday,  March  2, 

1 9 hours  lecture  and  simultaneous  video  sessions  to 
coincide  with  the  labs. 


Seminar  I 


Accreditation: 

As  an  organization  accredited  for  continuing  medical  education, 
Louisiana  State  University  School  of  Medicine,  New  Orleans, 
designates  this  continuing  medical  education  activity  as  meeting 
the  criteria  for  forty  credit  hours  in  Category  I of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 


Registration: 

Tuesday,  February  24,  1 00-4:00  PM 
Daily  from  7:00  AM 

A registration  fee  of  $600.00  for  Seminar  I,  or  $300.00  for  Seminal 
II  should  accompany  the  registration  form. 

There  is  a $50.00  cancellation  fee  for  withdrawals  after  February  1 1 
1 981  All  refunds  must  be  requested  in  writing  and  postmarked  nc 
later  than  February  20,  1981  Residents  half  fee. 


Inquiries: 

Multidisciplinary  Microsurgery  at  the 
Mardi  Gras 

Southern  Baptist  Hospital 
2700  Napoleon  Avenue 
New  Orleans,  Louisiana 
(504)  899-931 1 


For  Step-1 


in  diastolic  pressure 

of  10  mm  Hg  or  more  were  norma|ized 

with  a decrease 
in  diastolic  pressure 
to  90  mm  Hg  or  less 


HIGH  SUCCESS  RATES 


A series  of  well-controlled  studies 
was  undertaken  on  patients  with 
mild  to  moderate  hypertension 
(diastolic  blood  pressure  greater 
than  90  mm  Hg,  but  less  than 
120mm  Hg).  These  patients  were 
treated  with  Zaroxolyn  alone  for 
6 months.1'6 


o%— 

As  much  therapy  as  many  ol 


(metolazone)  Pennwalt 


Long-acting 

Zaroxolyn 

J 

(metolazone)  Pennwalt 

Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDF!,  or 
available  from  your  Pennwalt  representative.  The 
following  is  a brief  summary  Indications:  Zaroxolyn 
(metolazone)  is  an  antihypertensive  diuretic 
indicated  for  the  management  of  mild  to  moderate 
essential  hypertension  as  sole  therapeutic  agent 
and  in  the  more  severe  forms  of  hypertension  in 
conjunction  with  other  antihypertensive  agents. 
Also,  edema  associated  with  heart  failure  and 
renal  disease.  Routine  use  in  pregnancy  is  inap- 
propriate Contraindications:  Anuria,  hepatic 
coma  or  precoma;  allergy  or  hypersensitivity  to 
Zaroxolyn.  Warnings:  In  theory  cross-allergy  may 
occur  in  patients  allergic  to  sulfonamide-derived 
drugs,  thiazides  or  quinethazone.  Hypokalemia 
may  occur,  and  is  a particular  hazard  in  digitalized 
patients;  dangerous  or  fatal  arrhythmias  may 
occur  Azotemia  and  hyperuricemia  may  be  noted 
or  precipitated.  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyperten- 
sives, the  dosage  of  the  other  agents  should  be 
reduced.  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyperkalemia. 
Administration  to  women  of  child-bearing  age 
requires  that  potential  benefits  be  weighed  against 
possible  hazards  to  the  fetus.  Zaroxolyn  appears 
in  the  breast  milk  Not  for  pediatric  use  Pre- 
cautions: Perform  periodic  examination  of  serum 
electrolytes,  BUN,  uric  acid,  and  glucose.  Observe 
patients  for  signs  of  fluid  or  electrolyte  imbalance, 
namely  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia.  These  determinations  are 
particularly  important  when  there  is  excessive 
vomiting  or  diarrhea,  or  when  parenteral  fluids 
are  administered-  Patients  treated  with  diuretics 
or  corticosteroids  are  susceptible  to  potassium 
depletion.  Caution  should  be  observed  when 
administering  to  patients  with  gout  or  hyper- 
uricemia or  those  with  severely  impaired  renal 
function.  Insulin  requirements  may  be  affected  in 
diabetics.  Hyperglycemia  and  glycosuria  may 
occur  in  latent  diabetes.  Chloride  deficit  and 
hypochloremic  alkalosis  may  occur.  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  Zaroxolyn  10  mg  tablets  contain  FD&C 
Yellow  No.  5 (tartrazine)  which  may  cause  allergic- 
type  reactions  (including  bronchial  asthma)  in 
certain  susceptible  individuals.  Although  the  over- 
all incidence  of  FD&C  Yellow  No.  5 (tartrazine) 
sensitivity  in  the  general  population  is  low,  it  is 
frequently  seen  in  patients  who  also  have  aspirin 
sensitivity  Adverse  Reactions:  Constipation, 
nausea,  vomiting,  anorexia,  diarrhea,  bloating, 
epigastric  distress,  intrahepatic  cholestatic 
jaundice,  hepatitis,  syncope,  dizziness,  drowsiness, 
vertigo,  headache,  orthostatic  hypotension, 
excessive  volume  depletion,  hemoconcentration, 
venous  thrombosis,  palpitation,  chest  pain, 
leukopenia,  urticaria,  other  skin  rashes,  dryness 
of  mouth,  hypokalemia,  hyponatremia,  hypochlo- 
remia,  hypochloremic  alkalosis,  hyperuricemia, 
hyperglycemia,  glycosuria,  raised  BUN  or  creati- 
nine, fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks.  Usual 
Initial  Once-Daily  Dosages:  mild  to  moderate 
essential  hypertension— 2%  to  5 mg;  edema  of 
cardiac  failure— 5 to  10  mg,  edema  of  renal 
disease— 5 to  20  mg.  Dosage  adjustment  is 
usually  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets,  2 'A,  5 and  10  mg 

References:  1.  Data  on  file,  Medical  Department, 
Pennwalt  Pharmaceutical  Division  2.  Van  Hoose 
MC,  Cutler  RE:  Antihypertensive  efficacy  of 
metolazone  (Zaroxolyn®)  alone  and  combined 
with  reserpine  in  treatment  of  essential  hyper- 
tension. Curr  Ther  Res  20:266-276,  1976. 

3.  Cangiano  JL,  Campos  JA,  Trevino  A IV.  et  al: 
The  effects  of  metolazone  in  the  long-term  treat- 
ment of  essential  hypertension.  Curr  Ther  Res 
16:778-785.  1974  4.  Cangiano  JL  Effects  of 
prolonged  administration  of  metolazone  in  the 
treatment  of  essential  hypertension.  Curr  Ther 
Res  20:745-750.  1976.  5.  Dornfeld  L,  Kane  RE 
Metolazone  in  essential  hypertension:  The  long- 
term clinical  efficacy  of  a new  diuretic.  Curr  Ther 
Res  18  527-533,  1975  6.  Materson  BJ,  Oster  JR. 
Perez-Stable  EC  Antihypertensive  effects  of 
metolazone  (Zaroxolyn).  Curr  Ther  Res 
16:890-896,  1974, 


DIVISION 


(3  Penmalt 

ROCHESTER  NEW  YORK  14623 


A- 2 54 


Ready 
to  teach 
home 
nursing, 

first  aid, 
parenting, 
child  care, 
water 
safety, 

CPR. 

Red  Cross: 

Ready  for  a new  century. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


srft. 


rnespicciM 


National  Automotive  Leasing,  EXCLUSIVELY  for  the  Medical  Profession 


With  inflation  at  an  all  time  high,  money  for  automobile  financing  has  become  increasingly 
other  financial  institutions  have  tightened  credit  regulations  and  raised  costs  for  automobile  lo 
funding  through  the  American  Medi-Lease  Plan. 


limited,  however  as  banks  and 
ans,  we  have  unlimited  low-cost 


Many  years  experience  in  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees. 


minimum  exposure,  therefore 


In  fact  our  Lease  Financing  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time- 
credit  installments,  offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new 
automobile. 
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Repayment  of  loans  at  a level  that  is  economically  in  line  and  realistic  to  automobile  [ 
we  will  assist  you  in  authoritatively  constructing  the  best  possible  lease  for  you  individually,  keeping  consistent  with~a7esid~ua^ 
that  would  provide  for  "turn-over"  to  another  vehicle  approximately  every  two  or  three  years  without  additional  investment 
if  desired. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 


LEASE  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs.  

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 
280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  _AH_  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 


ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable,  with  limits  of  $250  deductible  collision,  $100,000- 
$300,000  public  liability,  $25,000  property  damage  and  $100  deductible  fire  and  theft. 

SERVICE.  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to"American  'Medi-Lease'  Plan", as  we  are  extremely  interested  in  assuring  that  all  lessees  have  the  most 
convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  will  be  authoritatively  constructed  to  provide  for  "turn-over"  to  another  vehicle  approximately 
every  two  years  without  additional  investment,  if  this  is  desirable  to  you  individually. 

DELIVERY.  Within  24  hours  of  our  acquisition;  at  our  office  or  yours  or  to  your  residence  at  your  request. 


Based  on  current  1981  prices  and  availability, 
power  assets. 


EXAMPLE  LEASE  RATES 

Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


Volkswagen,  Rabbit 
Honda  Accord  4 dr. 
Toyota,  Celica  GT  Cpe. 
Cutlass/Regal 
R iviera 
BMW-320i 


196.00  per  month 

227.00  per  month 

2 1 2.00  per  month 

229.00  per  month 

376.00  per  month 

319.00  per  month 


Datsun  280-ZX 
Audi,  5000S 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Coupe  DeVille 
Mercedes,  380  SL 


294.00  per  month 

328.00  per  month 

418.00  per  month 

426.00  per  month 

394.00  per  month 

770.00  per  month 


We  lease  any  make  Car,  or  R 
model,  color  and  equipment) 


ecreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
and  we  II  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


sA. 


//K'Xf  YYl  n 


Ofi/ 


Home  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 


IN  TEXAS  PLEASE  CALL  - TOLL  FREE  - 1-800-442-6005 

Predicated  to  Qficnvce  for  the  oMedical  Profession,  Ph  touch  Peas  me. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  7 00 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Antiarrhythmic  drugs.  H.  Weston  Moses,  MD,  and  Paul  N. 
Yu,  MD.  American  College  of  Clinical  Pharmacology,  The 
Journal  of  Clinical  Pharmacology,  vol  20,  no  1 0,  October 
1980,  pp  598-618. 

In  recent  years  major  advances  have  occurred  in  the  under- 
standing and  treatment  of  cardiac  arrhythmias.  Epidemiolo- 
gic studies  including  the  use  of  ambulatory  ECG  monitoring 
are  better  defining  populations  at  risk  for  sudden  death  due 
to  arrhythmias.  Clinical  electrophysiology  has  provided  so- 
phisticated methods  of  diagnosing  arrhythmias,  and  cellu- 
lar electrophysiology  has  generated  information  about  the 
mechanism  of  arrhythmias  as  well  as  the  mechanism  of  drug 
action.  The  pharmacology  of  antiarrhythmic  drugs  is  being 
better  understood  and  measurement  of  plasma  drug  levels 
and  drug  metabolites  has  become  widely  available  and  in- 
creasingly accurate.  Despite  this  progress,  no  ideal  antiar- 
rhythmic drug  exists.  All  available  drugs  have  significant  side 
effects  and  despite  meticulous  attention  to  proper  dosage 
and  use  of  multiple  drug  regimens,  arrhythmias  are  some- 
times not  controlled.  Thus,  the  development  of  new  anti- 
arrhythmic agents  is  of  great  importance,  and  the  authors 
include  in  this  review  brief  mention  of  drugs  under  investiga- 
tion but  not  yet  available  in  the  United  States. 

Viral  myocarditis:  a review.  Jack  F.  Woodruff,  MD.  Ameri- 
can Association  of  Pathologists,  American  Journal  of  Pa- 
thology, vol  1 01 , no  2,  1 980,  pp  427-484. 

Infiltration  of  the  myocardium  with  inflammatory  cells  occurs 
during  infection  with  a variety  of  viruses.  Usually  the  infiltrate 
is  composed  of  mononuclear  cells  that  are  focally  or  diffusely 
scattered  among  the  myofibers.  Necrosis  of  myofibers  is  an 
important  feature  of  this  lesion,  and  the  presence  of  both 
myofiber  necrosis  and  inflammation  may  aid  in  differentiating 
myocarditis  from  other  infiltrative  lesions  in  the  heart,  such 
as  those  seen  in  patients  with  leukemia  and  malignant  lym- 
phoma. Cardiac  changes  which  can  be  attributed  to  viral 
infection  are  not  necessarily  limited  to  the  myocardium  but 
may  also  involve  the  endocardium  and  epicardium.  There- 
fore, although  myocarditis  and  pericarditis  are  considered  to 
be  separate  clinical  entities,  viral  pericarditis  is  nearly  always 
associated  with  underlying  myocardial  lesions  leading  to  the 
use  of  the  term  “myopericarditis.”  In  this  review  the  terms 
myocarditis,  pancarditis,  and  myopericarditis  are  used  inter- 
changeably. The  review  deals  with  several  aspects  of  viral 

76 


myocarditis  in  man  and  then  characterizes  the  myocarditis 
produced  in  animals  infected  with  the  Coxsackie  B viruses. 
The  authors  have  elected  to  review  experimental  models  of 
Coxsackie  B viral  disease  because  (1 ) these  agents  are  con- 
sidered to  be  the  commonest  cause  of  human  myopericar- 
ditis and  (2)  most  of  the  understanding  of  the  mechanisms  of 
pathogenesis  of  viral  myocarditis  derives  from  experiments 
with  these  viruses.  No  emphasis  will  be  placed  on  models  of 
isolated  endocarditis  induced  by  viruses.  Lastly,  this  review 
indicates  how  some  experimental  observations  have  influ- 
enced the  rationale  for  therapy  of  viral  myopericarditis  and 
outlines  areas  needing  further  investigation. 


Tobacco  sensitivity  in  the  allergic  population:  a review 
with  results  of  desensitization  with  1 0 percent  whole  leaf 
tobacco  extract.  Bernard  M.  Zussman,  MD.  American  Col- 
lege of  Allergists,  Annals  of  Allergy,  vol  45,  November  1980, 
pp  304-309. 

Tobacco  sensitivity  is  seen  in  atopic  patients  who  are  non- 
smokers  but  who  have  clinical  symptoms  on  exposure  to 
tobacco  smoke.  It  is  estimated  that  eight  million  persons  with 
common  allergies  are  also  clinically  sensitive  to  tobacco. 
Females  outnumber  males  by  about  4:1  and  children  are  af- 
fected as  well  as  adults.  The  specificity  of  tobacco  sensitivity 
in  1 6 atopic  patients  is  confirmed  in  this  study  by  positive 
skin  reactions,  passive  transfer,  and  gel  diffusion  studies. 
Further  purification  studies,  using  saline  extracts  of  cured 
tobacco  leaves,  have  shown  the  active  antigenic  material 
in  tobacco  to  be  a glycoprotein,  with  molecular  weight  of 
18,000  and  other  known  physical  and  chemical  characteris- 
tics including  amino  acid  analysis.  The  results  of  desensitiza- 
tion with  1 0%  whole  leaf  tobacco  extract  in  a larger  series  of 
1 00  tobacco  sensitive  patients  is  discussed.  The  criteria  for 
making  the  diagnosis  of  specific  clinical  tobacco  sensitivity  is 
outlined. 


TEXAS  MEDICINE 


"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  Wvys.” 

—from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 


Pavabid  and  Pavabid  HP 

(papaverine  hydrochloride) 

150-mg  Capsules  300- mg  Capsulets 


Patient  benefit  products  from 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


The  many  faces  of  physicians 


THE  ULTIMATE  DIVE— THE  ULTIMATE  PHOTOGRAPH 


Editor's  note:  Texas  physicians , almost  anyone  would  agree, 
are  a special  breed.  They  work  hard  at  doctoring — but  they 
also  have  many  other  interests,  hobbies,  and  skills.  In  this 
series,  Texas  Medicine  highlights  the  many  faces  of  Texas 
physicians.  If  you  or  a colleagup  have  a special  hobby  or 
interest  “outside"  medicine,  let  us  hear  from  you  In  this  is- 
sue, we  explore  the  world  of  underwater  photography  by 
taking  a look  at  how  one  Texas  physician  pursues  his  hobby 


For  50  weeks  out  of  each  year,  William  E.  Jones,  MD,  prac- 
tices family  medicine  in  Austin.  During  the  two  remaining 
weeks — and  they  vary  from  year  to  year — Dr  Jones  shrugs 
off  his  white  office  jacket  to  gather  up  his  black  wet  suit,  flip- 
pers, and  set  of  oxygen  tanks.  Then  he  and  his  wife,  Rober- 
ta, head  for  warmer  climes  to  experience  life  at  a different 
level — underwater. 

And  to  document  these  adventures,  Bill  Jones  takes  along 
his  Nikonos  underwater  slide  camera  and  strobe.  The  results 
of  his  photographic  efforts  dress  the  walls  of  his  office  and 
home  with  interesting  coral  formations,  varieties  of  brilliantly- 
colored  fish,  and  decaying  relics  of  wars  past 

“Actually,”  he  says,  “my  interest  in  underwater  photogra- 
phy is  secondary  to  scuba  diving.”  Dr  Jones  first  discovered 
the  joy  of  scuba  diving  while  he  and  Roberta  were  vaca- 


tioning in  Acapulco.  At  that  time,  the  standards  on  renting 
oxygen  tanks  and  gear  were  lax.  Having  found  this  initial 
“baptism"  into  the  sport  fascinating,  they  decided  upon  their 
return  to  look  into  the  proper  certification  and  take  up  the 
sport. 

Dr  Jones  has  always  been  a water  sports  fan,  but  says  the 
“scuba  diving  is  less  work  than  both  snorkeling  or  swimming. 
While  the  equipment  is  heavy  on  land,  once  you  are  in  the 
water,  moving  is  effortless.' 

Both  he  and  Roberta  obtained  their  diving  certificates  from 
the  Texas  Scuba  Diving  School  in  Austin.  After  the  six-week 
course,  he  took  his  first  dive  in  Lake  Travis.  Recalled  Dr 
Jones,  “The  visibility  was  so  poor  that  I had  to  feel  my  way 
along  the  lake  bottom.  My  first  find  was  a tennis  shoe.” 

But  his  finds  since  then  have  only  gotten  better.  After  two 
trips  to  the  Bahamas  and  the  Virgin  Islands,  seeing  the 
beauty  and  artifacts  at  30  to  1 20  feet  deep  and  having  noth- 
ing to  show  later,  he  began  to  consider  applying  his  photo- 
graphic skills  under  water 

Dr  Jones  has  been  snapping  and  developing  photographs 
since  he  was  a young  lad  of  10  and  1 1 years.  His  practiced 
skills  as  a photographer  in  composing,  controlling  the  pro- 
cesses of  aperture,  f-stop,  and  lighting  have  been  useful  in 
his  underwater  photographing.  “I  use  strobe  light  to  bring  in 
the  natural  colors,"  he  said.  “The  reds  and  yellows  disappear 
as  you  go  ten  feet  deep  and  the  blues  and  greens  dominate. 
The  strobe  brings  out  the  reds  and  yellows.” 


At  90-foot  depths,  Dr  Jones  discovers  a world  filled  with  interesting  varieties  of  fish. 
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Dr  William  Jones 


A month-long  trip  to  the  Palau  and  Truk  islands  in  the  West 
Pacific  Ocean  served  as  his  first  underwater  photographic 
undertaking  in  1 973.  Calling  this  one  of  his  “ultimate  dives," 
Dr  Jones  enthused  about  the  “magnificent  coral  formations.” 
He  called  Palau  (sometimes  speiled  Pelew)  “virgin  territory,” 
meaning  that  the  waters  and  reefs  had  not  yet  been  stripped 
by  divers  and  tourists. 

In  Truk,  which  had  served  as  an  important  Japanese  naval 
base  during  World  War  II,  he  was  able  to  see  Japanese  sup- 
ply ships  which  the  US  had  sunk  in  80  to  1 00  feet  of  water. 

“Usually  wrecks  are  already  stripped  of  anything  of  value,” 
noted  Dr  Jones,  “but  in  Truk,  we  were  not  allowed  to  toucn 
anything  by  the  government."  Divers  could  only  visit  the 
wrecks  when  accompanied  by  a native  guide 

Later  diving  trips  to  Cozumel,  Jamaica,  Haiti,  and  the 
Grand  Cayman  Islands  have  provided  Dr  Jones  further  op- 
portunity to  hone  his  photographic  skills.  Ultimately  he  hopes 
to  dive  and  photograph  the  Great  Barrier  Reef  in  Australia 
and  the  Red  Sea. 

Sometimes  the  passion  for  picture-taking  leads  to  some 
hazards.  Once,  while  he  and  a friend  were  taking  turns  snap- 
ping pictures  of  each  other  90  feet  down,  his  air  supply  ran 
out,  and  he  was  forced  to  make  a free  ascent,  meaning  he 
exhaled  while  swimming  quickly  for  the  surface.  “That  was 
just  carelessness,”  he  said. 

“There  is  a certain  discipline  to  scuba  diving,  and  as  long 
as  you  follow  that  discipline,  it  is  a safe  sport.  There  are  pres- 
sure gauges  to  let  you  know  if  you  are  falling  short  on  air.” 
And,  you  always  obey  the  cardinal  rule  of  diving  with  a 
buddy,  he  emphasized. 

Sharks  and  barracudas  don’t  frighten  Dr  Jones.  “I  always 
try  to  get  close  to  them,  but  they  always  move  away.  The 
barracuda  just  thinks  you  are  a bigger  fish."  The  same  is  true 
of  smaller  sharks.  “Generally,  sharks  attack  animals  in  dis- 
tress. Swimmers  splashing  near  shore  sound  like  animals  in 
distress  and  attract  sharks  by  their  splashing,”  he  said. 

The  biggest  problem  Dr  Jones  has  found  under  water  is 
being  unable  to  talk.  “You  see  something  and  get  so  excited, 
but  you  can't  talk  about  it.”  Some  divers,  he  says,  carry  chalk- 
boards to  communicate  with  each  other.  Dr  Jones'  solution  is 
to  snap  pictures  with  his  slide  or  movie  camera.  Then  when 
showing  slides  to  friends,  he  sets  up  two  screens  and  shows 
the  movie  of  the  dive  simultaneously  with  the  slide  show. 

This  gives  the  viewers  a feel  for  what  is  going  on  down  at  1 00 
feet,  he  says. 

Scuba  diving  is  a good  husband-and-wife  sport,  says  Dr 
Jones.  Partners  needn  t worry  about  out-distancing  each 
other;  there  is  no  competition.  And  besides,  he  adds,  “You 
get  to  travel  to  beautiful  places  away  from  telephones  and 
beepers.” 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 


Sponge  formations  on  the  sea  floor 
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MIDWIVES  IN  TEXAS 

Although  midwives  are  not  licensed  in  Texas,  they  are  per- 
mitted to  assist  women  in  childbirth.  An  examination  of  the 
midwife’s  scope  of  practice  is  included  in  this  article.  Also 
discussed  is  the  relationship  of  physicians  to  mid  wives  and 
to  licensed  nurses  with  obstetrical  training. 


Many  physicians  are  all  too  familiar  with  the  story  of  the  pa- 
tient who  desires  a “natural”  birth  at  home,  accompanied  by 
a midwife.  Typically,  physicians  are  reluctant  to  accept  pa- 
tients under  such  conditions  since  they  do  not  wish  to  deliver 
patients  without  the  facilities,  equipment,  and  personnel  of  a 
hospital  available. 

There  are  many  reasons  for  physicians  to  be  concerned, 
as  will  be  seen  in  this  article. 

Midwives  not  licensed 

Midwives  are  not  licensed  in  this  state.  The  scope  of  practice 
permitted  by  midwives  is  discussed  in  a case  styled  Banti  vs 
State  of  Texas.' 

In  Banti,  a midwife  was  charged  with  unlawfully  treating  a 
human  being  without  obtaining  a license  to  practice  medi- 
cine, after  delivering  a baby  who  could  not  be  resuscitated. 

According  to  the  court  in  Banti,  the  practice  of  medicine 
did  not  include  “.  . . the  act  of  assisting  women  in  parturition 
or  childbirth  . . .”  In  fact,  the  requirements  placed  on  mid- 
wives by  statute  served  to  legitimize  their  role.2  The  court 
found  that  childbirth  is  a normal  function  of  womanhood. 
Based  upon  the  facts  before  it,  the  court  held  that  the  mid- 
wife did  not  treat  or  offer  to  treat  the  patient  for  a disease, 
disorder,  deformity  or  injury,  or  effect  a cure  thereof  by  at- 
tending a childbirth.  Therefore,  the  midwife  was  not  prac- 
ticing medicine  without  a license. 

Practice  of  medicine  defined 

In  Texas,  one  is  regarded  as  practicing  medicine  if  one  (1 ) 
professes  to  be  a physician  or  surgeon  and  diagnoses, 
treats,  or  offers  to  treat  any  disease  or  disorder,  mental  or 
physical,  or  any  physical  deformity  or  injury,  by  any  system 
or  method,  or  seeks  to  effect  cures  thereof;  or  (2)  does  the 
above  acts  and  charges  therefor,  directly  or  indirectly, 
money  or  other  compensation.3  Since  the  courts  in  this  state 
have  concluded  that  childbirth  is  not  a disease  or  disorder 
but  a natural  function,  it  does  not  technically  fit  within  the 
statutory  definition  of  the  practice  of  medicine  unless  some 
specific  act  by  the  midwife,  such  as  surgery  or  administration 
of  medication,  is  performed  during  the  process  of  parturition 
or  childbirth  which  would  otherwise  fall  within  the  practice  of 
medicine  definition. 

In  1 978,  the  attorney  general  of  Texas  addressed  the  mid- 
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wife  issue  and  concluded  that  “if  the  performances  of  an 
episiotomy  or  a repair  of  a laceration  of  the  birth  canal  by 
suturing  the  wound  following  delivery  of  the  child  is  ‘incident 
to  normal  childbirth,’  the  midwife  may  perform  same.”4  In 
other  words,  even  surgery  can  be  performed  by  a midwife 
according  to  this  opinion,  if  that  surgery  is  generally  provided 
in  connection  with  normal  childbirth. 

Midwives  and  drugs 

The  attorney  general  also  addressed  the  use  of  dangerous 
drugs  and  controlled  substances  by  midwives.  He  concluded 
that  the  midwife  may  not  dispense  or  administer  dangerous 
drugs  unless  the  midwife  is  an  agent  of  a physician  or  other 
person  registered  to  administer  such  drugs.5  This  interpreta- 
tion appears  to  be  consistent  with  the  drug  laws  of  this  state, 
which  permit  the  ordering  of  certain  classes  of  drugs  only  by 
members  of  statutorily  designated  classes  of  licensed  per- 
sons (physicians,  dentists,  podiatrists,  and  veterinarians).6 

Nurse  midwives  and  staff  privileges 

At  this  time,  Texas  does  not  issue  a special  license  for  nurse 
midwives.7  Licensed  nurses  who  have  special  training  in 
obstetrics  are  certainly  free  to  perform  nursing  functions 
when  caring  for  obstetrical  patients.  Additionally,  nurses  may 
administer  treatments  prescribed  by  a physician: 

Thus,  even  if  performing  an  episiotomy  or  making  su- 
tures were  held  to  constitute  medical  treatment,  a 
registered  nurse  could  provide  these  services  at  the 
doctor’s  direction.8 

According  to  the  Attorney  General  Opinion: 

The  appropriate  degree  of  instruction  or  supervision  by 
the  physician  will  vary  with  the  nurse's  experience  and 
qualifications.  . . A certified  nurse  midwife  has  com- 
pleted advanced  training  in  midwifery  and  has  been 
certified  by  the  American  College  of  Nurse  Midwives,  a 
private  body.  These  qualifications  are  relevant  to  a de- 
termination of  the  appropriate  degree  of  instruction  and 
supervision  to  be  provided  by  a physician.9 

The  same  careful  process  by  which  medical  staffs  delin- 
eate privileges  for  physicians  should  take  place  for  persons 
who  are  not  physicians.  A hospital’s  medical  staff  should  as- 
sure itself  that  nonphysicians  are  competent  to  perform  the 
functions  for  which  they  seek  privileges  and,  if  a license  is 
required,  that  the  applicant  possesses  a currently  valid  one. 

The  Joint  Commission  on  Accreditation  of  Hospitals’  Ac- 
creditation Manual  for  Hospitals,  1980,  Medical  Staff  Sec- 
tion, provides  that  patients  admitted  to  the  hospital  should 
receive  a medical  appraisal  (admission  history  and  physical 
examination)  by  a physician.  Medical  problems  should  be 
addressed  by  physicians.  Additionally,  the  manual  provides 
that  where  medical  care  is  to  be  delivered  under  the  supervi- 
sion of  a physician  having  privileges  in  the  hospital,  the 
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physician  “shall  have  the  ultimate  responsibility  for  patient 
care.”'0 

Liability  for  acts  of  midwives 

If  midwives  are  employed  by  a physician,  the  physician 
would  be  responsible  for  the  acts  of  these  employees  when 
acting  within  the  scope  of  their  employment,  just  as  the  phy- 
sician is  liable  for  the  acts  of  other  employees. 

If  the  midwives  are  not  employed  by  a physician,  then  the 
physician  would  not  necessarily  be  liable  for  their  acts.  The 
injured  patient  would  have  to  prove  that  the  physician  was 
somehow  responsible  for  her  injury.  One  way  would  be  to 
examine  the  hospital's  medical  staff  bylaws  and  rules  to  de- 
termine whether  or  not  any  physician,  such  as  a department 
director,  had  a duty  to  supervise,  control,  or  in  some  way 
exercise  responsibility  in  seeing  that  the  midwife  practiced  in 
accordance  with  accepted  standards.  To  the  extent  that  a 
physician,  medical  staff,  or  hospital  negligently  carried  out 
the  roles  or  duties  in,  for  example,  delineating  the  nurse  mid- 
wife's privileges,  each  could  be  held  liable  to  the  patient  if 
it  were  shown  that  such  negligence  was  the  “proximate 
cause”  of  the  patient’s  injury. 

On  several  occasions,  patients  who  have  been  “assigned" 
a physician  or  other  practitioner  by  a hospital  have  suc- 
cessfully sued  the  hospital  on  a legal  theory  similar  to  one 
which  holds  the  principal  liable  for  the  acts  of  his  agent. 

Thus,  to  the  extent  the  hospital  operates  an  outpatient  pre- 
natal clinic  and  patients  look  to  the  hospital  for  their  health 
care,  the  hospital  may  face  liability  for  the  acts  of  midwives 
staffing  the  clinic  since,  to  the  patient,  the  hospital  is  “provid- 
ing” the  care  they  seek. 

When  limited  licensed  practitioners  are  engaged  in  medi- 
cal practice,  and  especially  when  they  are  supervised  by 
physicians  within  a larger  organization,  such  as  a hospital, 
they  have  been  held  to  the  same  standards  applied  to  physi- 
cians in  professional  liability  suits.  The  defense  that  they  are 
not  physicians  and  should  not,  therefore,  be  held  to  the 
same  standards  by  which  a physician's  conduct  is  judged, 
has  been  rejected  over  and  over  again  by  the  courts. 

TMA  action 

The  TMA  House  of  Delegates  has  adopted  positions  sup- 
porting the  view  that  the  practice  of  midwifery  in  this  state 
should  be  considered  the  practice  of  medicine,  and  that  mid- 
wives should  at  least  practice  under  the  supervision  of  li- 
censed physicians. 

TMA  encourages  the  training  and  utilization  of  registered 
nurse  midwife  practitioners  working  under  the  supervision 
of  physicians,  but  opposes  any  action  by  the  State  Legis- 
lature to  expand  or  endorse  lay  midwifery  by  nonmedical 
personnel. 

Donald  P.  "Rocky”  Wilcox,  JD  TMA  General  Counsel 
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antianxiety/antisecretory/antispasmodic 

for  adjunctive  therapy  of  duodenal  ulcer* 
and  irritable  bowel  syndrome  * 


Librax 


Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this 
drug  by  the  National  Academy  of 
Sciences — National  Research  Council 
and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy 
in  the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  col- 
itis} and  acute  enterocolitis. 

Final  classification  of  the  less-than- 
effect  ve  indications  requires  further 
investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction;  hyper- 
sensitivity to  chlordiazepoxide  HO  and/or 
clidinium  Bromide 

Warnings:  Caere r patients  about  possible  com- 
bined effects  * aicohoi  and  other  CNS 
depressants,  a.'  d eg.a  - $r  hazardous  occupations 
requiring  come  '■:  '■■■  "e-  -a  alertness  ,'e  g operat- 
'd machinery  c / '-g,  /oca:  and  psyeho'ogi- 
oa,  dependence  :a -a  / -eco-eg  v-  'eccm  ^-e-ded 
doses,  but  use  cau'  cn  - adn  n stenng  . brum* 
'cr  o'diazepoxide  /Pccne,  'o  x.'-ow'  add  c- 


tion-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the 

drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
aimost  always  be  avoided  because  of 
increased  risk  of  congenita!  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 

may  occur 

Precautions:  in  elderly  and  deo  rated  imit  dos- 
age to  smallest  effects  amount  to  preclude 
ataxia,  oversedaton.  confusion  (no  more  than  2 
capsules/day  initially,  increase  gradually  as 
needed  and  tolerated)  Though  generally  not 
recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function  Paradoxical 
reactions  reported  in  psychiatric  patients  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression  suicidal  tend- 
encies may  be  present  and  protect  ve  measures 
necessary  Variable  effects  on  biocci  coagulation 
'sported  very  rarely  in  patients  receiving  ’he  drug 


and  oral  anticoagulants:  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifes- 
tations not  seen  with  either  compouno  alone 
reported  with  Librax  When  chlordiazepoxide  HCi 
is  used  alone,  drowsiness,  ataxia  confusion  may 
occur,  especially  in  elderly  and  debilitated  avoid- 
able in  most  cases  by  proper  dosage  adjustment 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregular-ties  nausea  and 
constipation,  extrapyramidal  symptoms  -ncreasea 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment, 
biooa  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 
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Home  health  care  is  an  excel- 
lent alternative  when  your  patients 
cannotfully  care  for  themselves,  yet 
do  not  need  to  be  in  a hospital  or 
nursing  home.  They  can  enioy  the 
comforts  of  home  and  family  while 
receiving  the  care  they  need,  often 
at  a cost  far  below  that  of  institu- 
tional care.  And  you  are  always  in 
full  control  of  the  plan  of  care. 

Each  year,  thousands  of  people 
receive  care  at  home  from  Upjohn 
Healthcare  Services5.M  We  employ 
nurses,  nurse  assistants,  home 
health  aides,  homemakers  and 
companions. 

We're  the  nation's  leading  pri- 
vate provider  of  home  health  care, 
with  hundreds  of  offices  through- 
out the  United  States  and  Canada. 
Many  of  our  offices  are  licensed 
to  provide  services  covered  by 
Medicare. 

Upjohn  Healthcare  Services  is 
a service  program  of  The  Upjohn 
Company,  a name  you  and  your  pa- 
tients can  trust.  For  free  home  health 
care  information  packets  you  can 
give  to  your  patients,  please  send  us 
the  coupon  below.  Or  call  our  office 
nearest  you,  listed  in  the  white 
pages  of  your  telephone  directory. 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association,  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 
1905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

"In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland's  Illustrated  Medical  Dictionary,"  25th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged." 

References 

Reference  lists  should  contain  (1 ) author’s  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33: 156-160,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member's  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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DEATHS 


W.  W.  Blocker,  Jr 

Wallace  Webster  Blocker,  Jr,  MD,  a Dallas  psychiatrist,  died 
Oct.  3,  1 980.  He  was  43. 

Born  in  Houston,  Dr  Blocker  received  his  premedical  edu- 
cation at  Southern  Methodist  University  and  The  University 
of  Texas.  In  1961  he  was  graduated  from  Southwestern 
Medical  School  and  then  interned  at  Baylor  University  Medi- 
cal Center  in  Dallas.  Dr  Blocker  remained  in  Dallas,  begin- 
ning a private  practice  of  psychiatry  in  1 962.  He  was  a 
member  of  Dallas  County  Medical  Society. 

Surviving  family  members  include  his  wife,  Anna  Cla- 
baugh  Blocker,  Dallas;  sons,  William  Webster  Blocker,  Col- 
lege Station,  and  Robert  Newton  Blocker,  Dallas;  daughters, 
Sue  Ann  Blocker  and  Rebecca  Lynn  Blocker;  mother,  Mar- 
garet Reber  Blocker;  and  grandmother,  Edna  Findley,  all  of 
Dallas;  and  brothers,  Charles  R.  Blocker,  Austin,  and  John  F. 
Blocker,  Dallas. 

H.  N.  Chandler 

H.  Norman  Chandler,  MD,  a member  of  Dallas  County  Medi- 
cal Society,  died  Oct  1 , 1980.  A longtime  resident  of  Dallas, 
Dr  Chandler  had  practiced  pediatrics  there  since  1 951 . 

He  was  born  in  Oklahoma  City,  Okla,  and  was  a 1 943 
graduate  of  the  University  of  Oklahoma  at  Norman,  and  a 
1 946  graduate  of  the  University  of  Oklahoma  School  of  Med- 
icine at  Oklahoma  City.  In  1 946  he  moved  to  Dallas  to  serve 
an  internship  at  St  Paul  Hospital,  followed  by  a residency  at 
Children’s  Medical  Center. 

Dr  Chandler  is  survived  by  his  son,  Brandon  F.  Chandler; 
daughters,  Gehmine  Chandler  and  Suzy  Kilpatrick;  and 
sister,  Mary  V.  Peterson,  all  of  Dallas;  and  brother,  Robert 
Chandler,  Oregon. 

V.  A.  Hinterlang 

Victor  Albert  Hinterlang,  MD,  a longtime  Houston  family  phy- 
sician and  member  of  Harris  County  Medical  Society,  died 
Oct  14,  1980. 

Dr  Hinterlang,  a native  of  New  Orleans,  was  a 1 942  gradu- 
ate of  the  Louisiana  State  University  Medical  Center.  He 
remained  in  New  Orleans  to  serve  an  internship  and  surgical 
residency  at  Charity  Hospital  of  Louisiana  before  moving  to 
Houston  in  1949. 

He  is  survived  by  his  wife,  Desmarie  Morel  Hinterlang;  and 
sons,  Victor  Louis  Hinterlang  and  Mark  Albert  Hinterlang,  all 
of  Houston;  and  sisters,  Thelma  Elliott,  Waveland,  Miss,  and 
Lucille  Wilkerson,  Bay  St  Louis,  Miss. 

N.  D.  Jarrell 

Norman  D.  Jarrell,  MD,  Texas  City,  died  Oct  1,  1980.  Dr  Jar- 
rell, an  obstetrician-gynecologist,  had  practiced  in  Texas  City 
from  1 942  until  his  retirement  in  1 975.  He  was  a member  of 
Galveston  County  Medical  Society. 
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A native  of  Belton,  Tex,  Dr  Jarrell  attended  New  Mexico 
Military  Institute  and  The  University  of  Texas  before  receiv- 
ing his  medical  degree  from  UT  Medical  Branch  at  Galveston 
in  1935.  He  interned  at  King’s  Daughters  Hospital  in  Temple 
and  then  began  a practice  in  Temple.  After  two  years,  he 
moved  to  Somerville,  Tex,  and  lived  there  for  three  years  be- 
fore moving  to  Texas  City. 

Survivors  include  his  wife,  Velma  Shaw  Jarrell,  Texas  City; 
sons,  David  Jarrell,  Manneheim,  Germany,  and  Donald 
Jarrell,  Van  Nuys,  Calif;  daughters,  Gene  Heidrick,  South 
Daytona,  Fla,  and  Jane  Brooks,  Huntsville,  Tex;  and  sister, 
Velma  Childers,  Harlingen,  Tex. 

A. J.  Leader 

Abel  Jay  Leader,  MD,  69,  Houston,  died  Oct  11,1 980. 

Since  1 975,  Dr  Leader  had  been  director  of  the  Population 
Study  Program  at  Baylor  College  of  Medicine  and  professor 
in  the  college’s  urology  division.  Previously  he  had  engaged 
in  the  private  practice  of  urology  and  had  been  clinical  pro- 
fessor of  urology  at  Baylor,  heading  the  division  of  urology 
from  1 956  to  1 961 . He  was  a member  of  Harris  County  Medi- 
cal Society  and  a past  president  of  the  Houston  Urological 
Society. 

Born  in  Chicago,  Dr  Leader  received  bachelor’s  and  medi- 
cal degrees  from  Northwestern  University  there.  He  served 
an  internship  at  Cook  County  Hospital  in  Chicago  before  ser- 
ving in  the  US  Army  during  1941-1946.  Following  military 
service,  Dr  Leader  began  a residency  at  Bellevue  Hospital 
Center  in  New  York  City.  He  moved  to  Houston  in  1 948. 

Surviving  Dr  Leader  are  his  sons,  James  Lewis  Leader, 
Houston,  and  Lindon  Gray  Leader,  Los  Angeles;  and  two 
granddaughters. 

A.  S.  McNeill 

Archibald  Stewart  McNeill,  MD,  84,  a member  of  Harris 
County  Medical  Society,  died  Oct  25, 1980. 

Dr  McNeill,  a native  of  Orange,  Tex,  had  been  a Houston 
resident  since  1 925.  He  was  a 1 923  graduate  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston.  Following  an 
internship  and  residency  at  St  Vincent’s  Hospital  in  New  York 
City,  Dr  McNeill  moved  to  Houston,  where  he  maintained  a 
general  medicine  practice  until  his  retirement  in  1968. 

Survivors  include  Dr  McNeill’s  wife,  Elizabeth  Davis  Mc- 
Neill, Houston;  sons,  Archibald  Stewart  McNeill  IV,  Austin, 
and  Robert  Davis  McNeill,  Houston;  sister,  Addie  MacFar- 
lane,  Orange;  brother,  H.  L.  McNeill,  Montgomery,  Tex;  and 
two  grandchildren. 

D.  V.  Watkins 

Dale  Vickers  Watkins,  MD,  a member  of  Bexar  County  Medi- 
cal Society,  died  Oct  1 0, 1 980.  He  was  64. 

Born  in  Wellington,  Tex,  Dr  Watkins  received  his  premedi- 
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cal  education  at  The  University  of  Texas  at  Austin.  Grad- 
uation from  UT  Medical  Branch  in  Galveston  in  1 942  was 
followed  by  an  internship  at  St  Paul  Hospital  in  Dallas.  He 
served  in  the  US  Army  during  World  War  II  and  then  returned 
to  Wellington.  He  practiced  in  Wellington  for  18  years  before 
moving  to  San  Antonio  in  1 964.  Dr  Watkins  was  a retired 
colonel  in  the  US  Army  Reserve. 

Survivors  include  his  wife,  Bertine  Missner  Watkins; 
daughters,  Susan  Glasscock  and  Constance  Lebowitz;  all  of 
San  Antonio;  sons,  Lt  (jg)  Watkins,  serving  with  the  US  Navy 
in  the  Mediterranean;  Cliff  P.  Watkins,  San  Antonio;  and  Kim 
Watkins,  Fayetteville,  Ark. 

H.  C.  Welsh 

Hugh  Clayton  Welsh,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  past  president  of  Harris  County 
Medical  Society,  died  Oct  21 , 1 980.  During  57  years  of  medi- 
cal practice,  Dr  Welsh  had  served  as  Hermann  Hospital  chief 
of  staff,  medical  director  of  Brown  & Root,  and  football  team 
physician  for  Rice  University.  He  retired  in  1979. 

He  was  born  in  Temple,  Tex,  and  attended  Rice  University 
in  Houston.  After  graduating  from  The  University  of  Texas 
Medical  Branch  in  1 923,  Dr  Welsh  moved  to  New  York  City  to 
serve  an  internship  at  St  Vincent’s  Hospital  and  a residency 
at  St  Bartholomew  Hospital.  He  began  a practice  of  proctol- 
ogy and  surgery  in  Houston  in  1 925. 

Surviving  family  members  include  his  wife,  Helen  Akin 
Welsh,  Houston;  daughter,  Nancy  Robbins,  Clear  Lake  City, 
Tex;  son,  Hugh  Clayton  Welsh,  Jr,  Dallas;  stepdaughter, 

Helen  Janse,  Houston;  sisters,  Lola  Scott,  Haskell,  Tex,  and 
Lelia  Duncan,  Abilene;  and  1 3 grandchildren. 

W.  H.  Wheir 

William  Hugh  Wheir,  MD,  69,  an  Amarillo  cardiologist,  died 
Oct  3,  1980. 

A member  of  Potter-Randall  County  Medical  Society,  Dr 
Wheir  had  lived  in  Amarillo  since  1 947.  He  was  born  in 
Wisconsin  Rapids,  Wis,  and  received  bachelor's  and  medical 
degrees  from  Creighton  University  in  Omaha,  Neb.  His 
internship  was  at  Good  Samaritan  Hospital  in  Cincinnati,  fol- 
lowed by  a residency  at  Glockner  Hospital  in  Colorado 
Springs.  He  served  in  the  US  Navy  during  1 942- 1 947. 

Surviving  family  members  include  his  wife,  Bess  Griffin 
Wheir,  Amarillo;  and  sons,  Stephen  Wheir  and  John  Wheir, 
both  of  Amarillo;  and  William  H.  Wheir,  Jr,  DVM,  Silver  City, 
NM;  and  five  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


W.  W.  BLOCKER,  JR 
Dallas,  1937-1980 

H.  N.  CHANDLER 
Dallas,  1919-1980 

V.  A.  HINTERLANG 
Houston,  1915-1980 

N.  D.  JARRELL 
Texas  City,  1909-1980 

A.  J.  LEADER 
Houston,  1911-1980 


A.  S.  McNEILL 
Houston,  1895-1980 

D.  V.  WATKINS 

San  Antonio,  1916-1980 

H.C.  WELSH 
Houston,  1895-1980 

W.  H.  WHEIR 
Amarillo,  1910-1980 


IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ • Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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Yesterday’s 
Fblk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


for  the  treatmenfof 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended  l 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus ,2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin - 12 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen.  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 


1 Florey  HW.  Chain  E,  Heatley  NG,  et  al:  Antibiotics.  London,  Oxford 
University  Press,  1949,  p 2. 

2.  Bac-Data  Bacteriologic  Report,  Professional  Market  Research, 
1978-1979.  The  clinical  significance  of  in  vitro  data  is  unknown. 

3.  Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34.  Oradell,  NJ,  Medical  Economics  Co,  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


-Note.  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci.  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin 
fin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy. 

$Not  all  isolates  may  have  been  tested  using  both  discs. 


Tegopen® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

Brief  Summary  ol  Prescribing  Inlormation 

For  complete  information,  consult  Official  Package  Circular. 

(12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci, it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected  (See  Important  Note  below ) 
Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin 
Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital.  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  met  hie  1 1 li  n against  penicillin  G-resistant 
staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality.  Because  of  this,  there  is  concern  that 
widespread  use  of  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicil lin-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  ot  clinical  resistance  to  all,  in  spite  of  the  fact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication. 

WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  e g , pressor  amines,  antihistamines, 
and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy. 

ADVERSE  REACTIONS 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered. 
Eosinophilia,  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy. 

USUAL  00SAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children 
weighing  more  than  20  Kg.  should  be  given  the  adult  dose.  Administer 
on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10DAYST0  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg.  in  bottles  ot  100 
Oral  Solution— 125  mg,/5  ml.  in  100  ml.  and  200  ml  bottles. 

Bristol  Laboratories 
Division  ol  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 

★ Spinal  Cord  Injury  Service 
George  W.  Wharton,  MD,  Director 

★ Stroke/Head  Injury  Service 
James  L.  Ough,  MD,  Director 

★ Arthritis  Program 

Earl  C.  Smith,  MD,  Director 

★ Amputee  and  Problem  Fracture  Program 
Vert  Mooney,  MD,  Director 

★ The  Hand  Clinic 

Kenneth  D.  Glass,  MD,  Director 

★ The  Foot  Clinic 

Donald  M.  Mauldin,  MD,  Director 

★ Spinal  Pain  Program 
David  K.  Selby,  MD,  Director 


Referrals:  214  637-0740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 
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new  50  ma  tablets... 


Persantine-50 

(dipyridamole) 


21%  savings 


(over  25  mg) 


NEW  dosage 
convenience— 
one  tablet  instead 
of  two 


NEW  prescribing 
flexibility — 
Fersanti  ne  now 
available  in  three 
strengths... 25  mg, 
50  mg  and  75  mg 


Persantine*  (dipyridamole) 


INDICATIONS— Based  on  a review  of  this 
drug  by  the  National  Academy  of  Sciences 
National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indica- 
tion as  follows: 

"Possibly"  effective;  For  long-term  therapy 
of  chronic  angina  pectoris.  Prolonged 
therapy  may  reduce  the  frequency  or  elim- 
inate anginal  episodes,  improve  exercise 
tolerance,  and  reduce  ni  troglycerm  re- 
quirements. The  drug  is  not  intended  to 
abort  the  acute  anginal  attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS— No  specific  contra- 
indications are  known. 

PRECAUTIONS  -Since  excessive  doses  can 
produce  peripheral  vasodilation,  the  drug 
should  be  used  cautiously  in  patients  with 
hypotension.  Persantine  tablets,  25  mg,  con- 
tain FD&C  Yellow  No.  5 (tartrazine)  which  may 
cause  allergic-type  reactions  (including  bron- 
chial asthma)  in  certain  susceptible  individuals. 
The  incidence  of  sensitivity  is  generally  low, 
but  frequently  seen  in  patients  with  aspirin 
hypersensitivity. 

ADVERSE  REACTIONS-Adverse  reactions 
are  minimal  and  transient  at  recommended 
dosages.  Instances  of  headache,  dizziness, 
nausea,  flushing,  weakness  or  syncope,  mild 
gastrointestinal  distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases  of  what 


appeared  to  be  an  aggravation  of  angina  pec- 
toris have  been  reported,  usually  at  the  initiation 
of  therapy.  On  those  uncommon  occasions 
when  adverse  reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medication  has 
been  followed  promptly  by  cessation  of  unde- 
sirable symptoms 

DOSAGE  AND  ADMINISTRATION -The  rec- 
ommended dosage  is  50  mg  three  times  a day, 
taken  at  least  one  hour  before  meals.  In  some 
cases,  higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of  side  effects 
is  associated  with  increased  dosage.  Clinical 
response  may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg,  50  mg  and  75  mg 
For  complete  details,  please  see  the  full 
prescribing  information. 


Boehringer  Ingelheim  Ltd. 
Ridgefield.  CT  06877 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Indications  and  Usage:  Ceclor’  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 


Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest " tablets  but  not  with 
Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’ 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®.  250  and  500  mg 


Briel  Summary 

Consult  the  package  literature  tor  prescribing 
information 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic — Slight  elevations  in  SG0T,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [io3oeoR] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS. 
pneumoniae  or  H influenzae  8 
Note  Ceclor"  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 

1 Antimicrob  Agents  Chemother , 8 91. 1975 

2 Antimicrob  Agents  Chemother.  ,1 1 470,1977 

3 Antimicrob  Agents  Chemother. , 13  584,  1978 

4 Antimicrob  Agents  Chemother , 72  490, 1977 

5 Current  Chemotherapy  (edited  by  W Siegenthaler 
and  R Luthy) ,11  880  Washington,  D C : American 
Society  for  Microbiology,  1978 

6 Antimicrob  Agents  Chemother , 13  861,  1978 

7 Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell,  R G Douglas,  Jr , and  J E 
Bennett),  p 487  New  York:  John  Wiley  & Sons.  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etler,  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  lackson.  MD.  FACA,  FAAA.  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido.  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

‘Diplomats  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St..  Houston.  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh.  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD.  Allergy-Immunology 


GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp  MD 

Dixon  Presnall,  MD  J.  David  Dun~an,  MD 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <&  Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


TMA  Physicians  Benevolent  Fund 


TMA  Practice  Management  Seminars 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 

GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood.  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griffin.  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 

OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall,  MD 
Bernard  Zilberg.  MD 

CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire.  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  MD 

D.  W.  Samuelson,  MD 
Janet  L.  Strickland,  MD 

FAMILY  PRACTICE 

G.  M.  McWilliams,  MD 
C.  E.  Woodson,  MD 

PEDIATRICS 
F.  W.  Kolle,  MD 
GENERAL  SURGERY 
R.  B.  Caraway,  Jr,  MD 
W.  C.  Yankowsky,  MD 

UROLOGY 

H.  Z.  Fretz,  MD 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris.  MD 
H.  E.  Secor,  MD 
OPHTHALMOLOGY 
V.  A.  Black,  MD 
OTOLARYNGOLOGY 
J.  L.  Holcomb,  MD 

T.  Henderson,  MD 

ORTHOPEDIC  SURGERY 

E.  T.  Smith,  MD 
ANESTHESIOLOGY 
C.  G.  Spears,  MD 
DENTISTRY 

J.  R.  Kieler,  Jr,  DDS 
PATHOLOGY— CONSULTANT 
H.  M.  Perches,  MD 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY— Trauma  & Burns 
C.R.F.  Baker,  Jr„  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 

CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 
ENT 

Louis  J.  Renault,  MD 

Texas  Tech  Campus,  4th  & Indiana,  Lubbock,  Texas  79430 
Telephone  80S  743-2370 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth.  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 


GYNECOLOGY 
J.  A.  Wall,  MD 


HOUSTON  HEADACHE  CLINIC 


Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 


Park  Plaza  Professional  Building.  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303,  Dallas.  Texas  75230 
214  661-7770 


CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal,  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  While  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


333  N.  Shiloh  Rd..  Garland.  Texas  75042 
Phone  214  272-5451 
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SIGURD  C.  SANDZEN,  JR.,  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


PETER  R.  CARTER,  MD 

Diplomate  of  the  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Hand  and  Upper  Limb 
Reconstructive  Surgery 

Doctors  Building,  Suite  520,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  214  826-4430 


Hypnosis 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  lames  A.  Moody,  MD 

t?,°ro\San,d,er?'  MD  Jack  Wool!,  MD.  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul 
Dallas,  Texas  75235;  214  637-0420 


Professional  Bldg.  Suite  620, 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  <S  Hypnotherapy 

9039  Katy  Freeway,  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson.  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 


ooutn  Lake,  tort  Worth,  Texas  76104 


Telephone  817  336-0551 


Neurology 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD.  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho,  MD 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS.  FACS 
R.  Gordon  Long.  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue— Dallas.  Texas  75246;  Telephone  214  826-7060 


1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  B100,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


TMA  Group  Insurance  Programs 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION  ■ ' ' Ano,her  service  of  your  association 

Adult  and  Pediatric  Neurology 

EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 
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DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


SHERWYN  L.  SCHWARTZ.  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


ERIC  A.  ORZECK,  MD 

Diplomate.  American  Board  ol  Internal  Medicine 

Internal  Medicine  & Endocrinology 

7800  Fannin,  Suite  508,  Houston,  Texas  77054;  713  797-9922 


LUCIUS  P.  COOK.  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  661-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo".  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 

JAMES  H.  HERNDON,  JR.,  MD,  FACP 

Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building.  II 

8220  Walnut  Hill  Lane.  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


Endocrinology 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 

N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive. 
San  Antonio,  Texas  78229;  512  696-2700 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 
San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


General  Surgery 


ROBERT  J.  TURNER.  Ill,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3800  Gaston  Avenue.  Wadley  Tower,  Suite  450. 

Dallas.  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN.  MD 
WILLIAM  J.  VAN  WYK.  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Nuclear  Medicine 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


M&S  Tower,  Suite  401,  730  N.  Main. 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  ol  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia,  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouiihet,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge,  Suite  205,  Bellaire,  Texas  77401;  713  666-4224 
6710  Fannin.  Suite  320,  Houston,  Texas  77030;  713  790-1954 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <£  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


W.  B,  CARRELL  MEMORIAL  CLINIC 


Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
John  W.  Lewis,  MD 


A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319  f.' Bro^frtMD ° 

Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

RETINA-VITREOUS  ASSOCIATES  Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene.  Texas  79601 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD  

Limited  to  Retina  and  Vitreous  Car  rental  at  discount  rates 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531  . . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Ir,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Oliice  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Richard  McDonald,  MD 
Diplomates.  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  645-6523 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES  JAMES  L.  MOORE,  MD,  FACS,  PA 

Simon  Fredricks,  MD,  FACS  Diplomate  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  MD 

David  j.  Katrana,  dds,  md  Plastic  and  Reconstructive  Surgery 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery  1213  Hermann  Dr.,  Suite  420, 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575  Houston,  Texas  77004;  713  526-6161 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD,  FACS 
Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 
South  Texas  Surgical  <&  Medical  Center 
4330  Medical  Drive,  Suite  400 
San  Antonio,  Texas  78229;  512  696-0031 


VALENTIN  GRACIA,  MD,  PA. 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 


1111  West  34th  Street,  Suite  207,  Austin.  Texas  78705;  459-3258 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave..  #1157,  Dallas.  Texas  75246 
Telephone  214  826-1000 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
Judith  H.  Cook,  MD 
L.  Dwight  Holden,  MD 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychialric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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HARRIS  HAUSER,  MD  AND  ASSOCIATES 

Rheumatology 

Psychiatry 

Harris  M.  Hauser,  MD,  FACP 

Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 

DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 

Thoracic  Surgery 

BARRY  M.  BROWN,  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 

ALLAN  L.  GRAHAM,  MD,  FACS 

KARAMAT  U.  CHOUDHRY.  MD,  FACS 

ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry 

Appointment  by  Physician  Referral 

Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 

HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 

American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth.  Texas  76104;  332-1947 

GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3400  Wheatland  Road,  Suite  35 

Dallas,  Texas  75211;  214  296-6241 

RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

Psychiatry  & Neurology 

DONALD  L.  PAULSON,  MD,  FACS 

Thoracic  Surgery 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 

JOSEPH  H.  LINDSAY,  MD 

Psychiatry-Neurology 

Altick  Surgical  Medical  Building,  5414  Forest  Lane 

Dallas,  Texas  75234;  214  363-0121 

Radiology 

Confidential  counseling  is  available  from 

TMA  Physician  Health  & Rehabilitation 

Special  Procedures  Including 

Transluminal  Angioplasty 

Emergency  Embolization  for  Hemorrhage 

Epidural  Venography 

C-T  Scanning 

KARL  THORD  DOCKRAY,  MD,  DABR,  ABNM 

Twenty-four  Hour  Page  806-765-7701,  Lubbock,  Texas 

Hotline— 512  477-5575 

. . . Another  service  of  your  association 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD.  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755.  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Heisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


ROBERT  J.  MURCHISON,  MD 

Diplomate  American  Board  of  Urology 


204  Professional  Arts  Building,  1650  West  Magnolia, 
Fort  Worth,  Texas  76104;  817  921-5131 


TMA  NEWS  HOTLINE  RECORDING 

Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


. . . Another  service  of  your  association 


WHAT  DO  YOU 
DO  WHEN  YOU 
CHOOSE  TO  CARE 
BUT  YOU  DON'T 
CARE  TO  CHOOSE? 


When  you  give  through 
United  Way,  you  don't  feel 
like  you’re  helping  some 
people  at  the  expense 
of  others.  Because  your 
one  gift  helps  support 
services  that  cover  prac- 
tically the  entire  range 
of  human  needs.  And 
volunteers  — local  people 
like  yourself — spend  long 
hours  going  over  budgets 
and  needs  in  order  to 
decide  where  the  money 
can  best  be  used.  So  you 
don’t  need  to  choose, 
when  you  just  want  to 
help  as  much  as 
you  can. 

Thanks  bo  you. 
ib  works.  For  all  oF  us. 

Unibed  Way 

(nutJjA  Public  Service  ol  This  Magazine  & The  Advertising  Council 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED;  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED;  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  lith  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist  Texas  Depart- 
menj  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  estaolished  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  m- 
Jlra  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-685U 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary  disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


PLIABLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 

*n  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


TEXAS  NEEDS  DOCTORS.  Several  small  towns  (5,000-25,000)  in  need 
of  family  physicians,  OB/GYN,  internists,  pediatricians,  orthopedic  sur- 
geons and  urologists.  Family  physician,  internist,  pediatrician,  ENT  and 
perinatologist  needed  in  Dallas.  Group  and  solo  opportunities  with  good 
coverage  and  rotation  of  weekends.  Each  town  within  an  hour  from 
city  with  100,000+  population.  Pleasant  climate  with  excellent  recrea- 
tional facilities.  Physicians  in  each  town  will  give  you  referrals  be- 
cause they’re  too  busy.  Guarantees  and  other  perks  available.  No  fee. 
Contact  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767;  telephone 
512  476-7129. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  matabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 
clinical  programs  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends 
mnge  from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits. 
Contact  the  Director  of  Residency  Training,  Austin  State  Hospital,  4110 
Guadalupe,  Austin,  Texas  78751. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  range 
from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits.  For 
full  information  write  to:  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


AUSTIN-FP/GP  NEEDED  to  assume  quality  practice  of  recently  deceased 
young  GP.  Completely  furnished  office.  Associate  will  introduce.  Please 
reply  to  Ad-971,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


PHYSICIAN  WANTED— family  or  general  practice  for  small  community, 
population  16,000.  Mineola,  Texas.  88  miles  east  of  Dallas,  30  miles 
north  of  Tyler.  Medicare  and  Blue  Cross  approved.  45-bed  hospital. 
Two  MDs,  3 DOs  in  practice.  Office  and  lake  house  available.  12 
months  free  rent.  The  Woodlands  Hospital,  320  Greenville  Avenue, 
Mineola,  Texas  75773. 


NEAR  DALLAS — TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas  Many  carpool,  others  live  in  or  around  Terrell,  pop. 
14,000,  located  approximately  30  minutes  from  downtown  Dallas.  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700, 
plus  $1000  for  board  certified.  Personnel  Office.  Terrell  State  Hospital, 
P.O  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/affirmative 
action  employer. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


FAMILY  PRACTICE  PHYSICIAN — Small  growing  hospital  will  provide 
attractive  guarantee  and  growth  opportunity  for  the  right  physician. 
Houston,  Texas  suburb  location.  Attention  Joe  Waters,  Administrator, 
Pasadena  Memorial  Hospital,  4040  Red  Bluff  Road,  Pasadena,  Texas 
77503;  713  473-3311. 


BOARD  ELIGIBLE  FAMILY  PRACTITIONER— GEORGETOWN,  TEXAS. 
Established  family  practice  clinic  with  seven  board  certified  family 
practitioners  in  new  facility  adjacent  to  new  sixty  bed  hospital  serving 
population  area  of  approximately  40,000  and  thirty  minutes  from  Austin. 
Send  CV  to  Lois  Glass,  Georgetown  Medical  Center,  2100  Scenic  Drive, 
Georgetown,  Texas  78626. 


ROLLING  PINE  HILLS — Garden  city  of  75,000.  Thriving  recreations, 
cultural,  business  and  medical  center  of  northeast  Texas.  Nine-man 
group.  Four  GP/FPs,  3 internists,  2 surgeons.  Replace  retiring  GP.  No 
OB  or  major  surgery.  Full  shareholder  after  on  year.  Contact  Drs.  Ken 
Cushman  or  Bill  Scroggins,  Medical  & Surgical  Clinic,  PA,  1100  South 
Beckham,  Tyler,  Texas  75701. 


ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  for 
Director  of  Residency  Training  in  newly  developed  satellite  program 
at  Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest 
include  teaching,  patient  care,  administration  and  research.  Rank  and 
salary  commensurate  with  qualifications.  Curriculum  vitae  and  three 
references  are  required.  Please  send  to:  Mr.  Dale  A.  Smith,  Assistant 
Administrator,  Ancillary  Services,  St.  Mary  Hospital,  3600  Gates  Boule- 
vard, Port  Arthur,  Texas  77640.  Equal  employment  opportunity  (M/F/H) 
affirmative  action  employer. 


AUSTIN,  TEXAS — Growing  multispecialty  group.  Space  available  May 
1981  for  family  practice,  ENT,  ophthalmology,  orthopedist,  allerqv, 
dermatology,  internal  medicine.  Please  reply  to  Ad-170,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  BOARD  CERTIFIED  or  board  eligible  neurosurgeon  to  join 
two  established  neurosurgeons  in  Texas.  Full  diagnostic  facilities 
available.  Corporation  benefits  including  profit  sharing  availab'e. 
Please  reply  to  John  C.  O’Loughlin,  MD,  The  Neurological  Clinic,  1818 
Pine  Street,  #127,  Abilene,  Texas  79601. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


WANTED:  FAMILY  PRACTITIONER,  1960  area.  Telephone  number  713 
467-7400. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FP  TO  ASSOCIATE  WITH  CURRENT  FP  in  west  Texas  town  with  draw- 
ing area  of  4000+ , oil-gas,  agribusiness,  stable.  Net  above  national 
average,  no  start-up  cost  and  minimal  overhead  when  established.  New 
clinic  in  construction  next  to  best  equipped  small  hospital  in  Texas. 
Excellent  opportunity  for  physician  wanting  the  good  life.  Please  reply 
to  Ad-178,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas: 
telephone  817-422-4540. 


CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person. 
State  benefits.  Merit  System  position.  Equal  opportunity  employer. 
Contact  C.  R.  Allen,  Jr.,  MD,  1100  West  49th  Street,  Austin,  Texas  78756, 
512-458-7668. 


LOVELY  SOUTHWESTERN  CLIMATE— Multispecialty  group  seeking  in- 
ternist, OB/Gyn,  family  practice  physicians.  Substantial  guarantee. 
Contact  Talton  Francis,  El  Paso  Medical-Surgical  Associates,  PA,  10301 
Gateway  West,  El  Paso,  Texas  79925. 


LOCUM  TENENS  WANTED  for  solo,  private,  general  practice  in  Ballin- 
ger, Texas  for  the  month  of  June  1981.  fames  A.  Griswold,  MD, 
P.O.  Box  470,  Ballinger,  Texas  76821;  915-365-2545. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


PSYCHIATRIST — Large  CMHC  has  a position  available  for  a board 
certified  or  board  eligible  psychiatrist  interested  in  providing  services 
to  adults  in  an  urban  community  setting.  A competitive  salary  and 
excellent  fringe  benefit  package  is  offered.  Please  forward  vita  to: 
Personnel  Director,  Dallas  County  MH/MR  Center.  102  Stemmons  Tower 
North,  2710  Stemmons  Freeway,  Dallas,  Texas  75207.  An  equal  oppor- 
tunity employer. 


MEDICAL  DIRECTOR — Large  CMHC  is  seeking  a psychiatrist  to  co- 
ordinate and  direct  its  clinical  services  within  Dallas  County,  Texas. 
An  extensive  and  successful  background  in  both  the  clinical  and  ad- 
ministrative aspects  of  a community  mental  health  services  organiza- 
tion is  required,  preferably  in  an  urban  setting.  This  is  a key  position 
in  a forward-looking  health  services  organization.  Individuals  who  are 
interested  in  and  qualified  for  this  job  are  invited  to  forward  their 
vita  to:  Executive  Director,  Dallas  County  Mental  Retardation  Center, 
1200  Stemmons  Tower  North,  2710  Stemmons  Freeway,  Dallas,  Texas 
75207.  An  equal  opportunity  employer. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clin'c 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


FULL  TIME  OPPOR i UNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  qroup  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


MERCY  HOSPITAL,  625  S.  19th  Street,  Slaton,  Texas  79364  R.  W.  Man- 
ley,  Administrator.  Will  have  a new  clinic  by  March  1,  1981  for  the  use 
of  a family  practitioner.  We  have  a 30  bed  hospital  with  certificate  <+ 
need  application  in  for  a new  30  bed  facility,  Slaton,  population  of 
7,000.  is  located  18  miles  southeast  of  I ubnck  Call  R W Manlev 
806  828-5831  or  Glenn  B,  Payne,  MD,  806  828-6515 


INTERNIST:  Board  certified  or  eligible  for  VA  Medical  Center  + well 
located  central  Texas  citv.  Salary  up  to  $65,000  per  year  with  leave 
insurance  and  retirement  benefits.  The  Federal  Government  is  an  equal 
opportunity  employer.  Inquire  to  Chief  of  Staff,  VA  Medical  Center 
Waco,  Texas  76703. 


Situations  Wanted 


RADIOLOGIST  50 — Well  rounded.  Previous  fellowship  in  cardiovascular 
and  neuroradiology.  Expertise  in  all  facets  of  special  procedures. 
Presently  director  of  neuroradiology  and  special  procedure  section  of 
large,  busy  university  affiliated  hospital.  All  reasonable  offers  are 
considered.  Please  reply  to  Ad-173,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GASTROENTEROLOGIST/INTERNIST:  Board  certified  in  internal  medi- 
cine, board  eligible  in  gastroenterology.  University  trained.  Experienced 
in  all  endoscopic  procedures  including  laparoscopy,  esophageal  mano- 
metry. Available  by  July  1981.  Seeks  solo  type  of  practice,  associate 
partnership  considered.  Please  reply  to  Ad-179,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78/01. 


ANESTHESIOLOGIST — Board  certified.  Can  do  family  practice.  Wish  to 
relocate.  Please  reply  to  Ad-180,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST,  AP-CP  CERTIFIED  seeks  independent  laboratory  or 
group  practice  (licensed  in  Texas).  Please  reply  to  Ad-182,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRIC  ALLERGIST  INTERESTED  in  associating  with  two  or  three 
other  pediatricians  in  a large  city  for  a referral  practice.  Canadian 
born  and  trained;  49  years  old.  Reply  to  Ad-177,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST/GASTROENTEROLOGIST  available  for  full  time  or  part 
time  association  in  the  greater  Dallas  area  immediately.  Please  reply 
fo  Ad-176,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701 . 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
vjlenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 

UROLOGIST  AND  OTOLARYNGOLOGIST  (husband  and  wife)  avail- 
able July  1981.  Extensive  background  of  general  surgery.  University 
trained.  Group  or  solo  practice  preferred.  Any  county  available  for 
interview.  Please  reply  to  Ad-183,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST/NEPHROLOGIST,  30,  ABIM.  Board  eligible  nephrology 
University  trained.  Desires  private  practice.  Available  July  1981  Please 
reply  to  Jeffrey  Sutton,  MD,  40  Clinton  Street,  Brooklyn,  New  York 

OB/GYN— 35,  finishing  prestigious  residency  training  June  1981.  Wide 
experience,  seeks  solo,  group  or  partnership  practice  in  metro  area 
Rasik  Nagda,  MD,  7456  Washington  Avenue,  Forest  Park,  Illinois  60130; 
312  366-4554. 


ALLERGIST  31,  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clinic  practice 
situation.  Medium  to  large  communities  preferred.  Available  July  1981. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  Austin 
Texas  78701. 

INTERNIST — 29,  board  eligible,  desires  solo  practice  or  partnership 
from  July  1981.  Great  deal  of  experience  in  critical  care  medicine  and 
medical  emergency  room.  Please  contact  Arvind  Mehta  MD  39-33 
57th  Street,  Apt.  3E,  Woodside,  New  York  11377;  telephone  212  424-6237 
after  5:30  pm,  or  212  579-5000  page. 

INTERNIST-GASTROENTEROLOGIST— 29,  ABIM,  University  trained. 
Skilled  in  all  endoscopic  and  special  procedures.  Seeks  group  or  solo 
practice.  Has  Texas  license.  Available  July  1981.  Please  reply  to  Ad-185, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  ELIGIBLE,  INTERNAL  MEDICINE.  Available  from  July  1,  1981. 
Seeking  practice  in  Dallas  and  its  vicinity.  Seek  group,  solo,  partner- 
ship or  hospital  based  practice.  Reply  to  Ad-186,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST — 29,  board  eligible.  Desires  relocation  to  close  proximity  of 
Dallas-Fort  Worth  area,  Houston  or  San  Antonio.  Solo,  association  or 
clinic  practice  situation  desired.  Available  immediately.  Contact  Prabhu, 
MD,  21470  Dequindre,  #103,  Warren,  Michigan  48091,  313  757-3727. 

INTERNIST-PULMONOLOGIST- — 33,  completing  university  hospital  fel- 
lowship. Trained  in  bronchoscopy,  PFT,  ICU,  Swan-Ganz  and  consulta- 
tion. Wishes  to  practice  internal  medicine  and  pulmonary.  Wife  is 
completing  university  hospital  rehabilitation  medicine  residency.  Both 
seek  job  or  private  practice  opportunity.  Available  after  July  1981. 
Please  reply  to  Ad-187,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


For  Sale  or  For  Rent 


PLAZA  DEL  ORO,  HOUSTON — Excellent  location  adjacent  to  Astrodome 
with  ample  free  parking,  five  minutes  to  Texas  Medical  Center.  Entire 
floor  of  up  to  4500  square  feet  available;  can  be  divided.  X-ray  avail- 
able in  building.  Perfect  for  primary  care  physicians.  Contact  Eric 
Orzeck,  MD,  713  797-9922. 


OFFICE  SPACE  FOR  LEASE — 3800  sq.  ft.  office  space  available  to  any 
individual  willing  to  assume  lease  and  purchase  leasehold  improve- 
ments and  equipment.  Fully  equipped  with  diagnostic  radiographic 
facilities,  minor  surgery  and  or  minor  emergency,  executive  and  busi- 
ness offices.  Excellent  opportunity  for  anyone  wishing  to  relocate  in 
the  Sun  Belt  area.  Located  in  a rapidly  growing  North  Dallas  com- 
munity with  access  to  a modern  200  bed  community  hospital,  fully 
equipped  and  staffed.  Health  of  practitioner  demands  early  release  of 
practice  responsibilities.  Please  reply  to  Ad-167,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

MEDICAL  OFFICE  FOR  SALE;  Excellent  practice  opportunity.  One  or 
two  doctor  medical  office  (2442  square  feet),  equipment,  and  supplies 
for  sale.  Can  be  expanded.  Payoff  loan,  insurance,  and  taxes  at  about 
17<z  sq.  ft.  Family  or  industrial  practice.  Contact  Don  Marples,  MD,  209 
Pine  Tree  Road,  Longview,  Texas;  office  214  759-4458;  home  214-759-4231. 

HOUSTON — Well  established  and  lucrative  three  year  practice  of  in- 
ternal medicine.  Urban,  minority,  central  and  within  minutes  of  major 
medical  center.  1,250  square  feet  with  x-ray  and  lab.  Retiring  physician. 
Terms  negotiable.  Please  reply  to  PGY,  P.O.  Box  79496,  Memorial  Park 
Station,  Houston,  Texas  77024. 

FORT  COLLINS,  COLORADO,  office  next  to  hospital  available  for  2- 
year  sublease.  1400  square  foot  office,  excellent  to  start  rheumatology, 
pulmonary  disease  or  family  practice.  Rent  negotiable.  Call  303 
484-6587. 

COMPLETE  MEDICAL  LABORATORY  equipment  and  supplies  to  be  sold 
as  a package.  Included  binocular  miscroscope,  centrifuge,  hematology 
analyzer,  incubator  and  many  others.  Reply  to  Daphne  Smith,  3913 
Medical  Parkway,  Austin,  Texas  78756;  512  459-3133. 

PHYSICIAN  RETIRING  after  33  years  in  general  practice.  Office  equip- 
ment and  furniture  for  sale.  Attractive  office  and  excellent  patient 
parking.  For  information,  call  713  668-6620  or  713  795-4211  (answering 
service) . 
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Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Nearly  $2  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


MEDICAL  OFFICE  EQUIPMENT  NEEDED  by  physician  opening  new 
practice  in  east  Texas.  Examining  tables,  lamps,  photocopy  equipment, 
sterilizer,  typewriter,  cabinets,  surgical  and  medical  instruments.  Con- 
sider package  purchase  of  equipment  or  physician  leaving  practice. 
Contact  R.  Tongco,  MD,  3245  Ridge  Drive,  Beale  AFB,  California 
95903;  916  788-1622. 


WANTED:  I used  Doptone.  Physician  has  new  practice  and  can  not 
afford  a new  one.  FOR  SALE:  Dri-clave,  model  no.  75,  $200.  Contact 
Glenn  Hunt,  MD,  903  S.  Main,  Copperas  Cove,  Texas  76522;  817  547- 
4226. 


NOIFS,ANDS, 
OR  BUTTS. 


in 


When  you  see  this  sign 
intheforest,  makesureyou 
grind  your  cigarette  out  on 
a rock,  or  take  it  apart, 
scattering  the  tobacco  and 
paper  in  the  dirt.  Even  the 
smallest  living  ember  left 
in  brush,  can  come  alive  to 
start  a forest  fire. 

So  when  you  come 
across  a No  Smoking  sign, 
remember,  Smokey doesn’t 
want  to  hear  any  ifs,  ands, 
or  butts. 


A Public  Service  of  This  Magazine  ] 
and  The  Advertising  Council.  ' 


TEXAS,  AUSTIN  . . . 

HIGH  VOLUME 
EMERGENCY  DEPARTMENT 


50,000  plus  visits/yr.  desires  qualified 
emergency  physician  with  good  experi- 
ence and  references.  Must  be  able  to  han- 
dle heavy  patient  load  efficiently  and 
rapidly.  Independent  subcontractor  on  a 
fee-for-service  basis,  malpractice  pro- 
vided via  group  policy. 


Contact:  Joan  McGiff,  897  MacArthur 
Blvd.,  San  Leandro,  CA  94577 
800  227-2092  or  415  638-3979 


PHYSICIANS 

One  of  America’s  largest  health  care 
corporations  is  currently  seeking  a 
part-time  Physician  for  our  Plasma 
Donor  Center  located  in  Houston. 
Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation  when  regular 
Staff  Physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we 
will  consider  licensed  but  non-practicing 
Physicians  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For 
further  information  please  send  curri- 
culum vitae  to  Curtis  Doyle: 


THERAPEUTIC  CORPORATION 

formerly  a Division  ol 
ABBOTT  LABORATORIES 

1520  Capitol,  Houston,  TX  77002 
(713)  225-9177 

Equal  Opportunity  Employer  M/'F 
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TEXAS  MEDICINE 


f It  May  Not  Have 
Reached  Emergency 
Proportions  Yet, 

But . . . 


Your  thoughts  about  a new  opportunity  in 
emergency  medicine  may  not  have  reached 
emergency  proportions  yet,  but  if  you're 
thinking  about  a change  which  will  offer  a 
greater  challenge,  peer  recognition  in  your 
specialty,  better  economic  opportunity  and 
more  interesting  lifestyle,  talk  with  us. 

We  specialize  in  emergency  medicine. 
We've  not  only  placed  many  specialists 
like  you  in  choice  locations,  we've  also 
assisted  many  hospitals  in  the  development 
of  better  emergency  department  operations. 
If  you're  thinking  about  a move,  talk  with 
us,  without  cost,  without  obligation.  We 
have  the  information. 


M 


/UEDSECO 

Medical  Search  Consultants,  Inc. 

1 2605  East  Freeway,  Suite  608 
Houston,  Texas  77015 
800/231-7888 
713/451  - 2222(Texas) 


w 

V — /HEDSECO 


SPECIALISTS  NEEDED 


Immediate  openings  for  Physicians  at  the  Naval  Regional 
Medical  Center,  Corpus  Christi.  Texas  are  available  in  the 
following  specialties. 

*Anesthesiology 
*Dermatology 
*Ophthalmology 
*Orthopedic  Surgery 

Besides  the  South  Texas  climate,  you'll  find  a Navy 
practice  allows  you  to  spend  time  with  your  family  and 
gives  you  the  following  benefits: 

*Regular  working  hours 
*Paid  vacations  (30  days/year) 

*Special  incentive  pay 
*Noncontributory  retirement 
*Family  health  coverage 
^Liability  coverage 
*Continuing  medical  education 
*Commissary/exchange  privileges 

FOR  MORE  INFO  CALL:  Don  Thomas  collect  at  (214) 
767-7602 

OR  WRITE:  Don  Thomas 

Medical  Opportunities 
1 499  Regal  Row,  Suite  501 
Dallas,  Texas  75247 

EQUAL  OPPORTUNITY  EMPLOYER 


Advertising  Directory 


Alpha  Therapeutics 
Air  Ambulance  of  America 
American  Medilease  Plan 
Baylor  College  of  Medicine 
Boehringer-lngelheim  Ltd. 

Boots  Pharmaceuticals 

Bristol  Laboratories 

Burroughs  Wellcome 

Casolar/Villas  del  Palmar 

Dallas  Medical  & Surgical  Clinic  and  Hospital 

Dallas  Rehabilitation  Institute 

Diagnostic  Clinic  of  Houston 

Emergency  Physicians 

INA  Healthplan,  Inc. 

Ives  Laboratories 
Jobst  Institute 
Kelsey-Seybold  Clinic 
Eli  Lilly  and  Company 
Linares  Imaging  Center 
Marion  Laboratories,  Inc. 

Medical  Arts  Clinic  of  Corsicana 

The  Medical  Protective  Company 

MEDSECO 

Merrell-National 

Naval  Regional  Medical  Center 

Parke-Davis 

Pennwalt 

The  Prudential  Insurance  Company  of  America 
Roche  Laboratories  1,2,4,  5, 

Schick  Shadel  Hospital 
Scott  and  White  Clinic 
Southern  Baptist  Hospital 
Southwest  Motor  Leasing 
Starlite  Village  Hospital 
Texas  Medical  Association 
Annual  Session 

Committee  on  Blood  Banking  and  Blood  Transfusion 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.D.  SMITH,  M.D.,  F A A.D.* 

FAMILY  PRACTICE 

ENNIS,  TEXAS 

W.B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P 
DALE  R.  LUCUS,  M.D.,  D.A.B.F.P 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 


OPHTHALMOLOGY 

ROBERT  D MERTZ,  M.D.,  F.A.A.O.* 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 

HALSEY  M.  SETTLE  III,  M.D.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D. 

OTOLARYNGOLOGY— HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F A. A.O. -HNS,  F.A.C.S. 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D,,  F.A.A.P.* 

MASON  P GILFOIL,  M D , F.A.A.P* 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S. 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


‘DIPLOMATE  OF  THE  AMERICAN  BOARD 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association,  P.A.  (NCTIPA).  has 
positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful  HMOs  in 
Arizona,  California,  Florida,  and  Washington,  and  which  has  become  established  as  an  innovative  leader  in  the 

health  care  field.  . 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 

aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 

"Big  D,”  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 


Richard  M.  Cooper,  M.D. 
Medical  Director 
INA  Healthplan  of  Texas,  Inc. 
P.O.  Box  401 828 
Dallas,  Texas  75240 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

This  year's  Annual  Session  Scientific  Program  offers  an  exceptional 
educational  experience.  As  in  the  past,  the  participation  of  specialty 
societies  provides  the  opportunity  for  an  update  on  the  latest  devel- 
opments in  the  various  specialties.  The  program  includes  1 7 TMA/ 
AMA  postgraduate  courses  in  dermatology,  internal  medicine,  endo- 
crinology, gastroenterology,  and  neurology,  to  name  just  a few.  Basic 
and  advanced  cardiac  life  support  courses  also  will  be  offered.  Sec- 
tion meetings,  symposia,  curbstone  consultations,  and  forums  of 
original  research  round  out  the  program,  which  provides  an  oppor- 
tunity for  Texas  physicians  to  earn  up  to  25  hours  of  Category  1 
credit — one-half  the  yearly  CME  requirements  toward  the  AMA  Phy- 
sician s Recognition  Award.  More  than  1 00  scientific  and  commercial 
exhibits  will  provide  an  overview  of  the  latest  diseases.  The  Con- 
tinuing Education  Directory  in  the  March  and  April  issues  of  Texas 
Medicine  will  include  a complete  listing  of  all  courses  and  symposia 
scheduled.  For  more  information,  contact  Mrs  Dale  Willimack,  Dir, 
Dept  of  Annual  Session  and  Scientific  Programming,  1 801  N Lamar 
Blvd,  Austin,  TX  78701 ; telephone  512/477-6704. 


COURSES 


MARCH 

Arthritis  & Rheumatism 

March  6, 1981 

Recent  Advances  in  Rheumatic  Diseases.  Astrodome  Marriott  Hotel, 
Houston.  Fee  $75,  physicians;  $40,  non-Baylor  residents,  fellows, 
nurses.  Category  1 , AMA  Physician's  Recognition  Award;  7 hours. 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston  TX  77030 
713/790-4941 

Cardiovascular  Disease 

March  1981 

Prevention  of  Cardiovascular  Disease— Update  1981 . Sid  Richard- 
son Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Fee 
TBA.  Contact  Susan  Rounsaville,  Research  and  Education  Div, 

Scott  and  White  Memorial  Hospital,  2401  S 31st  St  Temple  TX 
76580  817/774-2111  ext  2364 

March  12-14,  1981 

Prevention,  Diagnosis,  and  Management  of  Coronary  Artery  Dis- 
ease in  the  80s.  Hilton  Palacio  del  Rio,  San  Antonio.  Fee  $1 25. 

AAFP,  AO  A;  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -7291 

Family  Medicine 

March  2-7,  1981 

Clinical  Teaching  Institute.  Baylor  University,  Waco.  Fee  $300  AAFP, 
Prescribed;  42  hours.  Contact  Maurice  A.  Hitchcock,  MD  Box  3276 
Waco,  TX  76707  81 7/752-2636 

March  26-28,  1981 

1 4th  Annual  Medical-Surgical  Conference  of  the  Rio  Grande  Valley 
of  Texas.  Civic  Center  Auditorium,  McAllen.  Fee  $75,  physicians; 

$25,  nurses;  no  fee  for  residents  and  medical  students.  AAFP 
Prescribed;  1 6 hours.  Contact  J.  Forrest  Fitch,  MD,  81 7 Quince, 
McAllen,  TX  78501  512/631-5411 


General  Medicine 

March  5-8,  1981 

Titus  Harris  Society,  Scientific  Meeting.  Marriott's  Hotel  Galvez,  Gal- 
veston. Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  77550 
713/765-2934 

March  6-7,  1981 

Urology  for  Primary  Care  Physicians.  UT  Medical  Branch,  Gal- 
veston. Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston  TX  77550 
713/765-2934 

March  7,  1981 

Abbe  Ledbetter  Memorial  Lecture.  Clinical  Science  Auditorium,  UT 
Medical  Branch,  Galveston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award,  1 hour.  Contact  Sue  Moreno,  Office  of  Con- 
tinuing Medical  Education,  Gail  Borden  Bldg,  UT  Medical  Branch, 
Galveston,  TX  77550  71 3/765-2934 

March  14,  1981 

Medical  Practice  and  Nutrition  for  the  80s  Shamrock  Hilton  Hotel, 
Houston  Fee  TBA.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  PO  Box  20367  Houston  TX 
77025  713/792-4671 

March  20-21,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA,  Category  1 , AMA  Physician’s  Recognition 
Award  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

March  21,  1981 

Epilepsy.  Texas  Tech  Univ  Regional  Academic  Health  Center,  El 
Paso  Fee  TBA  Contact  Susan  Larson,  Texas  Tech  Univ  Regional 
Academic  Health  Center,  4800  Alberta,  El  Paso,  TX  79905 
915/533-3020 

Neurology 

March  26-28,  1981 

9th  Neuromuscular  Disease  Symposium.  Houston.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Carol  Berman, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713/790-4941 

Obstetrics  & Gynecology 

March  26-28,  1981 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology, and  Contraception  (Taught  entirely  in  Spanish).  UT 

Health  Science  Center  at  San  Antonio.  Fee  $250.  AAFP;  AOA;  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  18  hours;  ACOG,  18 
Cognates.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

March  27-28,  1981 

High  Plains  Perinatal  Association  4th  Annual  Perinatal  Seminar.  Re- 
gional Academic  Health  Center,  Amarillo.  Fee  $20,  physicians;  $5, 
students.  AAFP;  CEARP;  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Lacretia  Hamilton,  Office  of  Continuing  Medical  Ed- 
ucation, Texas  Tech  University  Regional  Academic  Health  Center, 

1 400  Wallace  Blvd,  Amarillo,  TX  79106  806/358-3101  ext  33 
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Oncology 

March  27-28,  1981 

Cancer:  Current  Concepts.  UT  Medical  Branch,  Galveston.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award  Contact  Sue 
Moreno  Office  of  Continuing  Medical  Education,  Gail  Borden  Bldg, 

UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Orthopedics 

March  5-7,  1981 

8th  Annual  Symposium  on  Sports  Medicine  UT  Health  Science  Cen- 
ter at  San  Antonio  Fee  $90,  physicians;  $50,  coaches,  physical 
therapists,  trainers.  AAFP;  Category  1 AMA  Physician  s Recognition 
Award;  Category  2D,  AOA;  15  hours.  Contact  Marilyn  Rennels,  Of- 
fice of  Continuing  Education,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

March  9-13,  1981 

Instructional  Course  on  Lower-Limb  Orthotics.  Dallas.  Fee  TBA.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award.  Contact  A Bennett 
Wilson,  Jr,  Div  of  Orthopedics,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-3525 

Pathology 

March  6-7,  1981 

Cytology.  AM  FAC  Hotel  and  Resort,  Dallas-Fort  Worth  Airport  Fee 
none,  Texas  Society  of  Cytology  members;  $75,  nonmember  physi- 
cians; $25,  nonmember  cytologists.  Category  1 , AMA  Physician’s 
Recognition  Award;  14  hours.  Contact  Division  of  Continuing  Edu- 
cation, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas  TX  75235 
214/688-2166 

Pathology 

March  30— April  3,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antonio.  Fee  $395  Category  1 , AMA 
Physician's  Recognition  Award;  Category  1 A,  ACCENT  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -7291 

Pediatrics 

March  19-21,  1981 

1 st  Annual  National  Pediatric  Infectious  Disease  Seminar.  Las 

Vegas,  Nev.  Fee  $225  if  received  by  Dec  1 5;  $275  for  later  registra- 
tion. Category  1 , AMA  Physician’s  Recognition  Award,  1 5 hours. 
Contact  George  H McCracken,  Jr,  MD,  or  John  D Nelson,  MD 
Dept  of  Pediatrics,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  214/688-3439 

March  19-21 , 1981 

Pediatric  Urology.  Fairmont  Hotel,  Dallas,  Fee  TBA  Category  1 , AMA 
Physician's  Recognition  Award,  16  hours  minimum.  Contact  Jean 
Greiner,  Prog  Coord,  Office  of  Education,  American  Urological  As- 
sociation, Box  1 129,  Aspen,  CO  8161 1 

March  26-28,  1981 

General  Pediatrics.  Holiday  Inn/Emerald  Beach,  Corpus  Christi.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact 
Judy  C Hambourger,  Coord  of  Continuing  Education,  American 
Academy  of  Pediatrics,  Box  1034,  Evanston,  IL  60204 

Psychiatry 

March,  1981  (Date  Changed  from  Jan  22-24,  1981 ) 

Anorexia  Nervosa— 5th  Annual  Psychiatry  Symposium  Lubbock. 
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Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact 
Rita  Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  HSC,  Lubbock,  TX  79430  806/743-2929 

Radiology 

March  2-6,  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M D Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee  $300, 
practicing  radiologists;  $100,  radiology  residents.  Category  1 , AMA 
Physician's  Recognition  Award;  American  College  of  Radiology; 
American  Society  of  Radiologic  Technologists.  Contact  David  D 
Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diagnostic  Radiol- 
ogy, M D Anderson  Hospital  and  Tumor  Institute,  6723  Bertner  Dr, 
Houston,  TX  77030  713/792-2712 

March  5-7,  1981 

Radiology  of  the  Acutely  III  and  Injured  Patient:  Update  1 981 . Gal- 
leria Plaza  Hotel,  Houston.  Fee  $225,  physicians;  $1 50,  residents 
with  letter  from  dept  head.  Category  1 , AMA  Physician’s  Recognition 
Award,  ACEP;  1 7 hours.  Contact  Sherry  Smith,  Office  of  Continuing 
Education,  UT  Medical  School,  Box  20708,  Houston,  TX  77025 
713/792-5346 

Surgery 

March  19-21 , 1981 

Plastic  Surgery  for  the  General  Surgeon.  UT  Medical  Branch,  Gal- 
veston Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Sue  Moreno,  Office  of  Continuing  Medical  Education, 

Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  75550 
713/765-2934 

APRIL 

Anesthesiology 

April  3-5,  1981 

Anesthetic  Management  of  the  Trauma  Patient  Marriott  Hotel,  San 
Antonio  Fee  $350.  Category  1 , AMA  Physician's  Recognition 
Award;  1 7 hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Ed- 
ucation, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-7291 

Family  Medicine 

April  27-May  1,  1981 

Review  Course  in  Family  Practice.  Marriott  Hotel-Astrodome,  Hous- 
ton. Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Margaret  Klug,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Gastroenterology 

April  22-25,  1981 

Problemsolving  in  Gastroenterology — Update  1981  Driskill  Hotel, 
Austin.  Fee  $240,  ACP  members,  FACP,  residents  & fellows;  $320, 
nonmembers;  $1 70,  ACP  associates.  Category  1 , AMA  Physician  s 
Recognition  Award.  Contact  Walter  P Dyck,  MD,  Scott  & White  Me- 
morial Hospital,  2401  S 31  St,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

General  Medicine 

April  3-4,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $1 50  AAFP,  Prescribed;  Category  1 , AMA  Phy- 
sician's Recognition  Award;  12  hours.  Contact  Marilyn  Rennels, 
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Office  of  Continuing  Education,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

April  10-11,  1981 

UT  Medical  Branch  Homecoming,  Clinical  Science  Auditorium,  UT 
Medical  Branch,  Galveston.  Fee  TBA  Contact  Sue  Moreno,  Office 
of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch,  Galveston,  TX  77550  713/765-2934 

April  16-18,  1981 

Patient  Education.  UT  Medical  Branch,  Galveston.  Fee  TBA  Cate- 
gory 1 , AMA  Physician's  Recognition  Award  Contact  Sue  Moreno. 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

April  24-25,  1981 

Musculoskeletal  Disease  in  the  Primary  Care  Office  Zale  Lecture 
Hall.  UT  Health  Science  Center  at  Dallas.  Fee  $15.  Category  1 , AMA 
Physician's  Recognition  Award;  1 5 hours.  Contact  Div  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd.  Dallas  TX 
75235  214/688-2166 

April  24-26,  1981 

Update  on  Infectious  Diseases  Marriott  Hotel,  San  Antonio  Fee 
TBA  AAFP;  Category  1 , AMA  Physician’s  Recognition  Award  Con- 
tact Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Neurology 

April  3-4,  1981 

Current  Stroke  Review  Doubletree  Inn,  Dallas.  Fee  $200.  physi- 
cians, entire  seminar,  $100,  residents,  entire  seminar;  optional 
prorated  fee  at  $55  per  session  (4  sessions).  Category  1 , AMA  Phy- 
sician's Recognition  Award;  14  hours.  Contact  Lela  Breckenridge, 
Presbyterian  Hospital  of  Dallas,  8200  Walnut  Hill  Lane  Dallas  TX 
75231  214/696-8436 

Ophthalmology 

April  10-11,  1981 

Alamo  City  Ophthalmology  Residents'  Day.  UT  Health  Science  Cen- 
ter at  San  Antonio  Fee  $50.  Category  1 , AMA  Physician's  Recog- 
nition Award.  Contact  Marilyn  Rennels,  Office  of  Continuing  Educa- 
tion, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-7291 

April  25,  1981 

Ophthalmology— 9th  Malcolm  McCullough  Lecture,  15th  Annual 
Postgraduate  Course.  UT  Medical  Branch,  Galveston.  Fee  TBA.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award.  Contact  Sue  Moreno 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Orthopedics 

April  9-11,  1981 

1 7th  Annual  Orthopedic  Symposium:  Children's  Orthopedics,  Part  II 

Warwick  Hotel,  Houston.  Fee  $150.  Category  1 , AMA  Physician's 
Recognition  Award;  1 5 hours.  Contact  Sherwin  Siff,  MD,  7000  Fan- 
nin, 20th  Floor,  Houston,  TX  77030 

Pathology 

April  24-25,  1981 

Pulmonary  Pathology:  An  Update  UT  Medical  School  at  Houston 
Fee  $80,  physicians;  $40,  residents.  Carlos  Bedrossian,  MD,  Scien- 
tific Seminar  Chairman,  Houston  Society  of  Clinical  Pathologists. 


Department  of  Pathology-UTMSH,  6431  Fannin,  Houston,  TX 
77030 

Pediatrics 

April  13-17,  1981 

Pediatric  Intensive  Care.  UT  Health  Science  Center  at  Dallas.  Fee 
$275,  physicians;  $175,  nurses.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  27  hours.  Contact  Linda  Spino,  PhD,  Division  of 
Continuing  Education.  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214/688-2166 

Physical  Medicine  & Rehabilitation 

April  20-30,  1981 

1 5th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Jaworski  Classroom.  Baylor  College  of  Medicine,  Hous- 
ton. Fee  TBA.  Category  1 AMA  Physician’s  Recognition  Award. 
Contact  Lynne  Tiras,  Office  of  Continuing  Education.  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Psychiatry 

April  3-4,  1981 

Medical  Update  for  Psychiatrists.  Marriott  Hotel-Astrodome,  Hous- 
ton. Fee  TBA  Category  1 , AMA  Physician’s  Recognition  Award 
Contact  Lila  Lerner,  Office  of  Continuing  Education.  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston  TX  77030 
713/790-4941 

Radiology 

April  6-10,  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M D.  Anderson  Hospital  and  Tumor  Institute,  Houston.  Fee  $300 
practicing  radiologists;  $100.  radiology  residents  Category  1 , AMA 
Physician  s Recognition  Award;  American  College  of  Radiology; 
American  Society  of  Radiologic  Technologists.  Contact  David  D 
Paulus,  MD,  Mammography  Training  Dir.  Dept  of  Diagnostic  Radiol- 
ogy, M.D.  Anderson  Hospital  and  Tumor  Institute.  6723  Bertner, 
Houston,  TX  77030  713/792-2712 

Surgery 

April  29-May  1 , 1981 

Gary  Wratten  Symposium.  El  Tropicano  Hotel,  San  Antonio  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award.  Contact  LTC 
Robert  G.  Jones,  Brooke  Army  Medical  Center,  Fort  Sam  Houston, 
Texas  78234  512/221-3000  or  3798 

MAY 

Anesthesiology 

May  3-6,  1981 

1981  Latin  American  Symposium  on  Recent  Advances  in  Anesthe- 
siology (Taught  entirely  in  Spanish)  Marriott  Hotel,  San  Antonio 
Fee  $350.  Category  1 , AMA  Physician's  Recognition  Award.  1 7 
hours  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Family  Medicine 

May  21,  1981 

1 st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  at  Risk 

UT  Health  Science  Center  at  San  Antonio.  Fee  TBA.  AAFP,  Pre- 
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scribed;  Category  1 , AMA  Physician's  Recognition  Award;  8 hours. 
Contact  Marilyn  Rennels,  Office  of  Continuing  Education.  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

May  21 , 1981 

Family  Practice  Preceptorship  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

May  22-24,  1981 

6th  Annual  Family  Practice  Recertification  Review  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $200  AAFP,  Prescribed;  Category 
1 , AMA  Physician's  Recognition  Award;  Category  2D.  AOA,  19-23 
hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education. 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

General  Medicine 

May  1-2,  1981 

Clinical  Laboratory  Medicine.  UT  Medical  Branch,  Galveston,  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact  Sue 
Moreno,  Office  of  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden  Bldg,  UT  Medical  Branch,  Galveston.  TX  77550 
713/765-2934 

May  22-23,  1981 

Vascular  Disease  for  Primary  Care  Physicians.  UT  Medical  Branch, 
Galveston.  Fee  TBA  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Sue  Moreno,  Office  of  Continuing  Medical  Educa- 
tion, 2nd  Floor  Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX 
77550  713/765-2934 

Internal  Medicine 

May  19-22,  1981 

Update  in  Internal  Medicine  Zale  Lecture  Hall,  UT  Health  Science 
Center  at  Dallas.  Fee  TBA  Category  1 , AMA  Physician's  Recogni- 
tion Award.  Contact  Linda  Spino,  PhD,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  214/688-2166 

Ophthalmology 

May  7-9,  1981 

Closed  Approach  to  Intraocular  Surgery  UT  Health  Science  Center 
at  San  Antonio.  Fee  $375.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Orthopedics 

May  7-9,  1981 

The  Multiply  Injured  Adult  with  Complex  Fractures  Zale  Lecture 
Hall,  UT  Health  Science  Center  at  Dallas.  Fee  $250,  physicians; 

$1 25,  residents.  Category  1 , AMA  Physician's  Recognition  Award; 

1 6 hours.  Contact  June  Bovill,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

May  14-16,  1981 

Arthroscopic  Meniscectomy.  UT  Health  Science  Center  at  Dallas 
Fee  $400,  physicians;  $225,  residents.  Category  1 , AMA  Physician’s 
Recognition  Award;  26  hours.  Contact  Linda  Spino,  PhD,  Division  of 


Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214/688-2166 

Pathology 

May  18-22,  1981 

Non-Gynecologic  Cytopathology.  Dallas  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award,  30  hours.  Contact  Adm  Asst,  Edu- 
cational Center  Programs,  American  Society  of  Clinical  Patholo- 
gists, 2100  W Harrison,  Chicago,  IL  6061 2 

Perinatology 

May  21.  1981 

1 st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  Risk  UT 

Health  Science  Center  at  San  Antonio.  Fee  TBA.  Category  1 AMA 
Physician's  Recognition  Award.  Contact  Marilyn  Rennels,  Office  of 
Continuing  Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512/691-7291 

Radiology 

May  14-16,  1981 

Baylor  Annual  Radiology  Conference— 1981  Adam's  Mark  Hotel, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Margaret  Klug/Lynne  Tiras,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

JUNE 

Internal  Medicine 

June  18-20,  1981 

Review  in  Internal  Medicine.  Houston  Contact  Carol  Berman,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Obstetrics  & Gynecology 

June  1 -5,  1981 

8th  Annual  Postgraduate  Course  in  Current  Obstetric  & Gynecologic 
Practice.  San  Antonio.  Contact  Marilyn  Rennels,  Office  of  Continuing 
Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX 78284  512/691-7291 

June  4-6,  1981 

Colposcopy  Tutorial.  Dallas.  Contact  June  Bovill.  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  214/688-2166 

Ophthalmology 

June  25-26,  1981 

Ophthalmology  Two-Day  Clinical  Conference.  San  Antonio  Contact 
Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-7291 

Pediatrics 

June  6-7,  1981 

Pediatric  Review  Course.  Houston.  Contact  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

June  12-13,  1981 

15th  Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar  Dallas.  Contact 
Eva  Rydelnik,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 
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TEXAS  MEDICINE 


Pediatrics 


Denotes  Texas  Meetings 


June  18-19,  1981 

Practical  Approaches  to  Nutrition  Support  in  Childhood  Illness 

Dallas,  Contact  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston,  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  —Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple  TX 
76501 

Thursdays,  7-10  pm  (Jan  29- June  18,  1981) 

Internal  Medical  Review  UT  Health  Science  Center  at  San  Antonio 
Category  1 , AMA  Physician’s  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Office  of  Continuing  Edu- 
cation, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-7291 

Thursday-Friday  (1/8-9/81  — 12/1 7- 18/81) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-1 2 noon  (10/25/80-5/2/81 ) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $150.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician’s  Rec- 
ognition Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  71 3/790-4941 


CALENDAR  OF  MEETINGS 


MARCH 

American  Academy  of  Allergy,  San  Francisco,  March  7—11  1981  D 
L.  McNeil,  61 1 E Wells  St,  Milwaukee,  Wl  53202 

American  College  of  Cardiology,  San  Francisco,  March  15-19, 

1981  Sara  Elliott,  91 1 1 Old  Georgetown  Rd,  Bethesda.  MD  20014 

■ American  College  of  Obstetricians  & Gynecologists,  Texas  Sec- 
tion, Fort  Worth,  March  5-7,  1981  Harold  W Brumley,  MD  1201  W 
38th  St,  #109,  Austin,  TX  78705 

■ American  Medical  Student  Association,  Houston,  March  25-29, 
1981  P R.  Wright,  14650  Lee  Rd,  Box  131 , Chantilly,  VA  22021 

American  Roentgen  Ray  Society,  San  Francisco,  March  24-27, 

1 981  George  A.  Kling,  MD,  Harper  Grace  Hospitals,  Dept  of  Radiol- 
ogy, 3990  John  R,  Detroit.  Ml  49201 

American  Society  of  Abdominal  Surgeons,  Tampa.  Fla,  March 
23-25,  1981.  Blaise  F.  Alfano.  MD,  675  Main  St,  Melrose,  MA  021 76 

American  Society  for  Clinical  Pharmacology  and  Therapeutics,  New 

Orleans,  March  19-21, 1981.  Elaine  Galasso,  1 718  Gallagher  Rd 
Norristown,  PA  19401 

American  Society  of  Contemporary  Medicine  and  Surgery  Orlando, 
Fla,  March  1 5—21 , 1981.  John  G.  Bellows,  MD,  6 N Michigan  Ave 
Rm  1110,  Chicago,  IL  60602 

American  Society  for  Neurochemistry,  Richmond,  Va,  March  8-13, 

1 981 . Claude  Baxter,  MD,  Neurochemistry  Labs,  1 51 B2  VA  Medical 
Center,  Sepulveda,  CA  91343 

College  of  American  Pathologists,  San  Diego,  March  13-19,  1981 
Howard  Cartwright,  7400  N Skokie  Blvd,  Skokie,  IL  60077 

International  Academy  of  Pathology,  United  States-Canadian  Divi- 
sion, Chicago,  March  2-6,  1 981 . Nathan  Kaufman,  MD,  1 003 
Chafee  Ave,  Augusta,  GA  30904 

■ Texas  Academy  of  Family  Physicians,  Valley  Chapter,  McAllen, 
March  26-28,  1981  Forrest  Fitch,  MD,  81 7 Quince  McAllen  TX 
78501 

■ Texas  Association  of  Obstetricians  & Gynecologists,  Fort  Worth, 
March  5-7,  1981,  George  B,  Coale,  MD,  81 00  Greenbriar,  Houston 
TX  77054 

■ Texas  Radiological  Society,  Houston,  March  19-21,  1981.  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

Texas  Society  of  Child  Psychiatry,  Akumal,  Yucatan,  March  26-29 
1981  James  Boynton,  MD,  702  Medical  Park  Tower  Austin  TX 
78705 

Texas  Society  of  Cytology,  Dallas,  March  6-7,  1 981 . Alice  Smith 
MD,  Dept  of  Pathology,  UTHSC  at  Dallas,  5323  Harry  Hines  Dallas 
TX  75235 

APRIL 

American  Academy  of  Neurology,  Toronto,  Canada,  April  27-May  2, 
1981.  Stanley  Nelson,  401 5 W 65th  St,  Suite  302,  Minneapolis  MN 
55435 
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American  Academy  of  Pediatrics,  Washington,  DC,  April  4-9,  1981 
Robert  Frazier,  MD,  1801  Hinman,  Evanston,  IL  60201 

American  Association  of  Anatomists,  New  Orleans,  April  20-23, 
1981.  John  Pauly,  MD,  Dept  of  Anatomy,  University  of  Arkansas  for 
Medical  Sciences,  4301  W Markham,  Little  Rock,  AK  72201 

■ American  Association  of  Medical  Assistants,  Inc,  State  of  Texas, 

Lubbock,  April  10—1 2,  1 981  Fay  Gibson,  Rt  6,  Box  581 , Lubbock, 
TX  79401 

American  Association  of  Neurological  Surgeons,  New  York,  April 
5-9,  1981  Carl  H,  Hauber,  625  N Michigan,  Suite  1519,  Chicago,  IL 
60611 

American  Association  of  Pathologists,  Atlanta,  April  12-17,  1 981  K 
M Endicott,  MD.  9650  Rockville  Pike,  Bethesda,  MD  20014 

American  Cancer  Society,  Washington,  DC,  April  23-25,  1 981 
Lane  W.  Adams,  777  Third  Ave,  New  York,  NY  1 001 7 


American  Lung  Association/American  Thoracic  Society,  Detroit,  May 
10-13,  1981  James  Swomley,  1740  Broadway,  New  York,  NY 
10019 

American  Psychiatric  Association,  New  Orleans,  May  9- 15,  1981 
Kathleen  Bryan,  1 700  1 8th  St,  NW,  Washington,  DC  20009 

American  Urological  Association,  May  10-24,  1981  Richard  Hanni- 
gan,  1 1 20  N Charles  St.  Baltimore,  MD  21 201 

■ Texas  Medical  Association,  Dallas,  May  27-31 , 1 981 . C.  Lincoln 
Williston,  1 801  N Lamar  Blvd,  Austin,  TX  78701 


American  College  Health  Association,  Boston,  April  21  -24  1981 
James  W,  Dilley,  1 52  Rollins  Ave,  Suite  208,  Rockville,  MD  20852 

American  College  of  Allergists,  Washington.  DC,  April  4-8,  1981  S 

Schoenberger,  2141  14th  St,  Boulder,  CO  80302 

American  College  of  Obstetricians  and  Gynecologists,  Las  Vegas, 
April  22-30,  1981.  Warren  H,  Pearse,  MD,  One  E Wacker  Dr, 

#2700,  Chicago,  IL  60601 

American  College  of  Physicians,  Kansas  City,  April  6-9.  1981 
Robert  H Moser,  4200  Pine  St,  Philadelphia,  PA  19104 

American  Geriatrics  Society,  Boston,  April  30-May  2,  1981  Kathryn 
S,  Henderson,  10  Columbus  Circle,  New  York,  NY  10019 

American  Occupational  Medical  Association,  Atlanta,  April  26-May 
1,  1981  Shelia  Gould,  1 50  N Wacker,  Chicago,  IL  60606 

American  Pediatric  Society,  San  Francisco,  April  28 - May  2,  1 981 
David  Goldring,  Box  14871 , St  Louis,  MO  63178 

American  Medical  Association,  Congress  on  Medical  Education 
Chicago,  April  23-25,  1 981  535  N Dearborn,  Chicago  IL  6061 0 

MAY 

■ Aerospace  Medical  Association,  San  Antonio,  May  4-7,  1981 

R R.  Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

■ American  Academy  of  Psychoanalysis,  Houston,  May  7-10,  1981 
Vivian  Mendelsohn,  30  E 40th  St,  Suite  608,  New  York.  NY  1 0016 

American  Association  for  Thoracic  Surgery,  Washington,  DC,  May 
11-13,  1981 . William  Maloney,  6 Beacon  St,  Suite  620,  Boston,  MA 
02108 

American  College  of  Legal  Medicine.  Coronado,  Calif,  May  13-16. 
1981 . Betty  Hanna,  875  N Michigan  Ave,  Suite  3342,  Chicago,  IL 
60611 


LINARES 

IMAGING 

CENTER 

6624  Fannin 
Houston,  Texas  77630 

Telephone  (713)  797-6613 

Providing 

Whole  Body  C-T  Scanning 
and 

Ultrasound  Services 

In  affiliation  with 
Kelsey-Seybotd  Clinic,  PA 
Houston,  Texas  77030 


American  Gastroenterological  Association,  New  York,  May  16-17, 
1981 . Sally  Botfield,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Laryngological,  Rhinological  and  Otological  Society,  Van- 
couver, Canada,  May  12-14,  1981 . Ann  Holm,  2954  Dorman  Rd, 
Broomall,  PA  19008 
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fHarltn,  <£cxns  76661 


Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 
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Nineties. 
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EDITORIAL 


Cardiac  arrhythmias  in  chronic  obstructive 
pulmonary  disease 

Cardiac  arrhythmias  are  a well-recognized  clinical  feature 
associated  with  chronic  obstructive  pulmonary  disease 
(COPD).  Studies  using  ambulatory  electrocardiographic 
(Holter)  monitoring  have  confirmed  that  atrial  arrhythmias 
may  occur  much  more  frequently  in  patients  with  COPD  than 
in  patients  with  coronary  artery  disease.  The  patients  with 
pulmonary  disease  and  those  with  heart  disease  showed 
similar  frequency  and  types  of  ventricular  arrhythmias.  Atrial 
and  ventricular  arrhythmias  are  common  during  periods  of 
stability  and  are  present  even  when  arrhythmias  are  not  evi- 
dent by  a standard  electrocardiogram.  In  one  study,  long- 
term monitoring  showed  an  84%  incidence  of  arrhythmias, 
compared  to  20%  on  routine  electrocardiograms.1 

Hypoxemia  is  an  important  factor  in  promoting  cardiac  ar- 
rhythmias in  some  patients  with  COPD.  Studying  patients 
with  an  ear  oximeter  has  shown  profound  intermittent  arteri- 
al desaturation  during  sleep.  The  frequency  of  ventricular 
rhythm  disturbances  was  greatest  at  night,  and  adminis- 
tration of  low-flow  oxygen  decreased  the  frequency.  Peak 
arrhythmias  occurred  during  the  3-to-5am  and  the  6-to-7am 
periods.2 

Arterial  hypoxemia,  however,  does  not  appear  to  be  an 
adequate  explanation  in  all  instances.  Patients  with  COPD 
are  also  prone  to  arrhythmias  when  other  conditions  exist, 
such  as  pulmonary  artery  hypertension  with  cor  pulmonale, 
infection  with  accompanying  bronchospasm,  pulmonary  em- 
boli, and  hypercapnia.3 

Drugs  such  as  digitalis,  aminophylline,  bronchodilators, 
and  diuretics  have  the  potential  to  produce  arrhythmias. 
Electrolyte  imbalance  and  metabolic  acidosis  or  alkalosis 
may  also  lead  to  arrhythmias.  When  appropriate,  careful 
monitoring  of  theophylline  and  digoxin  blood  levels  is  rec- 
ommended. 

Another  area  of  interest  is  the  relationship  of  arrhythmias 
to  morbidity  and  mortality.  Arrhythmias  associated  with 
acutely  ill  patients  who  require  intensive  care  unit  surveil- 
lance and  who  have  respiratory  insufficiency  secondary  to 
COPD  suggest  a poor  prognosis.  Ventricular  arrhythmias  in 
such  patients  were  associated  with  70%  mortality.4  This  sug- 
gests that  the  emphasis  must  be  on  prevention  of  the  severe 
ventricular  arrhythmias  rather  than  the  treatment.  The  likeli- 
hood that  such  arrhythmias  are  important  in  patients  with 
COPD  during  stable  conditions  seems  strong  since  ar- 
rhythmias seen  on  Holter  monitoring  resemble  the  type 
associated  with  sudden  death  in  patients  with  coronary  dis- 
ease, cardiomyopathy,  and  mitral  valve  prolapse.5 

The  incidence  of  sudden  unexpected  death  in  patients 
with  COPD  is  unknown,  but  several  studies  have  indicated 
an  8%  to  21  % incidence.  Although  speculative,  some  studies 
have  suggested  that  arrhythmias  are  responsible  for  this 
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sudden  death.46-8 

With  the  development  and  increasing  use  of  ambulatory 
electrocardiographic  (Holter)  monitoring,  attention  has  fo- 
cused on  the  potential  prognostic  importance  of  arrhythmias 
in  stable  COPD.  In  the  presence  of  hypoxemia,  metabolic, 
and  electrolyte  imbalance,  pulmonary  hypertension  with  cor 
pulmonale,  and  arrhythmogenic  drugs — as  well  as  associ- 
ated coronary  artery  disease — a wide  variety  of  arrhythmias 
may  be  anticipated. 

These  observations  associating  arrhythmias  with  mortality 
have  implications  for  treatment  and  raise  the  issue  of  the  role 
of  antiarrhythmic  drugs  in  COPD.  Crucial  to  developing  ra- 
tional therapy  is  a greater  understanding  of  the  pathophysiol- 
ogy of  arrhythmias.  Until  additional  prospective  studies  are 
done,  the  physician  caring  for  patients  with  COPD  should 
recognize  that  arrhythmias  are  common  and  that,  at  least  for 
now,  treating  hypoxemia  may  be  the  most  effective  therapy.9 

George  J.  Handley,  MD 

Austin  Diagnostic  Clinic,  801  W 34th  St,  Austin,  TX  78705 
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Most  short  children  are  normal 

Parental  concern  for  short  stature  in  the  well  child  is  under- 
standable because  a child’s  height  is  a readily  perceived 
basis  for  comparison  to  age-mates.  Pediatric  endocrinolo- 
gists, therefore,  see  many  seemingly  healthy  children  who 
are  referred  for  evaluation  of  short  stature.  Some  of  the  re- 
ferrals are  necessitated  by  parents’  legitimate  desire  for 
confirmation  of  their  primary  physician’s  diagnosis,  but  many 
result  from  the  physician’s  uncertainty  regarding  the  patho- 
logic significance  of  the  child’s  height.  Most  of  the  patients 
are  children  whose  height  results  from  normal  variations  in 
growth  rate  and  whose  management  consists  primarily  of 
recognition  and  reassurance.  The  purpose  here  is  to  delin- 
eate a few  simple  principles  of  height  and  growth  rate,  with 
emphasis  on  the  latter,  which  differentiate  the  normal  variant 
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and  the  abnormal  child.  It  is  hoped  this  discussion  will  pro- 
vide useful  guidelines  for  recognizing  those  children  with 
normal  growth  rates  in  whom  the  burdensome  expenses  of 
consultation  and  laboratory  evaluation  are  not  necessary 
and  those  with  abnormal  growth  rates  of  extremely  short 
stature  who  should  be  evaluated. 

The  height  at  which  concern  may  be  expressed  is  both 
variable  and  subjective.  A reasonable,  albeit  arbitrary,  depar- 
ture point  for  discussion  is  the  child  whose  height  is  below 
the  tenth  to  sixteenth  percentile  for  age.  Growth  rate,  and  not 
height,  however,  is  generally  the  more  important  criterion  for 
differentiation  of  the  normal  from  the  abnormal  child  with 
short  stature  (with  two  exceptions  noted  later),  and  the  rate 
can  be  calculated  readily  from  length/height  determinations 
made  at  reasonable  intervals.  (Supine  length  usually  is  mea- 
sured before  three  years  of  age  and  standing  height  there- 
after. The  necessity  for  accurate  measurements  is  obvious; 
in  this  regard,  it  is  my  feeling  that  one  person  cannot  obtain 
an  accurate  length  measurement  and  no  one  can  determine 
height  accurately  on  devices  which  combine  height  and 
weight  measurement.) 

Normal  growth  is  characterized  by  slowing  growth  rate 
with  advancing  age,  from  birth  to  puberty.1 1 have  found 
clinically  useful  a few  numbers,  easily  remembered,  which 
approximate  mean  growth  rates  for  age:  from  birth  to  one 
year,  25.4  cm  (1 0 in)  (in  the  first  six  months,  1 5.2  cm  [6  in]); 
from  one  to  two  years,  1 0.2  cm  (4  in);  from  two  to  four  years, 
7.62  cm  (3  in)  per  year;  and  from  four  years  to  puberty, 

5.1  cm  (2  in)  per  year.  Normal  children  rarely  grow  at  rates 
slower  than  75%  of  these  values. 

Normal  variations  in  growth  rate  occur  during  the  first  two 
to  three  years  of  life,  and  many  children  achieve  a different 
percentile  for  height  along  which  they  grow  from  age  two  or 
three  until  puberty.2  3 When  this  new  percentile  is,  for  exam- 
ple, the  tenth,  the  child  may  come  to  the  attention  of  the 
physician  because  of  short  stature.  These  children,  usually 
males,  have  “constitutional  delay  in  growth  and/or  adoles- 
cence,” and  their  normal  rates  of  growth  clearly  identify  them 
as  normal  variants;  a search  for  systemic  disease  is  not 
necessary.  Conversely,  the  seemingly  healthy  child  whose 
growth  rate  deviates  below  the  values  cited  may  be  abnor- 
mal because  of  inadequate  nutrition  or  “silent”  systemic 
disease,  most  notably  renal,  gastrointestinal,  or  endocrine  in 
nature.  Further  evaluation  is  clearly  indicated  in  such  a child 
and  whether  this  takes  the  form  of  laboratory  evaluation  and/ 
or  referral  for  consultation  will  depend  on  the  resources  of 
the  individual  physician. 

There  are  two  groups  of  children  who  are  characterized  by 
having  extremely  short  stature  (well  below  the  third  percen- 
tile) associated  with  growth  at  the  lower  rates  of  normal. 
These  characteristics  in  a child  with  remarkably  short  birth 
length  for  gestational  age  support  a diagnosis  of  “primordial 


dwarfism"; 4 their  presence  in  a phenotypic  female  suggests 
a diagnosis  of  gonadal  dysgenesis  (Turner’s  syndrome  and 
variants).  Confirmation  of  the  latter  is  necessary  because  of 
implications  for  associated  anomalies. 

Reasonable  costs  for  outpatient  consultation  and  selected 
laboratory  tests  may  easily  total  $200  to  $300;  exhaustive 
evaluation  requiring  hospitalization  can  add  $500  to  $800. 
These  represent  acceptable  expenses  when  absolutely  nec- 
essary for  management  of  the  child.  The  expenses  are  not 
necessary  in  management  of  the  child  who  is  somewhat 
shorter  than  age-mates  and  who  is  growing  at  a normal  rate; 
they  are  necessary  in  the  child  with  an  abnormal  growth  rate, 
and  may  be,  in  selected  instances,  in  the  very  short  child. 
Finally,  if  additional  opinion  is  sought,  it  is  my  feeling  the  con- 
sultant should  have  expertise  primarily  in  the  management 
of  growth  disorders  and  secondarily  in  endocrinology.  These 
priorities  will  provide  the  parents  and  child  a perspective 
which  allows  judicious  selection  of  appropriate  tests. 

Robert  C.  Franks,  MD 

Department  of  Pediatrics,  The  University  of  Texas  Health  Science  Center, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
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LETTERS 

Correction  noted 

In  reference  to  my  paper,  “The  new  rabies  vaccine,”  in  the 
January  1 981  issue  of  Texas  Medicine,  I am  sorry  to  say  it 
contains  a small  omission  which  is  my  fault.  On  page  47,  it  is 
stated  that  WFIO  recommends  “six  doses  on  days  0,  3,  7,  30, 
and  90.”  It  should  read,  “six  doses  on  days  0,  3,  7, 14,  30, 
and  90.” 

I’m  terribly  sorry  that  I failed  to  pick  up  the  error  in  ad- 
vance. Most  readers  will  probably  recognize  that  the  1 4 is 
the  missing  link. 

Jerome  H.  Greenberg,  MD 

Deputy  Commissioner  for  Preventable  Diseases,  Texas  Department  of 
Health,  1 1 00  W 49th  St,  Austin,  TX  78756 
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GIARDIASIS. 

NOW  THERE 
IS  A BETTER  METHOD 
OF  DIAGNOSIS 
WHEN  STOOL  EXAMS  ARE 

NEGATIVE. 


ENTERO-TEST,®  A 140cm  nylon  line 
coiled  inside  of  a gelatin  capsule 
designed  to  retrieve  duodenal 
contents  without  intubation.  Easily 
administered  and  tolerated. 
ENTERO-TEST®  has  the  following 
advantages: 

• A viable  alternative  to  intubation 

• Well  tolerated  by  all  age  groups 

• Pediatric  sizes  available 

• Useful  in  the  diagnosis  of  bleeding 
and  a variety  of  intestinal  parasites 

Rosenthal  and  Leibman  studied  23 
pediatric  patients  with  diarrhea.  All 
had  one  or  more  negative  stools.  Of 
these,  5 patients  had  Giardia  lamblia 


which  was  diagnosed  by  the  simple 
ENTERO-TEST®  procedure.  Lopez 
and  co-workers  diagnosed 
Giardiasis  in  22  patients 
with  the  ENTERO-TEST® 


compared  to  4 patients  by 
stool  exams.  ENTERO- 
TEST®  has  proved  to  be  a 
useful  and  effective  method 
for  the  localization  of  upper 
GI  bleeding,  and  the  diag- 
nosis of  Typhoid  carriers, 
strongyloidiasis  and  other 
parasitic  diseases. 
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(800)  227-8162 


ENTERO-TEST,®  The  Solution.  Simple  And  Convenient. 


2551  Casey  Ave. 
Mountain  View 
California  94043 


Hemoccult 


Routine  digital  examination 
explores  only  8 cm.  of  the  colon. 
Sigmoidoscopy  reveals  an  additional 
17  cm.  But  colorectal  cancer  can  occur 
throughout  the  colon.  And  it’s  often 
asymptomatic. 

That's  why  the  Hemoccult®  test  is  so 
valuable  as  a preliminary  diagnostic  screen. 
The  Hemoccult®  test  is  a reliable  detector 
of  blood  throughout  the  colon. 

In  addition,  it’s  accurate,  inexpensive, 
simple  to  use  and  easy  to  read.  The  test 
can  be  done  in  your  office  in  minutes, 
or  given  to  your  patient  to  take  home  and 
return  by  mail. 

More  than  120,000  cases  of  colorectal 
cancer  will  occur  in  the  United  States 
this  year.  The  earlier  they  are  diagnosed, 
the  greater  the  chances  for  successful 
treatment.  Send  for  your  free  Hemoccult® 
starter  package,  today. 


Entire  Colon— 

Hemoccult®  test  or  colonoscopy 


8 cm.— Digital  examination 


Medical  Specialty 

Address 

City — state Zip. 

Phone 


Name 


Send  to:  SJG 

Cl/n  SmithKIme  Diagnostics 

^^1  880  West  Maude  Avenue.  PO  Box  61947 

Sunnyvale,  CA  94086 

□ Please  send  me  the  Hemoccult  It®  Physician  s 
Complimentary  Starter  Package 


Hemoccult®  is  available  through  local  distributors,  nationwide. 
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Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /J* 
phosphate,  30  mg,  (Warning  — may  be  habit-forming).  V-< 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 


following  strengths  No.  2 - 15  mg.  No.  3-30  mg,  and  No.  4 - 60  mg  (Warning  - may  be  habit-forming.) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 

Drug  dependence:  Empirrn  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  tor  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  d'ug  and  it  should  he  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled  Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazines,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  ot  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic 
hypertrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders. 

VERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  tight-headednc-ss,  dizziness, 

sedation,  nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than  in  nonambulatory  patients  and 
some  of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
lysphoria,  constipation,  and  pruritus. 

lie  most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  cim’usion,  drowsr- 
>s.  sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  iriitation  and  bleeding  with  aspirin. 
M patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
|in  rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  adrainistra-v 


|oWarge  doses. 

GE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the  response  ot  h 
It  It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  or  in 
patients  who  have  become  tolerant  to  the  analgesic  effect  ot  narcotics.  Eihpirm  with  Codeine  is  given  oraliy.  The  usual 
jcse  for  Empirin  with  Codeine  No.  2 and  No.  3 is  one  or  two  Tablets  every  four  hours  as  required.  The  usual  adult  dose 
'lirm  with  Codeine  No.  4 is  one  tablet  every  four  hours  as  required. 


DRUG  INTERACTIONS:  The  CNS  depressant 
, effects  Of  Empirin  with  Codeine  may  be 

r that  of  other  CtB'depressants. 
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For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 


The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 
Total  maintenance  on  selected 


Lincoln-Mercury  product 
lines 

Yo“  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we  11  be  happy  to  answer  your  questions. 

Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

u i . , Bankston  Rentals,  Inc.  .4747 LB J Freeway. Dallas,  Texas  75234.214/233-1441 

Holiday  Lincoln-Mercury . 2300  W est  Freeway  at  Forest  Park  Blvd . . Ft . Worth , Texas  76101  -817/335-6471 
Lowell  Lebermann  Lincoln-Mercury . 900  W.  Sixth  Street  • Austin,  Texas  78763 .512/ 472-840 1 
Southwest  Motor  Leasing , Inc . .6737  Southwest  Freeway . Houston , Texas  77074 .713/981-3591 
r or  Bexar  County  / San  Antonio . Southwest  Motor  Leasing . Houston  (Collect)  713/981-3591 
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TMA  IN  ACTION 

Cancer  registries  supported 
locally  and  statewide 

Development  of  cancer  committees 
and  tumor  registries  is  an  important 
part  of  a general  effort  to  improve  can- 
cer care  in  Texas. 

The  TMA  Committee  on  Cancer 
sought  and  received  endorsement  for 
that  view  from  the  House  of  Delegates 
in  November  when  the  House  adopted 
a resolution  endorsing  and  encourag- 
ing appointment  of  a committee  on 
cancer  in  each  hospital  in  the  state, 
and  establishment  of  a cancer  registry 
in  the  medical  records  department  of 
the  hospital. 

The  purpose  of  hospital  committees 
on  cancer  will  be  to  analyze  the  cancer 
care  provided  in  the  facility  and  to  de- 
velop continuing  education  programs. 

Promotion  of  these  activities  will 
be  undertaken  by  the  Committee  on 
Cancer  as  part  of  its  support  of  the 
American  College  of  Surgeons'  Com- 
mission on  Cancer  Institutional  Cancer 
Program.  In  addition,  the  committee 
plans  to  develop  public  and  profes- 
sional programs  to  inform  each  group 
of  the  benefits  of  these  approaches, 
j and  prepare  materials  for  publications 
and  talks  for  meetings. 

At  the  state  level,  the  Texas  Depart- 
ment of  Health  was  commended  for 
implementation  of  a statewide  cancer 
registry,  and  the  TMA  pledged  to  en- 
dorse and  support  the  program  and  to 
encourage  members  to  promote  the 
program  within  the  state.  Active  sup- 
port for  full  implementation  of  the 
registry,  including  adequate  funding, 
also  was  proposed  by  the  Committee 
on  Cancer  and  adopted  by  the  House 
of  Delegates. 

$2  million  donation  to  research 
earns  commendation  for  Shell  Oil 

When  the  encouraging  data  and  high 
cost  of  cancer  research  involving  in- 
terferon became  generally  known, 


the  Texas-based  Shell  Oil  Company 
promptly  donated  $2  million  to  support 
that  research. 

Shell  was  the  first  of  several  com- 
panies to  make  a substantial  donation 
to  research  on  interferon,  and  the  gift 
was  the  largest  single  corporate  grant 
of  its  kind,  in  recognition,  the  Texas 
Medical  Association's  House  of  Dele- 
gates adopted  a resolution  commend- 
ing the  company. 

The  resolution,  proposed  by  the  Har- 
ris County  Medical  Society,  called  for 
the  TMA  to  bring  to  the  attention  of 
other  companies,  foundations,  and  in- 
dividuals the  long-range  public  service 
effects  of  such  donations. 

It  also  encouraged  the  TMA  member- 
ship to  identify  major  contributors  to 
medical  research  and  education  and 
report  these  to  the  TMA  for  appropriate 
recognition. 

The  grant  from  the  Shell  Oil  Com- 
pany was  shared  equally  by  the  Ameri- 
can Cancer  Society  and  the  Interferon 
Foundation,  which  is  based  in  Houston. 

JCAH  amends  rules 
regarding  CME 

The  Board  of  Commissioners  of  the 
Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  recently  revised  the 
requirement  for  continuing  medical  ed- 
ucation (CME)  for  medical  staff  mem- 
bership. While  the  new  policy  con- 
tinues to  require  CME  for  medical  staff, 
it  now  allows,  at  the  discretion  of  the 
medical  staff,  outside  educational 
efforts  to  be  substituted  for  participa- 
tion by  the  medical  staffs  in  hospital- 
sponsored  educational  programs.  The 
revised  manual  will  also  continue  the 
JCAH  definition  for  CME:  “The  term 
used  to  indicate  all  education  that  is 
relevant  to  the  type  of  patient  care 
delivered  in  the  hospital  that  is  related 
to  the  findings  from  Quality  Assurance 
activities;  and,  in  addition,  education 
that  provides  current  knowledge  rele- 
vant to  the  individual’s  field  of  practice.” 

With  this  action,  the  Texas  Medical 
Association  and  its  delegation  to  the 


American  Medical  Association  have 
obtained  greater  flexibility  for  meeting 
CME  requirements.  The  TMA  Council 
on  Health  Facilities  will  review  these 
changes  to  determine  to  what  extent 
they  satisfy  TMA  House  of  Delegates 
objectives. 

The  Texas  resolution  to  the  AMA  had 
requested  that  JCAH  support  the  prin- 
ciple of  voluntary  continuing  medical 
education  in  lieu  of  the  standard  which 
stated  that  accredited  hospitals  shall 
establish  CME  requirements  for  medi- 
cal staff  membership. 

13  symposia  highlight 
TMA  annual  meeting 

Growing  interest  in  issues  of  cancer 
prevention,  the  alcoholic  patient,  the 
aging,  medicolegal  questions  confront- 
ing emergency  physicians,  and  ethics 
between  the  judicial,  legal,  and  medical 
professions  has  resulted  in  the  presen- 
tation of  a wide  variety  of  symposia  for 
the  1981  TMA  Annual  Session.  The 
1 14th  annual  meeting  will  convene  May 
27-31  in  Dallas  with  some  6,500  par- 
ticipants expected. 

The  practicing  internist  can  enhance 
his  or  her  knowledge  of  cancer  as  a 
preventable  disease  in  a symposium 
offered  May  28,  2-5pm.  Emphasis 
here  will  be  on  the  importance  of  the 
primary  care  physician  in  the  early  de- 

Justice  Charles  W.  Barrow,  Supreme  Court  of 
Texas,  Austin,  will  offer  a presentation  at  the  Medi- 
colegal Symposium. 
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tection,  diagnosis,  and  improved  can- 
cer care  at  a community  level.  Other 
areas  of  discussion  will  explore  the  sur- 
veillance procedures  for  cancer  detec- 
tion in  asymptomatic  individuals. 

Common  pathologic  conditions  as- 
sociated with  elderly  persons  will  be 
discussed  during  the  Symposium 
on  Pulmonary  Changes  in  Aging  on 
Thursday,  May  28.  9am- 12  noon  This 
program  will  focus  on  the  status  and 
improvement  of  care  in  Texas  long- 
term care  institutions  and  will  empha- 
size the  importance  of  teaching  more 
geriatrics  courses  in  medicai  schools 
and  through  the  allied  orofessions.  One 
of  the  most  common  chronic  pulmo- 
nary conditions  affecting  older  per- 
sons, chronic  obstructive  lung  disease, 
will  be  discussed,  as  will  bronchogenic 
carcinoma. 

The  Symposium  on  Alcoholism  and 
Drug  Abuse,  Friday,  May  29,  9am- 12 
noon,  will  offer  discussion  on  how  to  in- 


tervene and  help  the  chemically  depen- 
dent patient  seek  treatment  and  alter 
his  or  her  life  without  chemicals.  How 
physicians  can  provide  helpful  informa- 
tion found  on  examination  to  the  patient 
while  using  the  positive  energy  in  a 
family  system  to  bring  about  a course 
of  treatment  will  be  discussed.  A dem- 
onstration of  such  intervention  will  also 
be  presented 

Emergency  medical  physicians  can 

Dr  Terry  A Rustin,  medical  director  at  Raleigh  Hills 
General  Hospital  in  Houston,  will  speak  at  the 
Symposium  on  Alcoholism  and  Drug  Abuse 


gain  a preview  of  the  malpractice  pro- 
cess and  federal  regulations  which 
affect  emergency  medical  services  dur- 
ing the  Symposium  on  Emergency 
Medical  Services.  Friday,  May  29, 
8:30am-5pm.  This  program  will  in- 
clude an  overview  of  law  and  the  phy- 
sician, medicolegal  pitfalls  in  the  emer- 
gency room,  forensic  medicine,  and 
! medicolegal  methods  for  managing  the 
I belligerent  or  intoxicated  patient. 

Expanding  this  theme,  the  Medico- 
| legal  Symposium,  Thursday,  May  26. 

! 2-5pm  will  provide  discussion  be- 
| tween  the  judicial,  iegai,  and  medical 
' professions  to  improve  understanding 
! of  each  group’s  basic  code  of  ethics. 

I Seminar  topics  include  medicai,  legal, 
j and  judicial  ethics,  resolving  ethical  di- 
lemmas. and  special  Drobiems  con- 
fronting plastic  surgeons. 

Each  of  the  symposia  qualifies  for 
three  credit  hours  Category  1 of  the 
American  Medicai  Association's  Pnysi- 
i cian  Recognition  Award. 

Medical  practice  workshops 
set  tor  Dallas,  San  Antonio 

The  last  in  a series  of  medical  practice 
workshops  will  be  offered  this  month. 
The  two-day  seminars,  titled  "Estab- 
lishing Yourself  in  Medical  Practice,'' 
i explore  practical  techniques  in  recruit- 
i ing  and  keeping  the  best  personnel, 
controlling  patient  flow,  financing  a 
medical  practice,  and  keeping  medical 
records.  The  second  day  explores,  in 
further  detail  financial  management 
j essentials,  the  economic  and  iegai  as- 
: pects  of  practice,  and  ways  of  building 
up  a medical  practice.  The  seminars 
are  sponsored  oy  tne  Texas  Medical 
j Association  and  are  conducted  by  Con- 
j omikes  Associates,  Inc. 

This  month’s  workshops  will  oe  held 
j in  Dallas  and  San  Antonio.  On  March 
17-18,  the  workshop  is  scheduled  at 
the  Executive  Inn,  Dallas;  a workshop 
will  also  be  offered  at  the  Bexar  County 
Medical  Society  in  San  Antonio,  March 
19-20. 

The  programs  are  specificaliy  de- 


j signed  for  physicians  entering  the 
j practice  of  medicine. 

Those  seeking  additional  information 
! regarding  registration  should  contact 
! Jim  White  or  Alice  Swaim  at  the  TMA; 

| telephone  512-477-6704 

HEALTH  LIKE 

! Outpatient  surgery  tounc 
i less  costly  in  HMO  study 

; A study  by  Kaiser  Permanente  Medical 
i Care  Program,  the  country's  largest 
j health  maintenance  organization 
j (HMO),  suggests  outpatient  surgical 
; proceaures  save  money  and  do  not 
| harm  the  quality  of  patient  care.  Kaiser 
I compiled  data  on  65,000  oatients  who 
I underwent  surgery  in  the  Oregon  re- 
! gion  between  1 966  and  1 974  and 
: compared  tne  costs  and  benefits  of  am- 
j bulatory  surgery  with  inpatient  surgery. 

! John  D.  Jonnson,  MD,  Kaiser  legisla- 
tive representative,  summarized  the 
I study's  findings  at  a recent  hearing  of 
i the  House  interstate  and  Foreign  Com- 
I merce  Suocommittee  on  Oversignt  and 
; investigations.  A statistical  analysis  of 
I the  quality  of  care  revealed  that  there 
j was  no  significant  difference  between 
j the  recovery  rates  of  hospitalized  and 
i ambulatory  patients.  The  study  ob- 
i served  that  bills  for  ambulatory  surgery 
I averaged  $235  less  than  the  cost  to 
i hospitalize  patients  who  paid  for  the 
same  surgical  procedure.  While  am- 
i bulatory  patients  spent  more  time  in 
! the  recovery  room,  the  hospital  room 
costs  and  charges  for  physician  visits 
1 to  the  hospital  were  eliminated 

I UTHSC  at  Dafias  opens 
new  geriatrics  division 

! A new  geriatrics  division,  which  will 
stress  health  maintenance  for  the  el- 
derly, has  been  established  at  The 
University  of  Texas  Health  Science 
Center  at  Dallas.  Seymour  Eisenberg, 
MD.  chairman  ot  the  new  division, 
wants  to  focus  on  what  he  considers 
two  unmet  needs;  "Our  acute  care  cen- 
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A RISK 
YOU  DON’T 
HAVE  TO 
TAKE... 


Termination  dates  of  the  Texas  Medical  Association  Insurance  plans 
are  probably  the  most  generous  you  will  find: 


OFFICE  OVERHEAD AGE  70 

PERSONAL  ACCIDENT AGE  70 

DISABILITY  INCOME AGE  75 

MAJOR  MEDICAL LIFETIME 

LIFE  INSURANCE LIFETIME 


We  are  confident  you  will  find  the  amounts  payable  and  the  benefit 
provisions  remain  generous,  even  though  in  some  instances  certain 
reductions  apply. 


JUST  ANOTHER  EXAMPLE  OF  HOW  YOUR  TEXAS 
MEDICAL  ASSOCIATION  INSURANCE  PROGRAM 
SERVES  YOU  BEST! 

for  information  or  brochure,  contact: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 

CALL  TOLL  FREE 


1-800-252-9318 


Pmdential 


(HOUSTON  PHYSICIANS  DIAL  ONLY  224-5309) 
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ters  should  develop  expertise  in  the 
care  of  elderly  patients,  and  we  need  a 
public  education  program  tor  people  in 
their  late  50s.” 

The  geriatrics  division  of  the  depart- 
ment of  internal  medicine  will  not  be 
segregated  from  the  mainstream  of 
medicine.  Eisenberg  says  the  division 
will  work  with  every  department,  except 
maybe  pediatrics. 

Because  of  the  difficulty  in  attracting 
young  physicians  to  geriatric  medicine, 
it  is  hoped  that  each  course  medical 
students  study  will  include  some  core 
material  on  special  problems  of  aging. 
Eisenberg  will  not  teach  all  the  material 
but  will  ensure  that  material  is  included 
in  the  curriculum.  He  will  lecture  soph- 
omore students  on  history-taking  and 
biology  of  aging,  and  this  semester  is 
offering  a senior  elective  on  “Geriatrics 
and  Bedside  Medicine.”  Eisenberg 
stated,  “You  can  say  that  we  will  be  a 
geriatrics  division  with  our  own  style — 
dedicated  to  diminishing  or  delaying 
disability  and  assuring  the  elderly  of  the 
best  possible  care  by  our  bright  young 
graduates.” 

Attorneys  offer  suggestions 
to  avoid  medical  liability 

Medical  malpractice  action  oftentimes 
is  the  result  of  a misunderstanding  be- 
tween a patient  and  a physician.  If 
better  communication  could  prevent 
misunderstandings  and  a lawsuit, 
physicians  may  wish  to  take  note  of 
suggestions  set  out  by  Josh  H.  Groce 
and  Tom  Sharp,  Jr,  attorneys  in  San 
Antonio.  They  recommend  the  follow- 
ing “Twenty  Don’ts  For  Doctors”: 

— Don’t  criticize  a previously  treating 
doctor  without  knowing  all  the 
facts. 

— Don’t  fail  to  keep  adequate  rec- 
ords, both  in  the  office  and 
hospital. 

— Don't  fail  to  take  a complete  his- 
tory which  shows  why  certain 
procedures  should  or  should  not 
be  used  (penicillin,  barbiturates, 
etc,  reactions)  and  see  that  proper 


warnings  are  given. 

— Don’t  change  or  add  to  a record 
after  an  untoward  event. 

— Don’t  necessarily  withhold  from 
the  patient  the  dangers  incident  to 
your  treatment,  particularly  with 
drugs  not  yet  time-tested — have 
your  patients'  informed  consent. 

— Don’t  guarantee  treatment  or 
make  overly  optimistic  statements. 

— Don’t  unnecessarily  withhold  from 
a patient  suffering  from  a serious 
illness  or  his  family  the  material 
facts. 

— Don’t  fail  to  have  an  advance  un- 
derstanding about  your  charges 
where  a substantial  fee  is  ex- 
pected. 

— Don’t  press  for  collection  of  a bill 
from  a dissatisfied  patient  without 
thinking  twice. 

— Don't  fail  to  use  the  indicated  diag- 
nostic procedures. 

— Don’t  fail  to  call  in  a specialist 
when  indicated. 

— Don’t  fail  to  get  the  patient’s  con- 
sent if  someone  else  is  to  be  called 
in  to  do  surgery  or  diagnostic  pro- 
cedures. 

— Don’t  fail  to  confirm  your  instruc- 
tions in  writing  where  you  have 
reason  to  believe  the  patient  is  not 
cooperating  or  where  serious  con- 
sequences may  result. 

— Don’t  leave  the  city  without  ad- 
vance notice  to  a patient  needing 
continuing  care. 

— Don’t  fail  to  respond  promptly  to 
emergency  calls  from  your  regular 
patients. 

— Don’t  give  privileged  information 
on  only  oral  authorization. 

— Don’t  disclose  that  you  are  cov- 
ered by  insurance. 

— Don’t  assume  that  the  old  fash- 
ioned doctor-patient  relationship 
exists. 

— Don’t  assume  that  the  old  fash- 
ioned doctor-doctor  relationship 
exists. 

— Don’t  be  a member  of  the  do-it- 
yourself  school  when  a malpractice 


claim  is  asserted.  Report  it  at  once 
so  it  may  be  handled  expertly. 

Medical  branch  establishes 
new  doctoral  program 

Beginning  in  May,  students  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston  may  participate  in  a new 
doctoral  program  in  neuroscience.  The 
program,  which  will  provide  specialized 
training  in  the  growing  field  of  neuro- 
science, recently  was  approved  by  the 
Coordinating  Board,  Texas  College  and 
University  System,  following  five  years 
of  planning. 

Graduate  School  Dean  J.  Palmer 
Saunders,  PhD,  noted  that  the  program 
would  be  the  coalition  of  several  bio- 
medical disciplines  including  bio- 
chemistry, pharmacology,  physiology, 
anatomy,  and  the  behavioral  sciences 
component  of  the  department  of  psy- 
chiatry and  behavioral  sciences.  Saun- 
ders said,  “A  multidisciplinary  ap- 
proach is  necessary  if  we  are  to  gain  a 
better  understanding  of  how  the  body 
and  brain  work.” 

The  major  research  base  for  the  neu- 
roscience program  will  be  the  UTMB 
Marine  Biomedical  Institute.  William  D. 
Willis,  MD,  PhD,  director  of  this  in- 
stitute, will  serve  as  acting  director  of 
the  program  until  the  neuroscience  fac- 
ulty elects  a permanent  director. 

Those  seeking  additional  information 
regarding  the  neuroscience  program 
may  write  or  call:  Dr  Willis,  Marine  Bio- 
medical Institute,  Galveston,  TX  77550; 
512-765-2103. 

Federal  study  shows  patients 
initiate  most  office  calls 

The  question  of  who  initiates  physician 
visits  has  been  studied  by  the  National 
Center  for  Health  Services  Research 
(NCHSR).  The  study  is  one  in  a con- 
tinuing series  to  help  analyze  how 
Americans  use  health  care  services 
and  determine  the  patterns  of  health 
expenditures  and  health  insurance. 

Based  upon  the  three-month  period 
of  January-March  1 977,  this  particular 
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study,  “Who  initiates  visits  to  a physi- 
cian?” showed  that  60%  of  all  visits  to  a 
physician  were  initiated  by  the  patient; 
36%  were  initiated  by  the  physician 
i during  a previous  visit;  and  4%  by  un- 
j known  means.  The  percentage  of 
physician-initiated  visits  was  higher  for 
visits  in  hospital  outpatient  depart- 
ments than  for  visits  to  a physician’s 
office.  The  study  also  showed  that  vis- 
its for  older  patients  were  more  likely  to 
be  initiated  by  physicians  than  visits  by 
younger  patients. 

The  physician’s  office  was  the  setting 
for  82.3%  of  the  visits  surveyed.  Other 
locations  included  the  hospital  outpa- 
tient department  (8.3%)  and  the  hospi- 
tal emergency  room  (4.3%),  with  other 
medical  settings  making  up  5.1  % of  the 


i 


locations. 

The  study  indicated  that  physician- 
initiaied  visits  rose  inversely  with  the 
patient  s perceived  health  status; 

48.9%  of  the  visits  by  persons  with 
poor  health  were  arranged  by  the  phy- 
sician during  a previous  visit  compared 
with  43%  for  oersons  with  fair  health, 
35.4%  for  persons  in  good  health,  and 

31 .1  % for  persons  in  excellent  health. 

The  study  showed  no  statistically 

significant  differences  in  the  percent- 
age of  physician-initiated  visits  by  sex, 
race,  or  education.  However,  geo- 
graohicai  differences  were  apparent 
when  considering  the  number  of  physi- 
cians per  100  000  population.  The 
percentage  of  physician-initiated  visits 
rose  with  the  overall  physician  to  popu- 
lation ratio  (from  31 .1  % for  states  with 
less  than  1 00  physicians  per  1 00,000 
population  to  39.6%  for  states  with  1 75 
or  more  physicians  per  population  of 
100,000). 

Physician-initiated  visits  for  patients 
with  no  health  insurance  showed  a 

34.1  % distribution;  patients  with  private 
health  insurance,  36.2%;  patients  on 
Medicare,  47.9%;  and  patients  on  Med- 
icaid, 42%. 

The  estimates  used  in  the  report 
were  based  on  interviews  with  patients 
or  members  of  the  patient’s  household 
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! during  the  first  quarter  of  1 977.  The  re- 
i port  was  published  by  the  US  Depart- 
i ment  of  Health  and  Human  Services, 
Public  Health  Service,  Office  of  Health 
Research,  Statistics  and  Technology, 
National  Center  for  Health  Services 
Research.  Copies  are  available  from 
NCHSR.  Publications  and  Information 
Branch,  Room  7-44,  3700  East-West 
Highway,  Hyattsville,  MD  20782. 

NEWSMAKERS 

RICHARD  H.  JESSE,  MD,  Houston, 
has  been  named  the  first  recipient  of 
the  M.  G.  and  Lillie  A.  Johnson  Chair 
for  Cancer  Treatment  and  Research  at 
The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  institute.  A 
member  of  the  M.  D.  Anderson  staff 
since  1 957,  Dr  Jesse  is  professor  of 
' surgery  and  head  of  the  department  of 
| head  and  neck  surgery.  He  is  a past 
' president  of  the  Society  of  Head  and 
j Neck  Surgeons,  American  Radium  So- 
ciety, and  both  the  Harris  County  and 
Texas  Division  of  the  American  Cancer 
j Society. 

MARGERY  W.  SHAW.  MD,  Houston,  is 
the  new  president-elect  of  the  Ameri- 
can Society  of  Human  Genetics.  Dr 
Shaw  is  professor  of  medical  genetics 


Dr  Margery  W.  Shaw,  Houston 


X 


» 


! and  director  of  the  Medical  Genetics 
| Center  at  The  University  of  Texas 
Health  Science  Center  at  Houston.  She 
is  past  president  of  the  Genetics  So- 
ciety of  America. 

| JOSEPH  M.  WHITE,  MD,  former  presi- 
dent of  the  University  of  Health  Sci- 
ences at  the  Chicago  Medical  School, 
has  been  named  director  of  medical 
education  at  St  Paul  Hospital  in  Dallas. 
He  replaces  E.  P.  JENEVEIN,  MD,  who 
is  now  the  director  of  pathology  at  St 
Paul.  Dr  White,  a native  of  Dallas,  is  im- 
mediate past  president  of  the  Society 
for  Health  and  Human  Values.  He  is 
currently  chairman  of  the  Coordinating 
Council  on  Medical  Education,  serves 
on  the  board  of  directors  of  the  Institute 
| on  Human  Values  in  Medicine,  and  is 
j the  AMA  representative  to  the  National 
| Board  of  Medical  Examiners. 

; ROGER  UNGER,  MD  professor  of  in- 
| ternai  medicine  at  The  University  of 
I Texas  Health  Science  Center  at  Dallas. 
! has  been  awarded  an  honorary  aoc- 
! tor’s  degree  from  the  University  of 
| Liege  (Belgium).  A senior  medical  in- 
J vestigator  at  the  Dallas  Veterans  Ad- 
: ministration  Medical  Center,  Dr  Unger 
: was  honored  for  his  work  on  the  hor- 
> mone  giucagon  and  diabetes.  He  has 
previously  received  both  the  Banting 


Dr  Joseph  M,  White,  Dallas 
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Medal  and  the  Lilly  Award  of  the  Ameri- 
can Diabetes  Association,  the  David 
Rumbough  Jr  Memorial  Award  for  Sci- 
entific Achievement  of  the  Juvenile 
Diabetes  Foundation,  the  Veterans  Ad- 
ministration’s Middleton  Award,  and  the 
Gold  Medal  of  the  University  of  Liege. 

JOHN  SCHERMERHORN,  PhD,  dean 
of  the  School  of  Allied  Health  Sciences 
at  UT  Health  Science  Center  at  Dallas, 
has  received  a Certificate  of  Merit  for 
excellence  in  writing  from  the  Journal 
of  Allied  Health.  In  his  paper,  “Educator 
Perceptions  of  Accreditation,”  which 
appeared  in  the  August  issue  of  the 
journal,  Dr  Schermerhorn  reported  the 
results  of  a survey  of  allied  health  edu- 
cators about  accreditation  concerns. 

j CAPITAL  COMMENTS 

New  Congress  faces 
busy  health  agenda 

j Many  major  health  programs  are  due 
| to  expire  in  two  years  and  must  be  re- 
authorized  by  the  97th  Congress.  This 
! affords  the  Administration  a timely  op- 
I portunity  to  request  major  changes  in 
them. 

The  list  of  programs  requiring  con- 
gressional action  includes  health  ser- 
i vices  research,  statistics  and  technol- 
ogy; grants  to  states  for  health  ser- 
vices; primary  health  centers;  National 
Heaith  Service  Corps;  home  health 
services;  primary  care  research  and 
' demonstration  projects;  medical  librar- 
ies; national  research  institutes;  health 
research  and  teaching  facilities  and 
training  of  professional  health  person- 
nel; student  assistance;  capitation 
grants  to  schools  of  medicine,  etc; 
nurse  training;  family  planning;  genetic 
diseases;  sudden  infant  death  syn- 
drome; hemophilia;  health  mainte- 
nance organizations;  health  planning; 
health  resources  development;  health 
information  and  health  promotion; 
President’s  Commission  on  Ethics  and 
Research;  developmental  disabilities 


protection;  and  alcohol  and  drug  abuse 
programs. 

The  last  Congress  failed  to  act  on  im- 
portant bills  that  carry  over  into  the  new 
session.  The  HHS  appropriations  mea- 
sure and  aid-for-medical-education  are 
the  two  major  bills  in  this  category.  The 
child  health  assurance  bill  (CHAP),  a 
priority  of  the  Carter  Administration, 
may  be  put  on  the  shelf  in  the  new  Con- 
gress, though  there  is  still  substantial 
support.  The  hospital  cost  containment 
bill  is  beyond  salvage. 

The  medical  education  bill  may  face 
rough  scrutiny.  Both  House  and  Senate 
last  year  approved  measures  reducing 
capitation  aid  for  medical  schools,  but 
they  could  not  agree  on  specifics. 

Health  maintenance  organizations 
are  worried  that  their  allotments  from 
the  government  will  be  pared.  The  Na- 
tional Health  Service  Corps  comes 
under  HHS,  with  a new  secretary, 
Richard  Schweiker,  who  has  been  very 
critical  of  its  growth.  The  health  plan- 
ning bill  awaits  formidable  conservative 
opposition. 

Richard  Schweiker  brings 
new  views  to  HHS 

The  nomination  of  former  Sen  Richard 
Schweiker  (R-Pa)  to  be  Secretary  of 
Health  and  Human  Services  (HHS) 
brings  to  the  post  a man  well-versed  in 
health  affairs. 

The  54-year-old  Schweiker,  who  had 
announced  last  year  that  he  would  not 
seek  reelection  to  the  Senate,  was  the 
front  runner  from  the  start  in  specula- 
tion about  the  HHS  post. 

As  ranking  Republican  member  on 
the  Senate  Labor  and  Human  Re- 
sources Committee  and  on  its  health 
subcommittee,  Schweiker  has  an  ex- 
tensive knowledge  of  health  legislation 
and  of  the  federal  health  structure. 

He  has  expressed  strong  convictions 
about  certain  aspects  of  health,  notably 
reservations  about  the  extent  of  aid  for 
medical  education  and  for  the  National 
Health  Service  Corps. 

He  is  the  author  of  a “pro-competi- 


tion" plan  that  would  eliminate  most  of 
the  present  tax  deductions  for  private 
health  insurance  in  an  effort  to  encour- 
age more  cost-consciousness  by  busi- 
ness and  consumers. 

Schweiker  has  said  the  organiza- 
tional structure  at  HHS  is  haphazard 
and  suggested  there  would  be  moves 
to  get  the  “health  components  working 
together.” 

Commenting  on  the  National  Health 
Service  Corps,  Schweiker  said  “federal 
support  on  the  current  scale  will  slow 
permanent  solutions  to  physician 
maldistribution.” 

Lame  duck  budget  bill  brings 
changes  in  health  programs 

Scores  of  changes  were  made  in  the 
Medicare  and  Medicaid  programs  as  a 
result  of  passage  of  the  Budget  “Re- 
; conciliation"  bill  late  in  the  congression- 
al lame  duck  session. 

Most  of  the  controversial  provisions 
affecting  the  medical  profession  were 
dropped  from  the  bill,  as  were  the 
sweeping  changes  in  hospital  reim- 
I bursement  that  had  been  approved  by 
j the  Senate. 

Here  are  some  of  the  major  provi- 
sions that  were  enacted: 

— Professional  Standards  Review 
Organizations.  No  PSRO  will  be 
required  to  maxe  records  available 
pursuant  to  a Freedom  of  Informa- 
tion Act  request  until  one  year 
after  the  entry  of  a final  court  order 
requiring  such  disclosure. 

— Alcohol.  Medicare  will  reimburse 
for  inpatient  alcohol  detoxification 
services  in  freestanding  facilities 
meeting  health  and  safety 
standards. 

— Tests.  Diagnostic  tests  performed 
on  an  outpatient  basis  in  the  out- 
patient department  of  a hospital  or 
physician's  office  within  seven 
days  of  a patient’s  admission  to 
the  hospital  would  be  reimbursed 
in  full. 

— Radiologists  and  pathologists.  The 
special  100%  reimbursement,  with 
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no  deductible,  for  services  to  hos- 
pital inpatients  by  radiologists  and 
pathologists  would  be  limited  to 
those  who  agree  to  accept  assign- 
ment for  all  services  furnished  to 
hospital  inpatients. 

— Rural  hospitals.  The  HHS  Secre- 
tary would  be  authorized  to  apply 
Medicare  standards  to  rural  hospi- 
tals in  a flexible  manner  to  take 
into  account  the  availability  of 
qualified  personnel,  etc. 

— Clinical  laboratories.  Payment  for 
laboratory  services  will  be  limited 
to  the  lower  of  the  laboratory’s  rea- 
sonable charge  or  the  actual 
amount  billed  by  the  physician, 
plus  a nominal  fee  to  cover  his  or 
her  costs. 

— Rehabilitation.  Reimbursement 
will  be  permitted  under  Medicare 
for  comprehensive  outpatient  re- 
habilitation facilities  under  Part  B 
based  on  the  costs  incurred  in  fur- 
nishing covered  services,  includ- 
ing: physicians’  services,  nursing 
care,  physical  therapy,  occupa- 
tional therapy,  speech  pathology, 
respiratory  therapy,  social  and 
psychological  services,  prosthetic 
devices,  drugs  and  biologicals, 
supplies,  appliances,  equipment, 


and  other  items  necessary  for  pa- 
tient rehabilitation. 

Texas  health  legislation 
reveals  nothing  new 

The  first  60  days  of  the  Texas  Legisla- 
ture closed  with  no  new  health  legisla- 
tion being  introduced,  but  with  many 
issues  from  past  sessions  reappearing. 
Predictably,  the  "Sunset”  of  13  licensed 
health  providers  in  Texas  fostered  con- 
siderable debate  among  health  profes- 
sionals. Legislation  authorizing  ad- 
vanced nurse  practitioners  to  diagnose, 
treat,  and  prescribe  for  “noncomplex” 
medical  illnesses,  and  generic  drug 
substitution  legislation  authorizing  a 
pharmacist  to  select  a different  drug 
product  from  the  original  physician  pre- 
scription have  again  been  introduced. 
The  Dental  Practice  Act  has  been 
amended  to  authorize  a dentist  to  per- 
form histories  and  physical  examina- 
tions independently  of  medical 
supervision. 

Two  Texas  health  agencies — the  De- 
partment of  Health  and  Department  of 
Mental  Health  and  Mental  Retarda- 
tion— are  rocking  under  a series  of 
reorganization  efforts  which  would  shift 
their  service  delivery  focus  and  repeal 
requirements  that  a physician  head  the 


respective  agencies.  In  the  area  of 
medical  education,  legislation  now  in 
its  third  generation  to  provide  state  aid 
to  teaching  hospitals  is  being  debated, 
as  are  proposals  from  special  interim 
committees  to  increase  higher  educa- 
tion tuition.  Right-to-life  organizations 
are  vigorously  pursuing  restrictive  anti- 
abortion measures,  and  lay  midwifery 
legislation,  vetoed  by  Governor  Clem- 
ents last  session,  is  being  discussed 
again. 

Legislation  to  provide  for  an  in-state 
disposal  of  low-level  nuclear  waste  has 
drawn  considerable  controversy.  Physi- 
cians and  representatives  of  the  Texas 
Trial  Lawyers  Association  are  again  at 
odds  regarding  legislative  clarification 
of  a current  professional  liability  law  to 
ensure  that  a physician  has  a cause  of 
action  to  sue  a plaintiff  or  plaintiff’s  at- 
torney, who  has  filed  a reckless  (bad 
faith)  suit  against  the  physician.  Also, 
the  major  overhaul  of  the  mental  health 
code  continues  with  considerable  em- 
phasis on  the  mental  patient’s  bill  of 
rights. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  1/31/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

1/31/80 

Date  of  Investment 

1/31/78 

1/31/76 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 

T.  Rowe  Price  Growth  Stock  Fund 

$12,255 

$11,856 

$19,924 

$15,965 

$20,430 

$14,314 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

Rowe  Price  New  Income  Fund 

$10,924 

$10,215 

$10,331 

$11,616 

$12,293 

$13,770 

Current  yields  on  interest  bearing  options. 

Mercantile  Bank  Time  Deposits 

21/2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

11.75%  (Through  2/18/81) 

8.00% 

14.68%  (Through  2/18/81) 

Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  2/9/81  17.57% 
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This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


No  matter 
how  close 
the  copy... 


wouldn’t  you 
rather  have  the 
original? 


The  original  dipyridamole. 


w 
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Persantine 

(dipyridamole) 


During  the  17  years  that  Persantine 
has  been  used  for  long-term  therapy  of 
chronic  angina  pectoris,*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine®  (dipyridamole) 

Chronic  Angina  Pectoris 
Tablets  of  25  mg  and  75  mg 


‘INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

“Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 
full  prescribing  information. 

Cl  ) boehringer 
Vyirrjfy  Ingelheim 

Boehringer  Ingelheim  Ltd 

Ridgefield,  CT  06877 


Lee  Boltin/Metropolitan  Museum  of  Art 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


LU- 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P,  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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The  Non-Stop  Copier 


ESKOFOT 1001 


No  moving  top 
or  flap  to  raise 
and  lower  , 


Crisp 

clear  copies 
on 

any  paper 


. 


A special 
collecting  tray 
will  catch  the 
\ originals  / 


The  highest  productivity  available 
in  small  Copiers 


ESKOFOT  1001 

The  newest  technology  in  plain 
paper  Copiers:- 

• Non-stop  feeder 

• Fiber  optics 

• 10  copies  from  10  originals  per  minute 

• Copies  on  any  paper" 

• Instant  on 


• Book  copying 

• Dry  toner  process 


Have  a demonstration 
call  today 


ESKOFOT  AMERICA  INC. 

1091  INDUSTRIAL  ROAD,  P.O.  BOX  790.  SAN  CARLOS,  CA  94070 

Call  Toll  Free  (800)  227-8989  for  the  name  of  your  nearest  Authorized  ESKOFOT  Dealer 


Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,  ” “overuse, ” “misuse,  '1  and  “abuse,  " my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.  I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  vouve  made.  Recall  how  often 
you've  heard,  as  a result,  “Doctor,  I don  t know  what  I would  have  done 
without  your  help.  ” 

You  and  I can  feel  proud  of  what  we've  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successtully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you  11  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)© , please  see  the  following  page.  Valium  is  available  as  2-mg, 
5-mg  and  10-mg  scored  tablets. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
indications:  Management  ot  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de 
pressants  Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage.  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b.i  d.  to  q i d alcoholism.  10  mg  t.i.d.  or  q,i  d in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i  d as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d. 
or  q i . d . , adiunctively  in  convulsive  disorders,  2 to  10 
mg  b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
2'/2  mg  t.i.d,  or  q.i.d  initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets,  2 mg, 

5 mg  and  10  mg— bottles  of  100  and  500;  Tel-E-Dose « 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


Single  Entity 

Bentyl 


(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets,  10  mg./5  ml.  syrup,  10  mg./ml.  injection 


On  target  for  the 

functional  bowel/irritable  bowel  syndrome 


Single  entity  means 

©a  variety  of  Bentyl  dosage  forms  (tablets,  capsules,  syrup, 
injectable)  that  lets  you  tailor  the  dose  to  your  patient’s 
primary  need 


© freedom  to  choose  and  titrate  concomitant  medication  when 
a psychogenic  disorder  coexists 


On  target  means 

© bioequivalence  of  oral  dosage  forms  that  permits  patient’s 
choice — fosters  patients’  compliance 

@ bioavailability  of  all  dosage  forms  that  encourages 
therapeutic  effect 


© significant  pharmacologic  activity  that  can  be  demonstrated 
at  the  target  site  in  the  distal  colon  (Figure  1) 


PLACEBO 


1 MIN. 


Fig.  1.  In  ten  irritable  colon  patients,  the  mean  motility  index  for  the  colonic  wave  patterns  following  a meal  and 
intramuscu i ar  placebo  was  calculated  at  86±28.  On  a separate  day,  the  mean  motility  index  for  the  colonic  wave 
patterns  following  a meal  plus  intramuscular  Bentyl  was  calculated  at  1 4±8.  The  decrease  in  motor  activity 
induced  by  Bentyr  was  statistically  significant  (p<0.05)  in  spite  of  the  wide  range  of  the  standard  error  of  the 
H^d'H  H he  above  9raph  illustrates  the  intraluminal  pressure  findings  in  one  of  the  patients  typical  of  the  group 


•This  drug  has  been  classified  "probably"  effective  for  this  indication. 


from  a study  by  A.R.  Chowdhury 
and  S.H  Lorber,  1980 


+coSed  ius?ifi!d  Shp  ferommOLPo^arfS'09IC  f eCt  ???  52  m9  ■ which  ls  a hl9her  Sln9l3  dose  than  that  permitted  in  the  label, ng.  the  dose  was 
60  mg  I M andatth^  o injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours  Thus,  in  8 hours,  a patient  could  receive  a total  of 

occurs  after  a sinole  50  Z dose  Pr«  P 2 levfls  ,r0lT ,he  20  m9  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than 

of  efficiacy  9 5°  9 d Presumably,  the  same  pharmacologic  effect,  as  shown  in  Figure  1 , would  follow.  These  observations  do  not  constitute  evidence 


Merrell 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary  

INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
"probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation.  

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants.  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations: 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient’s  needs. 

Usual  Dosage 

Bentyi  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children:  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vz  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.  . Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE. 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urechoiine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 


Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215,  U.S.A 


Merrelf 


1-6707  (Y175C)  MNQ-443R 
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REMBILIT4TION 

INSlirUTE 

Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 

★ Spinas  Cord  Injury  Service 
George  W.  Wharton,  MD,  Director 

★ Stroke/Head  Injury  Service 
James  L.  Ough,  MD,  Director 

★ Arthritis  Program 

Ear!  C.  Smith,  MD,  Director 

★ The  Foot  Clinic 

Donald  M.  Mauldin,  MD,  Director 


Other  services  available  are: 

Amputee  and  Problem  Fracture  Service 
Hand  Rehabilitation  Service 
Spinal  Pain  Program 


Referrals:  214  637-0740 

7850  Brookholiow  Road 
Dallas,  Texas  75235 
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TEXAS  MEDICINE 


Welcome  to  Dallas 


Housing, 

Advance  Registration  and 
Ticket  Order  Forms 


Featuring 

50  Guest  Speakers  plus  400  special  and  TMA-member 
speakers. 

22  Section  Programs  Allergy;  Colon  and  Rectal  Surgery; 
Digestive  Diseases;  Diseases  of  the  Chest;  Family  Practice; 
Internal  Medicine;  Neurological  Surgery;  Neurology;  Nuclear 
Medicine;  Obstetrics  and  Gynecology;  Occupational  Medicine; 
Ophthalmology;  Otolaryngology;  Pathology;  Pediatrics; 

Physical  Medicine  and  Rehabilitation,  Plastic,  Reconstructive, 
and  Maxillofacial  Surgery;  Psychiatry;  Public  Health; 

Radiology;  Surgery;  Urology. 

AMA  — TMA  Postgraduate  Courses  are  scheduled 
Wednesday,  May  27,  through  Saturday,  May  30.  Basic  and 
Advanced  Cardiac  Life  Support  courses  are  scheduled 
Wednesday  and  Thursday,  May  27-28.  Completion  of  courses 
will  qualify  attendees  for  Category  1 credit,  AMA  Physicians 
Recognition  Award.  (Registration  information  will  be  sent  to 
the  membership  in  a separate  mailing.) 

Office  Evaluation  of  Headache  • Antibiotic 
Update — 1981  • Recurrent  Urinary  Tract  Infections  in 
Children  • Myocardial  Infarction;  Update  on 
Management  • Pediatric  Neurology  for 
Pediatricians  • Update  on  Care  of  Neonate  • Child  Abuse 
and  Neglect  • Office  Dermatology  • Pediatric 
Gastroenterology — What’s  New  • Developmental 
Disabilities  • Recognition  and  Management  of  Pulmonary 
Embolism  • Cardiac  Arrhythmias:  Causes,  Diagnosis  and 
Treatment  • Chronic  Obstructive  Lung  Disease  • Basic 
Electrocardiography  • Diagnosis  and  Treatment  of  Common 
Gastrointestinal  Disorders  • Office  Gynecology  • 

Intermediate  Electrocardiography 

12  Curbstone  Consultations  person-to-person  conversational 
discussions  of  cases  and  problems  of  general  medical  interest. 

12  Continental  Breakfast  Presentations  open  to  physicians  in 
all  specialties  and  in  family  practice.  Join  speakers  for  short 
lectures  and  informal  discussions  Thursday,  Friday,  and  Saturday 
mornings. 

35  Specialty  Society  Programs  • 12  Special  Committee 
Symposia  • 200  Scientific  and  Technical  Exhibits  • Forum 
of  Original  Research  • Physicians’  and  Spouses’  Art  and 
Hobby  Exhibit. 

Sports/Entertainment  golf,  tennis.  Run  for  Fun,  fraternity 
and  alumni  parties,  class  reunions. 


DALLAS 
CONVENTION 
CENTER 
May  27-31 


General  Meeting  Luncheons 

Friday,  May  29,  12:15  p.m.,  Convention  Center.  Henry  J. 
Heimlich,  M.D.,  who  recently  received  recognition  as  a speaker 
from  the  International  Platform  Association,  will  capture  the 
attention  of  attendees  with  his  remarks  on  Space-Age  Medicine.  A 
pioneer  in  space-age  research,  Dr.  Heimlich  will  provide  new 
directions  in  medicine  and  discuss  innovative  diagnostic  and 
corrective  tools  and  techniques  which  are  now  available.  The 
speaker  is  well  known  for  his  Heimlich  Maneuver,  which 
has  saved  many  choking  victims,  and  for  his  work  in 
bio-engineering  in  the  development  of  a portable  oxygen  supply 
for  patients  with  lung  disease.  A popular  news  and  talk  show 
speaker,  Dr.  Heimlich  is  noted  not  only  for  his  medical 
expertise,  but  his  fine  sense  of  humor  and  speaking  ability. 

Saturday,  May  30,  12:15  p.m..  Convention  Center.  Television 
and  radio  personality  Art  Linkletter  will  be  on  the  rostrum.  His 
wit  and  engaging  manner  have  inspired  all  ages  for  .30  years. 

His  People  are  Funny  weekly  TV/radio  show  won  three  Emmy 
awards,  and  his  book.  Kids  Say  the  Darndest  Things,  is  an  all- 
time  favorite.  Recipient  of  numerous  awards  and  honorary 
degrees,  his  chief  interest  today  is  his  fight  against  drug  abuse. 
Luncheon  With  Art  Linkletter  will  brighten  your  day. 


Guest  Speakers 

Joseph  E.  Acker,  Jr.,  M.D. 

Knoxville,  Tennessee 
cardiovascular  diseases 

William  H.  Beierwaltes,  M.D. 

Ann  Arbor,  Michigan 

nuclear  medicine,  internal  medicine 

Peter  H.  Byles,  M.D. 

Syracuse,  New  York 
anesthesiology 

Gilbert  S.  Campbell,  M.D. 

Little  Rock,  Arkansas 
thoracic  surgery 

Timothy  N.  Caris,  M.D. 

San  Antonio,  Texas 
internal  medicine 
(cardiovascular  diseases) 

Robert  C.  Cefalo,  M.D.,  Ph  D 
Chapel  Hill,  North  Carolina 
obstetrics  and  gynecology 
(maternal  and  fetal  medicine) 

Chaplain  Herman  Cook 
Dallas,  Texas 

clinical  pastoral  education 

Robert  S.  Eliot,  M.D. 

Omaha,  Nebraska 
internal  medicine 
(cardiovascular  diseases) 

Stefan  S.  Fajans,  M.D. 

Ann  Arbor,  Michigan 
internal  medicine 
(endocrinology  and  metabolism) 

Patrick  C.  Freeny,  M.D. 

Seattle,  Washington 
radiology 

Robert  V.P.  Hutter,  M.D. 

Livingston,  New  Jersey 
pathology  (oncology) 

Indru  T.  Khubchandani,  M.D. 

Allentown,  Pennsylvania 
colon  and  rectal  surgery 

Gerald  L.  Klerman,  M.D. 
Rockville,  Maryland 
psychiatry 

Saul  Krugman,  M.D. 

New  York,  New  York 
pediatrics 

William  C.  Morse,  Ph  D. 

Ann  Arbor,  Michigan 
psychology 

James  P.  Muldoon,  M.D. 

Grand  Rapids,  Michigan 
colon  and  rectal  surgery 

John  F.  Murray,  M.D. 

San  Francisco,  California 
internal  medicine 
(pulmonary  diseases) 

David  F.  Paulson,  M.D. 

Durham,  North  Carolina 
urology  (neoplastic  diseases) 

Neil  H.  Raskin,  M.D. 

San  Francisco,  California 
neurology 


Rees  B.  Rees,  Jr.,  M.D. 

San  Francisco,  California 
dermatology 

Dennis  M.  Robertson,  M.D. 

Rochester,  Minnesota 
ophthalmology 

Albert  L.  Rhoton,  M.D. 

Gainesville,  Florida 
neurological  surgery 

David  B.  Sachar,  M.D. 

New  York,  New  York 

internal  medicine  (gastroenterology) 

Jay  P.  Sanford,  M.D. 

Bethesda,  Maryland 

internal  medicine  (infectious  diseases) 

Edward  F.  Scanlon,  M.D. 

Evanston,  Illinois 
surgery  (oncology) 

Alfred  L.  Scherzer,  M.D. 

New  York,  New  York 
pediatrics 

F. S.  Siker,  M.D. 

Pittsburgh,  Pennsylvania 
anesthesiology 

Charles  R.  Smart,  M.D. 

Salt  Lake  City,  Utah 
surgery 

Clifford  C.  Snyder.  M.D. 

Salt  Lake  City,  Utah 
plastic  surgery 

Richard  A.  Sternbach,  Ph.D. 

La  Jolla,  California 
pain  management 

Donald  D.  Stevenson,  M.D. 

La  Jolla,  California 
allergy,  internal  medicine 

Thoralf  M.  Sundt,  Jr.,  M.D. 

Rochester,  Minnesota 
neurological  surgery 

G.  Douglas  Talbott,  M.D. 

Smyrna,  Georgia 

internal  medicine  (pharmacology) 

Philip  Thorek,  M.D. 

Chicago,  Illinois 
surgery 

H.  Michael  D.  Utidjian,  M.D. 

New  York,  New  York 
preventive  medicine 
(toxicology  and  epidemiology) 

Maurice  Victor,  M.D. 

Cleveland,  Ohio 
neurology 

Theodore  R.  Waugh,  M.D. 

New  York,  New  York 
orthopaedic  surgery 

Jack  Weinberg,  M.D. 

Chicago,  Illinois 
geropsychiatry 

Fphriam  B.  Wilkinson,  M.D. 

Memphis,  Tennessee 
orthopaedic  surgery 


Make  your  reservations  now! 

Reservations  not  accepted  by  telephone.  Select  your  first,  second 
and  third  choice  of  hotels  from  the  list  below,  complete  the 
housing  request  card  and  mail  it  to  the  Dallas  Housing  Service. 
Preferences  will  be  honored  whenever  possible,  and  confirmation 
of  reservations  will  be  sent  directly  to  you  from  the  hotel. 


1. 


2. 


3. 


4. 


Sheraton-Dallas  Hotel  5.  Holiday  Inn-Downtown 


(Delegates  Housing) 

Singles 

$4l-$4 

Singles 

S49-S69 

Twins 

$50 

Doubles 

$64-584 

Double/ Doubles 

$50 

Twins 

$64-584 

Suites  2 room 

$115  u 

Suites  2 room 

$ 145  up 

3 room 

$ 1 60  u| 

3 room 

$235  up 

6. 

Grenelefe  Hotel 

Hyatt  Regency  Hotel 

(formerly  the  Ramada  Inn- 

(Program  Participants  and 

Downtown) 

General  Housing 

Singles 

$5'2 

Singles 

$55-573 

Doubles 

$62 

Doubles 

$71-589 

Double/ Doubles 

$62 

Twins 

$7 1 — $89 

Suites  2 room 

$125  i 

Double/Doubles 

$71-589 

3 room 

$225  i 

Suites 

$175  up 

7. 

Dallas  Hilton  Hotel 

Dallas  Convention  Center 

Singles 

$49-$' 

(Scientific  Sessions/Exhibits/ 

Doubles 

$65-$ 

House  of  Delegates) 

Twins 

$65- $85 

Double/ Doubles 

$80— $8' 

Plaza  of  the  Americas 

Suites  2 room 

$ 1 40  u] 

(Auxiliary  Headquarters) 

3 room 

$195  u 

Singles 

$60— $80 

Doubles 

$75 -$85 

Twins 

$75- $95 

Suites  2 room 

$ 185  up 

3 room 

$255  up 

***  Some  hotels  may  require  a first  night's  deposit  to  guarantee  a room 
for  late  arrival  If  you  have  already  sent  in  a priority  housing 
form,  please  do  not  duplicate  your  reservation. 

***  Changes  and  cancellations  may  be  made  after  receipt  of 
confirmation  by  calling  the  Dallas  Housing  Service  at 
214-655-1384. 


Advance  Registration  Form 
Fill  out  both  sides  and  mail  today! 

Save  time  and  effort  by  registering  in  advance.  Fill  out  the  card 
at  the  right,  mail  it  to  TMA,  and  your  registration  packet  will 
be  waiting  for  you.  There  is  no  registration  fee  for  TMA 
members.  Registration  materials  may  be  picked  up  at  the 
Convention  Center  or  the  Sheraton-Dallas. 

A form  for  ordering  tickets  to  the  General  Meeting  Luncheons 
is  located  on  the  back  of  this  advance  registration  card.  Save 
time  by  ordering  your  tickets  now. 


"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  W\YS.” 


—from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 


Pavabid  and  Pavabid  HP 

( papaverine  hydrochloride) 

150-mg  Capsules  300' mg  Capsulets 


Patient  benefit  products  from 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 
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Use  and  abuse  of  topical  steroid  preparations 

James  H.  Herndon,  Jr,  MD 

Topical  steroids  well  illustrate  the  medical  aphorism:  "Every 
balm  has  its  baneful  side-effects."  No  one  would  wish  to 
practice  medicine  without  them,  yet  every  day  the  clinician 
sees  new  ways  they  can  be  abused.  Following  the  release  of 
0.5%  hydrocortisone  for  over-the-counter  sale,  such  abuse 
can  only  occur  more  frequently. 

Masked  infection 

Fungal,  bacterial,  and  cutaneous  viral  infections  assume 
new  and  more  destructive  behavior  following  continued  topi- 
cal steroid  use.  Candida  becomes  a prolonged  and  crippling 
eruption.  Scabies  organisms  flourish  in  epidemic-producing 
numbers.  Head  and  body  lice  multiply  freely. 

Use  of  steroid  creams  and  ointments  on  the  face  induces 
both  inflammatory  and  noninflammatory  acne.  Piloseba- 
ceous  follicles  become  plugged  while  the  drug  temporarily 
suppresses  the  inflammatory  reaction  to  intrafollicular  pro- 
pionibacteria.  Rosacea,  a more  inflammatory  and  gran- 
ulomatous form  of  the  disease,  may  erupt  with  explosive 
force  following  use  of  topical  steroids.  A newly-recognized 
entity,  mislabeled  perioral  dermatitis  (although  it  itches,  it  is 
not  a dermatitis  and  can  occur  well  away  from  the  mouth), 
often  develops  for  the  first  time. 

Skin  atrophy 

Epidermis  and  upper  dermis  both  become  thinner  and 
weaker  following  sufficient  exposure  to  topical  steroids.  All 
such  effects  occur  more  rapidly  with  the  more  potent  agents 
applied  for  long  periods  in  thin  and  moist  areas  but  can  easily 
occur  in  thicker  areas  and  with  weaker  agents  if  the  patient 
persists  in  applying  them.  The  axillae,  groin,  and  face  are 
particularly  susceptible,  but  I have  seen  a healthy  fingertip 
reduced  to  a pencil-size  bony  peg  by  determined  misuse. 
Purple  striae  resembling  those  of  pregnancy  develop  on  ax- 
illary folds  and  inner  thighs.  Areas  like  the  neck  and  outer 
surfaces  of  the  arms  become  dotted  with  lakes  of  shallow 
purpura  due  to  loss  of  connective  tissue  support  of  venules. 

Stimulation  of  dermal  structures 

Many  women  seeking  a smoother  complexion  through  use  of 
topical  steroids  have  unwittingly  produced  hirsutism  as  well 
as  acne.  The  abnormal  hair  is  usually  vellus  and  often  fades 
within  two  years  of  discontinuing  steroid  use. 

Pituitary-adrenal  suppression 

As  penetrability  and  intrinsic  potency  of  topically  applied 
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steroids  have  risen,  pituitary-adrenal  suppression  has  be- 
come potentially  more  serious.  With  0.05%  clobetasol  pro- 
pionate in  a cream  vehicle  (Dermovate,  no  US  equivalent), 
the  great  majority  of  patients  using  more  than  50  gm  per 
week  will  experience  some  suppression.1  Fifty  grams  is  a 
modest  amount,  easily  applied  in  one  week  to  a small  area  of 
skin,  such  as  one  arm.  At  the  other  end  of  the  scale,  it  re- 
quired between  1 40  gm  and  420  gm  per  week  applied  over 
most  of  the  body  to  produce  suppression  with  hydrocor- 
tisone.2 For  children  with  thinner  skin  and  smaller  surface/ 
volume  ratios,  suppression  can  occur  much  more  readily. 

Habituation 

Neurons  become  habituated  to  morphine  by  reducing  the 
numbers  of  cellular  receptors  for  endogenous  opiates.  When 
the  drug  is  withdrawn,  the  deprived  neuron  reacts  strongly.  In 
a similar  way,  human  skin  seems  to  become  addicted  to 
high-potency  topical  steroids,  becoming  severely  inflamed 
whenever  the  addicting  compound  is  withdrawn.  The  only 
treatment  available  is  to  substitute  topical  steroids  of  pro- 
gressively lower  strengths  and  weaker  primary  structure  in  a 
prolonged  tapering  schedule.  This  addiction  can  develop 
anywhere  but  happens  most  often  on  the  face,  lips,  groin, 
and  fingers. 

Other  forms  of  steroid  addiction 

Besides  addiction  of  patients  to  topical  steroids,  one  must 
mention  addiction  of  physicians  to  prescribing  them,  of  phar- 
maceutical salesmen  to  selling  them,  and  of  their  parent 
companies  to  making  them.3  The  patient’s  best  interests  are 
not  always  served  when  he  or  she  receives  a prescription  for 
a topical  steroid.  Not  only  bland  creams,  but  zinc,  tar,  and  the 
still  experimental  antiprostaglandin  agents  may  do  wonders, 
particularly  in  seborrheic  dermatitis  and  psoriasis.  At  least 
90%  of  topical  steroids  prescribed  for  hand  eczema,  hives, 
or  other  primarily  dermal  erythemas,  and  sunburn  represent 
money  wasted.  Even  the  most  potent  US  products  are  prob- 
ably useless  in  poison  ivy  dermatitis. 

What  to  do 

First,  know  the  potency  of  what  you  prescribe  and  the  sus- 
ceptibility of  the  disorder  you  treat.  Hydrocortisone  can  work 
well  where  more  potent  derivatives  produce  no  additional 
benefit  and  may  cause  harm.  For  example,  places  like  the 
face  and  axilla  respond  well  to  hydrocortisone  alone.  On 
the  other  hand,  for  discoid  lupus  erythematosus  or  lichen 
planus,  only  the  most  potent  will  do,  whatever  body  part  is 
involved.  Stoughton's  careful  studies  of  topical  potency 
should  form  the  basis  for  prescribing  habits.4  He  suggests 
that  the  physician  become  familiar  with  one  or  two  prepara- 
tions in  each  class  of  potency  and  stick  with  those  (Fig  1 ). 

Second,  follow  common-sense  rules  familiar  from  other 
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areas  of  medical  prescribing:5  (1)  Use  topical  steroids  only 
for  short  periods.  Specifically,  use  the  highly  potent  ones 
for  48  hours  or  until  an  immediate  response  occurs,  then 
change  to  a weaker  one.  (2)  Use  potent  derivatives  with 
great  care  on  the  face  and  flexures  and  never  in  rosacea, 
tinea,  impetigo,  and  scabies.  (3)  Recall  that  occlusion  and 
hydration  of  skin  enhance  potency  and  penetration.  (4)  No 
more  than  one  "large”  tube  (45  to  85  gm  in  various  brands) 
of  a strong  steroid  should  be  used  per  week  without  a peri- 
odic check  of  pituitary-adrenal  suppression. 

Third,  think  of  nonsteroidal  adjuncts  in  order  to  lessen  the 
patient's  dependence  on  topical  steroids  (tar,  nonsteroidal 
anti-inflammatory  drugs,  antihistamines,  moist  compresses, 
etc). 
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Creams 

Ointments 

Gels/Lotions 

Strong 

Class  1 

Halog 

Lidex 

Cyclocort 

Diprosone 

Lidex 

Topicort 

Topsyn  gel 

Class  II 

Aristocort  0.5 

Diprosone 

Topicort 

Valisone 

Benisone  gel 
Valisone  lotion 

Moderate 

Class  III 

Synalar  0.2 

Aristocort  0 1 
Kenalog  0.1 
Synalar 

0.025 

Class  IV 

Cordran 

Kenalog  0.1 
Aristocort  0 1 
Synalar 

0.025 

Valisone  0.1 

Kenalog  lotion  0 025 

Weak 

Class  V 

Tridesilon 

Tridesilon 

Class  VI 

Hydro- 

cortisone 

Hydro- 

cortisone 

Hydrocortisone 

**  If  you  never 
heard  of  VISTA, 
it’s  because  you 
never  needed 
VISTA?’ 

—Edward  Asner 


VISTA  isn’t  a charge  card 
and  it’s  not  a travel  group.  It’s 
Volunteers  In  Service  To 
America  and  it’s  been  working 
in  the  cities,  on  the  farms  and  in 
small  towns  across  America  for 
15  years.  Improved  housing, 
nutrition  and  health  services. 
Tenant/landlord  relations.  Skill 
training.  Legal  rights.  Energy 
conservation.  Disaster  recovery. 
Cooperative  farming.  Working 
with  people  to  find  innovative 
solutions  to  many  of  the  problems 
that  face  America’s  urban  and 
rural  poor.  Today  there  are  5,000 
volunteers  working  in  more 
than  1,000  projects.  Happy 
Birthday,  VISTA.  You’ve  grown 
up  to  become  a working  part 
of  America. 


Volunteers  In  Service  To  America 
Call  Toll-Free:  800-424-8580 
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For  15  years, 

making  a good  place  better. 
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S.  B.  Paster,  MD,  Department  of  Radiology,  St  Joseph  Hospital,  Albuquerque, 
NM  87102:  B G.  Brogdon.  MD.  Department  of  Radiology,  University  of  South 
Alabama  Medical  Center,  Mobile,  AL  3661 7,  and  H.  Koffler.  MD.  Department 
of  Pediatrics,  University  of  New  Mexico  School  of  Medicine.  Albuquerque. 

NM  871 31 . Send  reprint  requests  to  Dr  Brogdon. 


Complications  of 
respiratory  assistance 
in  the  newborn 

The  use  of  mechanical  ventilatory  assistance  in  the  new- 
born intensive  care  unit  has  altered  the  natural  history  of 
idiopathic  respiratory  distress  syndrome  and  probably 
resulted  in  an  increasing  number  of  complications.  An 
awareness  of  the  pulmonary  air  block  phenomenon  in 
association  with  mechanical  ventilatory  assistance  is 
essential  for  the  understanding  of  interstitial  pulmonary 
emphysema,  pneumomediastinum,  pneumothorax, 
pneumopericardium,  pneumoperitoneum,  and  bron- 
chopulmonary dysplasia.  The  various  radiographic 
manifestations  and  diagnostic  features  of  these  com- 
plications are  discussed. 


The  development  of  intensive  care  techniques  for  the  new- 
born infant  has  altered  the  natural  history  of  the  idiopathic 
respiratory  distress  syndrome  (IRDS).  Prolonging  the  life 
of  these  infants  with  new  techniques  of  treatment  has  in- 
creased the  frequency  of  many  complications  that  were  once 
uncommon.5689  11  13“'52237384042  Mechanical  ventilatory  assis- 
tance that  produces  positive  distending  airway  pressure  may 
cause  extraalveolar  collections  of  air  and  its  subsequent 
complications.  The  physician  can  anticipate  the  complica- 
tions associated  with  the  treatment  of  IRDS  if  aware  of  the 
association  of  mechanical  ventilatory  assistance  and  the 
phenomena  of  pulmonary  air  block. 

A brief  review  of  the  pathophysiology  of  IRDS  and  of  the 
pulmonary  air  block  phenomena  enhances  the  understand- 
ing of  many  of  the  respiratory  complications.17 18  41  The  ab- 
sence or  deficiency  of  surfactant  prevents  alveolar  stability. 
At  autopsy,  examination  of  the  lungs  of  an  infant  with  IRDS 
reveals  areas  of  marked  atelectasis  mixed  with  areas  of  em- 
physema. Therapy  directed  at  preventing  alveolar  collapse 
includes  assisted  mechanical  ventilation  and  positive  dis- 
tending airway  pressure:  either  positive  end-expiratory 
pressure  (PEEP),  intermittent  positive  pressure  breathing 
(IPPB),  or  continuous  positive  airway  pressure  (CPAP).  In- 
creased pressure  in  the  alveolar  spaces  may,  however, 
cause  the  alveolus  to  rupture.  Once  that  occurs,  air  can 
dissect  into  the  adjacent  connective  tissues,  intralobular 
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septae,  and  along  the  perivascular  sheaths.  Air  block  may 
result  in  interstitial  pulmonary  emphysema  (IPE)  and,  sub- 
sequently, pneumomediastinum,  pneumothorax,  pneumo- 
pericardium, and  even  pneumoperitoneum. 

Interstitial  pulmonary  emphysema 

Campbell  described  two  roentgenographic  manifestations  of 
interstitial  pulmonary  emphysema.5  The  first  consists  of  lin- 
ear radiolucencies  3-8  mm  in  length  and  seldom  exceeding 
2 mm  in  width.  They  are  coarse  in  appearance  and  do  not 
branch  (Fig  1 ).  The  second  roentgenographic  appearance  is 
that  of  cystic  radiolucencies  which  are  usually  round,  though 
occasionally  oval  or  lobulated.  They  range  from  1 -4  mm  in 
diameter.  Confusion  may  arise  in  distinguishing  interstitial 
pulmonary  emphysema  from  hyaline  membrane  disease.  In 
interstitial  pulmonary  emphysema,  the  appearance  is  of  dis- 
organized radiolucencies  with  a haphazard  distribution  in 
localized  areas.  They  are  more  lucent  than  air  broncho- 
grams,  may  be  localized,  or  may  diffusely  involve  one  or  both 
lungs.  In  contrast,  the  pattern  of  air  bronchograms  of  hyaline 
membrane  disease  is  more  organized  and  shows  a charac- 
teristic long,  smooth  branching  linear  radiolucent  arboriza- 
tion which  decreases  in  caliber  from  the  hilum  and  frequently 
disappears  at  the  lung  periphery. 

Pneumomediastinum 

The  rupture  of  an  alveolus  into  the  interstitial  space  with  sub- 
sequent dissection  of  air  back  toward  the  hilum  results  in 
pneumomediastinum.  In  neonates,  pneumomediastinum  fre- 
quently is  asymptomatic.  Roentgenographically,  pneumo- 
mediastinum can  be  diagnosed  on  the  frontal  film  as  an  ac- 
cumulation of  air  lateral  to  the  heart.40  The  mediastinal  pleura 
may  be  seen  as  a line  demarcating  the  lateral  margin  of  the 
mediastinal  air.  The  air  frequently  outlines  and  elevates  the 
thymus,  causing  the  so-called  angel  wing  or  spinnaker  sail 
sign.23  Air  also  may  track  into  the  neck  (Fig  2).  The  lateral 
chest  roentgenogram  is  quite  helpful  as  air  is  seen  in  a ret- 
rosternal location.  Elevation  of  the  thymic  lobes  from  the 
pericardium  is  easy  to  distinguish  on  this  view  and  is  an  im- 
portant (probably  the  best)  differential  feature  from  pneu- 
mothorax.3240 Mediastinal  air  may  collect  in  the  subpleural 
spaces,  ie,  between  the  parietal  pleura  and  the  diaphragm, 
and  then  is  difficult  to  distinguish  from  a pneumothorax.3 
Conversely,  pneumothorax  in  the  neonate  commonly  accu- 
mulates medial  to  the  lung  and  lateral  to  the  heart,  pulling 
the  lung  away  laterally.  Again,  distinction  from  a pneumo- 
mediastinum becomes  difficult,  but  pneumothorax  will  not 
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outline  the  inferior  border  of  the  thymus.  The  horizontal 
beam  projection  including  cross-table  lateral  view  of  the 
chest  and/or  both  decubitus  views  can  be  helpful  in  mak- 
ing this  distinction.  Air  from  a pneumothorax  usually  has  a 
changing  pattern  of  distribution  with  gravity  whereas  a pneu- 
momediastinum does  not.32 

Pneumothorax 

There  is  a greater  incidence  of  pneumothorax  associated 
with  ventilatory  assistance  than  occurs  spontaneously.226  In- 
terstitial pulmonary  emphysema  may  dissect  peripherally 
into  the  intrapleural  space  or  a preexistent  pneumomedi- 
astinum may  rupture  into  the  intrapleural  space  with  sub- 
sequent pneumothorax.'7  The  frequent  and  concomitant 
identification  of  pneumothorax  and  pneumomediastinum  in 
IRDS  suggests  that  the  earliest  escape  route  of  free  medi- 
astinal air  under  tension,  in  the  newborn,  is  into  the  pleural 


space.6  Roentgenographically,  pneumothorax  as  seen  in  the 
frontal  view  can  be  diagnosed  as  air  bordering  the  lung 
medially,  laterally,  or  occupying  a subpulmonary  position 
between  the  lung  space  and  diaphragm  (Figs  3,  4). 40  On  the 
lateral  projection,  pneumothorax  may  be  anterior  and  pre- 
dominantly superior  to  the  heart.  Because  of  the  poor  com- 
pliance and  stiffness  of  the  lungs  in  IRDS,  it  is  very  uncom- 
mon for  them  to  collapse  completely,  as  may  occur  in  adults. 

Not  infrequently  a skin  fold  or  other  artifact  may  simulate  a 
pneumothorax.  This  “pseudopneumothorax”  must  be  sus- 
pected particularly  when  lung  markings  are  seen  lateral  to 
the  apparent  abnormality,  when  the  pleural  line  extends  out- 
side of  the  thoracic  cavity,  or  when  the  course  and  the  extent 
of  the  “pleural  line"  does  not  conform  to  expected  morphol- 
ogy (Fig  5).  When  uncertainty  persists,  additional  studies, 
including  cross-table  or  decubitus  projection  films,  should  be 
obtained  for  confirmation  or  exclusion  of  a pneumothorax  so 


1 An  anteroposterior  roentgenogram  of  the  chest  shows  the  multiple  round 
cystic  radiolucencies  of  interstitial  pulmonary  emphysema  in  both  lungs 


Volume  77  March  1981 


37 


Complications  of  respiratory  assistance 


that  needle  intervention  or  the  placement  of  a chest  tube  will 
not  be  carried  out  in  a normal  patient. 

Pneumothorax  in  the  newly  born  infant  is  frequently  under 
tension,  causing  shift  of  the  heart  and  mediastinum  to  the 
opposite  side  and  occasional  collapse  of  the  lung  (Fig  4). 
Flaring  of  the  intercostal  spaces  with  bulging  of  the  parietal 
pleura  and  impression  or  inversion  of  the  ipsilateral  hemi- 
diaphragm  may  be  noted  additionally.40  Immediate  treatment 
is  mandatory. 

Pneumopericardium 

Pneumopericardium  in  association  with  IRDS  is  more  com- 
monly encountered  than  previously.222933353842  Moodie  re- 
cently reported  three  new  cases  of  pneumopericardium  and 


reviewed  the  English  literature.22  Of  the  39  reported  cases, 
the  majority  were  premature  or  low  birth  weight,  35  had 
some  form  of  ventilatory  assistance,  and  the  onset  of  pneu- 
mopericardium occurred  between  two  hours  and  16  days. 
Only  seven  infants  had  evidence  of  pneumopericardium 
alone  while  the  remainder  had  other  associated  complica- 
tions. The  mortality  rate  was  69%  with  the  cause  of  death 
believed  to  be  cardiac  tamponade.  Eleven  cases  in  the  litera- 
ture had  recurrent  pneumopericardium. 

Dissection  of  interstitial  air  from  the  alveoli  back  into  the 
hilar  areas  may  result  in  further  dissection  of  air  at  the  hilar 
vessels  and  into  the  pericardial  sac.17  '8  Frontal  chest  roent- 
genograms reveal  a characteristic  zone  of  radiolucency 
paralleling  or  clearly  surrounding  the  cardiac  silhouette  (Fig 
6).  Differentiation  between  pneumopericardium  and  pneu- 
momediastinum or  pneumothorax  may  be  accomplished  by 
observing  that  in  true  pneumopericardium  gas  does  not  ex- 
tend above  the  reflection  of  the  pericardium  on  the  aorta  and 
pulmonary  artery.42  When  pneumopericardium  is  associated 
with  other  complications  such  as  pneumothorax,  insertion  of 
a chest  tube  for  the  treatment  of  pneumothorax  may  de- 
compress the  pneumopericardium  as  well.2942 

Pneumoperitoneum 

Although  the  great  majority  of  cases  of  pneumoperitoneum 
in  the  newly  born  infant  have  been  due  to  a ruptured  viscus, 


2.  Pneumomediastinum  and  pneumothorax  are 
demonstrated  in  this  anteroposterior  roent- 
genogram of  the  chest  The  thymus  is  outlined  bi- 
laterally by  air,  and  air  is  noted  to  be  present  in  the 
neck  also;  both  findings  are  indicative  of  a pneu- 
momediastinum. There  is,  in  addition,  a right- 
sided tension  pneumothorax  with  air  surrounding 
the  lung  peripherally.  A residual  left  pneumothorax 
is  noted  with  air  outlining  the  lung  medially  and 
interiorly 
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an  increasing  number  of  case  reports  have  described  pneu- 
moperitoneum secondary  to  pulmonary  air  leak.4  6 8 14  ,6 
Experimentally,  it  has  been  shown  that  pneumomediastinum 
may  dissect  down  along  the  aorta  and  esophagus  into  the 
retroperitoneum  and  that,  if  there  is  continued  sufficient 
pressure  in  the  retroperitoneum,  rupture  of  the  anterior  retro- 
peritoneal lining  may  occur,  allowing  air  to  escape  into  the 
abdominal  cavity.8 18 

Roentgenographically,  pneumoperitoneum  may  have  vari- 
able appearances  depending  upon  the  patient's  position  and 
the  direction  of  the  x-ray  beam  relative  to  the  collection  of 
free  air  (Fig  7). 28  By  directing  the  horizontal  x-ray  beam  tan- 
gential to  the  free  air,  it  may  be  detected  on  the  left  lateral 
decubitus  view  as  a collection  adjacent  to  the  right  lateral 
margin  of  the  liver  or  less  frequently  in  the  right  iliac  fossa.20  21 
Its  presentation  beneath  the  hemidiaphragms  on  the  erect 
film  is  a common  finding,  but  erect  films  in  the  newborn  inten- 
sive care  unit  are  not  routinely  done.  The  supine  view  of  the 
abdomen  may  reveal  free  air  as  a classic  "football  sign'’  in 
which  the  falciform  ligament  of  the  liver  appears  as  a radi- 
opaque stripe  in  the  air-filled  upper  abdomen.19  Free  air  may 
also  appear  on  the  supine  film  as  an  inverted  “V”  which  rep- 
resents air  outlining  the  lateral  umbilical  ligaments.39  The 
double  wall  sign  as  described  by  Rigler  and  elaborated  by 
Schultz  may  be  seen  as  air  outlining  the  inner  lumen  and 
outer  wall  of  the  bowel,  the  latter  by  free  air.31 34 


Campbell  has  pointed  out  the  association  of  unusual  col- 
lections of  pneumomediastinum  and  pneumoperitoneum.6 
When  on  a cross-table  lateral  view  of  the  chest,  a pneu- 
momediastinum is  seen  to  collect  posteroinferior  to  the  heart 
with  subsequent  outlining  of  the  posterior  border  of  the  heart 
and  superior  border  of  the  diaphragm,  the  possibility  that  this 
mediastinal  air  may  enter  the  abdomen  must  be  considered. 
In  such  cases,  there  usually  is  no  intraperitoneal  fluid  seen 
and  the  search  for  perforated  viscus  is  negative.  If,  however, 
an  erect  radiograph  of  the  abdomen  shows  extraluminal  air- 
fluid  levels,  then  the  likelihood  of  a visceral  perforation  is 
higher  than  if  no  air-fluid  level  is  present.16 


3.  Pneumothorax  is  shown  in  an  anteroposterior 
roentgenogram  of  the  chest.  A left-side  pneumo- 
thorax reveals  that  air  has  dissected  medially, 
laterally,  and  inferior  to  the  lungs.  A small  medially 
placed  pneumothorax  is  seen  on  the  right.  In  addi 
tion,  the  small,  cystic,  ropy  pattern  in  the  lungs 
bilaterally  is  quite  characteristic  of  interstitial  pul- 
monary emphysema 
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Bronchopulmonary  dysplasia 

Clearly  one  of  the  most  perplexing  problems  in  neonatology 
today  is  bronchopulmonary  dysplasia  (BPD)  and  its  associa- 
tion with  IRDS.  Northway,  and  later  Tsai,  were  among  the 
first  to  report  the  various  clinical,  radiologic,  and  pathologic 
manifestations  of  bronchopulmonary  dysplasia.242537  BPD 
initially  was  thought  to  represent  a toxic  manifestation  of  high 
concentration  of  oxygen  on  the  developing  lung  which  is  su- 
perimposed upon  the  healing  phase  of  IRDS.  It  was  noted 
that  there  were  many  pathologic  similarities  between  experi- 
mental oxygen  toxicity  and  BPD.  Northway  subsequently 
divided  it  into  four  stages.  Stage  one  occurs  between  one 
and  three  days  of  life,  does  not  appear  before  four  to  six 
hours,  and  resembles  clinical  IRDS  radiographically.  Stage 
two  occurs  between  four  and  ten  days  of  life  and  reveals 
marked  radiopacity  of  the  lungs  with  obscuration  of  the  heart 
borders.  Stage  three  occurs  between  1 0 and  20  days  of  age 
and  radiographically  shows  a cystic  appearance  of  the  lungs. 


Stage  four  occurs  after  one  month  and  results  in  sympto- 
matic chronic  lung  disease  characterized  predominantly  by 
strands  of  pulmonary  parenchymal  density,  increased  thor- 
acic volume,  and  cardiomegaly  which  may  clear,  or  progress 
to  cor  pulmonale  and  death. 

In  Northway’s  series,  all  patients  who  survived  mechan- 
ically assisted  ventilation  and  had  no  clinical  or  x-ray  symp- 
toms or  chronic  lung  disease,  had  less  than  six  days  (1 50 
hours)  of  high  concentrate  oxygen  therapy.  These  pa- 
tients did  not  progress  beyond  stage  one  or  two.  It  is  of 
interest  that  stage  three  or  four  alone  cannot  be  distin- 
guished radiographically  from  pulmonary  dysmaturity  or 
Wilson-Mikity  syndrome,  nor  can  it  be  distinguished  fre- 
quently from  pulmonary  lymphangiectasia  or  cystic  fibrosis. 

As  increasing  knowledge  has  been  accumulated,  it  be- 
comes apparent  that  no  general  agreement  exists  regarding 
the  relative  importance  in  BPD  of  oxygen  toxicity,  endo- 
tracheal intubation,  lung  immaturity,  IRDS  itself,  and  positive 


4.  Anteroposterior  and  lateral  views  of  the  patient  in  Fig  3,  but  taken  three  pneumothorax.  Elevation  of  the  thymus  (somewhat  more  prominent  on  the 

hours  later,  reveals  extension  and  progression  of  the  previously  noted  left)  confirms  an  associated  pneumomediastinum, 

pneumothoraces  Inversion  of  the  left  hemidiaphragm  indicates  a tension 
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versus  negative  ventilatory  assistance.  There  are  data  in- 
dicating a clear  relationship  between  the  duration  of  high 
concentrate  oxygen  exposure  and  chronic  BPD  but  not  with 
the  duration  of  assisted  ventilation  or  intubation.30  BPD 
seems  to  be  seen  more  in  infants  requiring  high  inspired- 
oxygen  concentration  via  endotracheal  tube  than  in  those  in 
whom  negative  pressure  ventilators  are  used.  Although 
there  is  an  association  of  BPD  with  prolonged  high  oxygen 
exposure,  a cause  and  effect  relationship  has  not  yet  been 
proved,  and  although  prolonged  endotracheal  intubation  in 
and  of  itself  does  not  cause  BPD,  it  is  very  possible  that 
intubation  prolongs  the  exposure  to  high  doses  of  oxygen, 
increasing  the  risk  of  BPD.30 

An  interesting  report  by  Sickles  discussed  1 1 preterm 
babies  in  which  BPD  by  x-ray  was  primarily  unilateral.36  In 
each  of  these  patients,  a prolonged  episode  of  unilateral 
atelectasis  or  tension  pneumothorax  had  occurred  on  the 
contralateral  side.  Consequently,  a protective  effect  of  atelec- 
tasis and  tension  pneumothorax  has  been  postulated. 

The  gasless  abdomen 

Kassner  reported  41  newborn  patients  in  whom  76%  showed 
complete  absence  or  marked  diminution  of  bowel  gas  oc- 
curring between  four  and  1 45  hours  of  life.38  There  was  no 
apparent  relation  to  birth  weight,  mortality,  or  ultimate  prog- 
nosis. He  felt  that  the  fasting  state  along  with  a large  endo- 
tracheal tube  restricted  the  swallowing  of  air.  It  is  important  to 
recognize  this  as  a phenomenon  associated  with  ventilatory 
assistance  and  not  to  confuse  it  with  an  abdominal  catastro- 
phe, congenital  esophageal  atresia,  dehydration,  or  adrenal 
insufficiency. 

Endotracheal  tubes 

Poor  placement  of  an  endotracheal  tube  may  aggravate  a 
precarious  clinical  situation.  Placement  of  an  endotracheal 
tube  too  low  in  the  right  main  or  lower  lobe  bronchus  is  a 
frequent  complication.  This  results  in  subsequent  collapse  of 
the  right  upper  lobe,  left  upper  lobe,  lingula,  or  left  lower 
lobe.  If  recognized  immediately,  withdrawal  of  the  tube  re- 
sults in  restoration  of  normal  aeration  within  hours.  Occa- 
sionally stenosis  of  the  trachea  occurs  in  patients  with  pro- 
longed endotracheal  intubation. 

Long-term  complications 

Unanswered  questions  in  the  long-term  follow-up  of  IRDS 
patients  relate  to  the  quality  of  life  in  surviving  patients  and, 
particularly,  whether  or  not  there  is  any  serious  mental  or 


physical  handicap  in  those  infants  who  receive  artificial  ven- 
tilatory assistance.  Although  initial  studies  have  demon- 
strated no  serious  mental  or  physical  handicaps  in  patients 
aged  4 to  8 years,  subsequent  conflicting  reports  have  de- 
scribed serious  neurologic  and  intellectual  development 
patterns.1 71017  It  is  clear  that  further  investigation  is  needed 
before  the  long-term  complications  of  respiratory  assistance 
can  be  ascertained. 

Summary 

The  development  of  intensive  care  techniques  for  the  newly 
born  infant  has  decreased  the  mortality  rate  in  low  birth 
weight  infants.  The  use  of  mechanical  ventilatory  assistance 
has  contributed  significantly  to  this  disease.  However,  as 
with  any  mode  of  therapy,  one  must  be  cognizant  of  the  ben- 
efits and  the  risks.  An  awareness  of  the  pulmonary  air  block 
phenomenon  and  its  association  with  mechanical  ventilatory 
assistance  will  enable  the  radiologist  to  predict  and  demon- 
strate the  many  complications  of  IRDS.  Frequent  consul- 
tation and  close  cooperation  with  the  neonatologist  and 
pediatrician,  coupled  with  appropriate  radiological  studies, 
can  substantiate  the  diagnosis  of  these  complications  and 
may  be  lifesaving  in  many  instances. 
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5.  A sharply  defined  linear  shadow  to  the  right 
hemithorax  (arrows)  simulates  a pneumothorax 
Careful  observation,  however,  reveals  that  this  line 
extends  superiorly  into  the  soft  tissues  of  the  right 
supraclavicular  region  and  thus  represents  a skin 
fold 


6 Pneumopericardium  is  demonstrated  on  the  anteroposterior  view  of  the 
chest.  There  is  a zone  of  radiolucency  encompassing  the  cardiac  silhouette 
but  not  extending  above  the  pericardial  reflection. 
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Fred  C Rehfeldt,  MD,  PO  Box  099,  Millsap,  TX  76066.  This  article  originally 
was  presented  at  a meeting  of  the  Texas  Surgical  Society. 


George  Goodfellow: 

practicing 

paradoxologist 

At  one  moment  he  was  lynching  a Tombstone  scoundrel, 
at  another  performing  a laparotomy  on  a saloon  table. 
Could  it  be  that  the  raucous  right  brain  of  the  unpredict- 
able George  Goodfellow  overwhelmed  the  good  reason 
and  self-control  available  from  his  left  brain?  Could  a 
new  psychological  concept  of  a bicameral  brain  explain 
his  otherwise  inexplicable  behavior? 


When  an  unhappy  Alice  Handy  asked  Tucson  lawyer  Francis 
J.  Heney  to  help  her  obtain  a divorce  from  her  argumentative 
husband,  she  did  not  expect  that  the  attorney’s  involvement 
would  stir  such  reckless  compassion  for  his  client  s plight 
that  he  would  gun  down  her  startled  mate.  A single  round 
from  Heney's  pistol  traversed  the  generous  abdomen  of 
John  C.  Handy. 

The  fallen  Dr  Handy,  an  esteemed  physician  of  territorial 
Arizona,  had  served  as  the  first  chancellor  of  the  fledgling 
University  of  Arizona  before  he  became  chief  surgeon  for  the 
imposing  Southern  Pacific  Railroad. 

As  he  lay  dying,  Handy  thought  of  an  Arizona  colleague 
practicing  about  a hundred  long  miles  away  at  a silver  min- 
ing town  aptly  named  Tombstone.  He  was  the  celebrated 
George  E.  Goodfellow,  a surgeon,  who  had  come  by  his 
fame  less  majestically  than  had  Dr  Handy.  Goodfellow  was 
acclaimed  as  the  “gunfighters  surgeon”1  because  of  his  un- 
precedented and  daring  proclivity  to  salvage  his  gut-shot 
acquaintances  by  laparotomy,  which  until  then  was  not  com- 
mon practice. 

The  rowdies  who  inhabited  boomtown  Tombstone  pro- 
vided an  abundance  of  booze-generated  clinical  material 
which  taxed  the  ingenuity  of  the  improvisational  Goodfellow. 
His  simplistic  plan  to  sew  up  the  perforations  of  the  bowel 
and  stop  the  hemorrhage  met  with  such  repeated  and  unex- 
pected success  that  the  enthusiastic  testimonials  of  the 
survivors  and  of  the  witnesses  rapidly  spread  throughout  the 
territory. 

News  of  these  promising  intraabdominal  exploits  had 
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reached  the  traditionally  professional,  skeptical  mind  of  John 
C.  Handy  who,  knowing  that  he  faced  an  inevitable  and  ago- 
nizing death,  laid  aside  his  doubts  in  lieu  of  a slim  hope.  He 
asked  that  George  be  called  to  attend  him. 

Goodfellow,  endowed  with  an  overabundance  of  often  un- 
refined vigor  and  the  gusto  of  a child  of  nature,  found  pure 
delight  in  dashing  about  the  territory  to  attend  the  distressed 
by  whatever  conveyance  was  at  hand.  He  responded  to 
Handy’s  coveted  summons  by  gathering  his  instruments  and 
his  lovely  teenage  daughter2  (his  surgical  assistant),  and 
racing  his  livery  team  hell-for-leather  across  the  treacherous 
mountain  passes  to  Fairbank,  a railhead.  There  he  mounted 
the  cab  of  a narrow-gauge  engine  which  had  been  placed  at 
his  disposal,  pushed  the  crew  aside,  seized  the  throttle, 
and  hurtled  down  the  mountains  to  the  desert  and  Benson, 
where  another  engine,  with  a caboose  for  his  comfort, 
awaited  him.  Impatiently  forsaking  such  a bland  accom- 
modation he  mounted  the  engine  cab  and  shouted  to  the 
crew,  “Step  aside  boys.  We  have  got  to  get  up  some  speed!” 

Thus  again  gaining  the  controls  he  catapulted  the  little 
train  at  rail-shaking  speed  across  the  remaining  50  miles  of 
desert,  halting  two  blocks  from  Handy’s  residence,  where  the 
wounded  doctor  had  been  taken  after  the  shooting.  About  a 
dozen  hours  after  he  had  been  shot,  and  as  Goodfellow 
patched  the  last  of  a dozen  or  more  holes  in  a five-foot  seg- 
ment of  bowel,  Handy  bled  to  death.  That  was  Sept  25, 

1891 .3 

It  is  not  surprising  that  Goodfellow  developed  these  requi- 
site skills  in  such  an  unlikely  place  as  a frontier  mining  town. 
He  was  curious,  inventive,  and  unrestrained  by  the  coercions 
of  peer  approval.  He  was  graduated  by  Cleveland  Medical 
College  with  honors  and  during  his  1 6-year  tenure  in  the 
Southwest  he  made  frequent  journeys  to  centers  of  medical 
scholarship  to  observe  new  ideas  in  practice.  On  one  visit  he 
demonstrated  his  technique  of  finger  dissection  of  the  pros- 
tate gland  through  a transperineal  approach  to  Hugh  Young, 
vaunted  professor  of  urology  at  Johns  Hopkins.  Young 
supported  Goodfellow’s  claim  to  be  the  first  to  use  a trans- 
perineal approach,  though  the  honor  is  clouded  in  the  minds 
of  others. 

He  was  a harbinger  of  spinal  anesthesia.  He  dissolved  co- 
caine crystals  in  cerebrospinal  fluid  to  achieve  workable 
anesthesia  but  abandoned  the  procedure  because  of  bizarre 
neurological  sequelae.  He  accomplished  the  first  appendec- 
tomy in  the  territory  and  perhaps  the  first  mastoidectomy.  But 
it  was  his  bold  and  logical  approach  to  the  gunshot  abdomen 
that  established  him  as  an  avant-garde  trauma  surgeon. 
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Some  recall  the  days  when  families  gathered  about  to 
observe  surgical  procedures  upon  their  loved  ones.  The 
custom  was  prevalent  in  Tombstone,  of  course.  With  Good- 
fellow  as  the  star,  one  can  imagine  that  the  shoot-outs  which 
generated  the  surgical  candidates  were  no  more  sensational 
than  the  saloon  table  flourishes  of  a deft  master  surgeon. 
Citizens  in  the  violent  Tombstone  society  daily  observed  the 
biological  misfortunes  of  those  who  defied  natural  law  in 
order  to  sate  themselves,  and  who,  lacking  other  forms  of 
socially  redeeming  entertainment,  were  inexorably  drawn  to 
witness  the  frequently  recurring  disasters  attributable  to 
primitive  mining  practices  and  insufferable  bad  judgment. 

Witness  this  scene:  a vanquished  and  perishing  duelist 
belly  up  on  a saloon  table;  the  pungency  of  open-drop  chlo- 
roform combining  with  the  already  nauseating  redolence  of 
vomitus,  stale  beer,  the  smoke  of  cheap  cigars,  and  the  acrid 
stench  from  the  bodies  of  unwashed  spectators  jostling  for  a 
better  view;  a glint  of  light  from  the  surgeon’s  scalpel  as  it  is 
buried  into  a heaving  abdomen,  drawn  swiftly  and  assuredly 
downward  to  release  a gush  of  blood,  bowel  contents,  and  a 
pile  of  writhing  intestines;  water  for  gavage,  brought  by  re- 
cruited aides,  splashing  onto  a debris-piled  barroom  floor 
admixing  mine  dust  and  gore.  Then  when  the  perforations 
are  neatly  patched  and  the  abdominal  wall  restored  with  su- 
tures, all  hands  repair  to  the  bar  for  an  exultant  round  of 
drinks  to  proclaim  another  triumph  over  the  ever-present 
threat  of  their  own  violence. 

George,  though  determined,  never  was  able  to  save  any- 
one belly-drilled  by  the  omnipresent  Colt  .45.  The  large  slug 
traveling  at  low  velocity  caused  overwhelmingly  copious 
hemorrhage  and  tissue  destruction. 

Goodfellow  referred  to  these  vicious  weapons  as  “the  toys 
with  which  our  festive  and  obstreperous  citizens  delighted 
themselves."4  The  gunslinger’s  maxim  was  to  shoot  for  the 
gut.  They  all  knew  that  “death  would  be  certain,  yet  suffi- 
ciently lingering  and  agonizing  to  afford  a plenary  sense  of 
gratification  to  the  victor  in  the  contest.”10 

The  versatile  Goodfellow  delighted  in  occasionally 
shedding  the  cloak  of  the  single-minded  surgeon  to  appear 
among  Tombstone's  intellectual  elite  declaiming  on  the 
geological  formations  of  the  area  or  presenting  a clement 
defense  of  the  maligned  Gila  monster.  He  was  a zealous 
member  of  the  Tombstone  Microscopic  Society,  a proud 
founder  of  a social  and  literary  group — the  Tombstone  Club, 
an  appreciative  patron  of  the  opera  (the  village  of  Tombstone 
boasted  an  opera  house  before  one  was  ever  constructed  in 
San  Francisco),  and  a successful  crusader  for  a swimming 


pool  to  ease  the  discomfort  of  the  town’s  heat-sick  citizens. 

An  able  cattleman,  he  shared  an  interest  in  the  Snake 
Ranch  with  then  Captain  Leonard  Wood  who  was  to  become 
a controversial  military  leader  and  whose  fatal  meningioma 
gave  much  notoriety  to  a young  Harvey  Cushing. 

His  willingness  to  function  as  a stakeholder,  boxing  and 
wrestling  official,  or  race  starter  was  characteristic  of  an  im- 
pulse-ridden man  who  craved  action  and  crowds.  His  fervent 
racing  about  endeared  him  to  those  whom  he  benefited. 
Generously  rendered  and  undeniably  splendid  medical  as- 
sistance to  heretofore  unserved  victims  of  a ruinous  earth- 
quake at  Bavispe,  Mexico,  won  the  gratitude  of  Sonoran  offi- 
cials who  bestowed  lavish  gifts  upon  him,  one  a stalwart 
horse.  This  heartfelt  largesse  became  a mortification,  how- 
ever, after  alert  friends  identified  it  as  a former  US  Cavalry 
mount. 

Before  his  final  decision  to  study  medicine,  he  yearned 
to  become  a professional  soldier  and  while  waiting  for  an 
appointment  to  a service  academy  he  pursued  classical 
studies,  becoming  proficient  in  Spanish.  When  called,  he 
refused  a West  Point  appointment  because  black  cadets 
were  being  accepted,  yet  he  accepted  a place  at  the  Naval 
Academy  which  fostered  the  same  nondiscrimination  pol- 
icy. There  is  nothing  about  him  or  his  family  to  explain  such 
strong  bias,  particularly  that  he  would  allow  himself  to  be 
drawn  into  a unscheduled  fist  fight  with  a black  cadet.  That 
he  handily  won  this  savage  fight  was  small  consolation,  as 
he  was  expelled  and  forever  denied  a cardinal  goal,  a ser- 
vice commission. 

The  outbreak  of  the  war  with  Spain  stirred  now  surgeon 
Goodfellow’s  unconstrained  hankering  to  be  where  the  ac- 
tion was.  Whetting  his  manipulative  prowess,  he  was  able  to 
coerce  his  territorial  friend,  General  William  Shafter,  to  take 
him  on  the  Cuban  Campaign  with  the  vague  title  of  unofficial 
aide.  Despite  his  ambiguous  position,  and  bearing  in  mind 
that  the  Medical  Corps  must  have  been  in  the  field,  it  was  the 
enigmatic  Goodfellow  who  was  directing  an  exchange  of 
wounded  under  a flag  of  truce  when  he  met  the  stalemated 
Spanish  General  Toral.  With  obscure  authority,  a working 
knowledge  of  Spanish,  and  some  good  whiskey,  he  was  able 
to  wangle  the  surrender  of  the  beleaguered  defenders  of 
Santiago. 

In  the  eyes  of  one  correspondent,  George  was  described 
as  a “real  gentleman,  handsome,  blue-eyes,  friendly,  man- 
nerable,  with  a luxurious  mustache."4  Another  depicted  him 
as  "bold,  impudent,  cocksure,  rough,  often  arrogant,  and  a 
heavy  drinker.”6 
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George  Goodfellow 


The  always  lively  Tombstone  Epitaph  once  headlined: 

“The  Good  Doctor  in  Trouble.” 1 1t  went  on  to  say:  “Dr  George 
E.  Goodfellow  in  Judge  Easton's  court  this  afternoon  was 
held  over  on  a charge  of  assault  with  deadly  weapon.  He 
was  fined  for  carrying  a concealed  weapon.  Apparently  he 
had  stabbed  Frank  White  in  front  of  Arby's  store  and  for  this 
was  fined  $25.”' 

His  office  was  on  the  second  floor  of  the  Crystal  Palace 
Saloon  but  he  selected  a table  in  the  first  floor  barroom 
where  he  could  play  cards,  drink  whiskey,  and  consult  with 
patients  all  at  once.  However,  he  happened  to  be  in  his  sec- 
ond-floor office  when  the  McLowery-Clanton  gang  and  the 
menacing  Earps,  abetted  by  the  slaughterous  Doc  Holliday, 
collided  at  the  momentous  OK  Corral.  One  of  the  fallen,  a 
waspish,  caterwauling  Billy  Clanton,  was  carried  to  Good- 
fellow’s  office  across  the  street,  lamenting  all  the  while  that 
he  had  promised  his  God-fearing  mother  that  he  would  never 
die  with  his  boots  on.  The  resourceful  surgeon  obligingly, 
and  with  haste,  removed  the  green-stained  boots.  He  knew  a 
dying  man  when  he  saw  one.1 

The  cavalier  surgeon  was  said  to  have  been  abusive  of 
women,  but  his  daughter,  who  was  with  him  during  some  of 
his  most  tempestuous  years  and  who  adored  him,  writes  in 
his  defense  that  he  was  always  a gentleman  with  his  affairs 
of  the  heart.  She  opined  that  “some  scorned  women  persist 
in  causing  trouble.”7  Even  the  adroit  Goodfellow  must  have 
found  it  easier  to  wench  than  to  unwench. 

He  published  a dozen  scientific  papers.  In  one  he  refuted 
the  apocryphal  gossip  that  the  bite  of  the  variegated  Gila 
monster  was  always  lethal.  To  prove  his  hypothesis  he  in- 
duced one  of  these  uncontentious  creatures  to  bite  him  on 
the  hand.  After  a few  pain-racked  days  in  bed  he  emerged  to 
announce  that  the  colorful  little  lizards  were  not  only  non- 
poisonous  but,  as  his  slain  friend  Handy  had  thought,  those 
who  succumbed  to  such  a bite  actually  were  victims  of  alco- 
holism, a matter  about  which  he  was  equally  authoritative. 
Thus,  thanks  to  Goodfellow,  the  once-scorned  lizard  came  to 
realize  a more  propitious  status  in  the  fulsome  ecology  of  the 
Southwest  desert. 

His  position  as  town  coroner  afforded  George  many  op- 
portunities to  display  his  literary  skills.  Reporting  his  post- 
mortem findings  at  an  inquest  into  the  death  of  a known 
scoundrel  hanged  by  a lynch  mob  in  which  the  doctor  was  a 
participant,  and  not  wishing  to  intimidate  his  fellow  mobsters 
before  the  coroner's  jury,  he  wrote  that  it  was  “an  uplifting 
ceremony  and  that  the  deceased  had  died  of  emphysema 
caused  by  air  in  the  cellular  tissues  and  was  sometimes  due 
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to  strangulation  and  sometimes  due  to  the  effects  of  high 
altitude  or  failure  to  keep  the  feet  on  the  ground.” 1 

As  a master  of  syntax  he  was  able  to  inject  whimsical  di- 
versions into  even  so  prosaic  a text  as  his  landmark  paper 
detailing  perineal  prostatectomy:  “We  soon  become  tired  of 
everything  in  life:  riches  fatigue  the  possessor,  ambition 
when  satisfied  leaves  only  remorse  behind;  the  joys  of  love 
are  but  transient  joys;  so  with  the  prostate  gland;  soon,  too 
soon,  it  tires;  all  too  quickly  does  it  become  superfluous 
wealth;  the  ambition  to  remain  as  we  were  vanishes  and  if 
we  insist  too  long,  remorse  follows;  the  joys  of  the  love  only 
increase  the  troubles,  and  a desire  to  remodel  that  part  of 
the  anatomy  about  the  neck  of  the  bladder  becomes  the 
dominating  and  insistent  objective  of  existence  . . .”8 

To  understand  the  paradoxical  Dr  Goodfellow,  one  might 
look  to  another  decade  and  to  a pair  of  inventive  neuro- 
surgical investigators,  Phillip  Vogel  and  Joseph  Bogen. 
Supported  by  the  meticulous  animal  research  of  Roger  W. 
Sperry  and  his  associates  at  the  California  Institute  of  Tech- 
nology, they  surgically  divided  the  cerebral  hemispheres  of  a 
human  subject  by  splitting  the  corpus  callosum.9  The  pa- 
tient was  suffering  from  intractible  convulsions  and  it  was 
conjectured  that  by  interrupting  the  neuronal  connections 
between  a damaged  hemisphere  and  a near  normal  one  that 
seizure  provoking  asynchronous  discharges  might  abate.  In 
this  they  succeeded,  but,  moreover,  serendipitously  created 
a new  psychological  entity:  a human  whose  left  and  right 
brains  seemed  to  function  independently;  a bicameral  brain. 

Distinctly,  the  left  brain  is  logical  and  orderly,  whereas  the 
right  brain  is  creative  and  disorderly.  Melded  in  function 
through  an  intact  corpus  callosum,  our  sense  of  being  one 
person,  a unified  being,  is  preserved. 

Left-brain  skills  are  those  favored  by  Western  civilization: 
verbal  thinking,  step-by-step  analysis,  symbolism,  temporal 
sequencing,  rational  use  of  fact  (reason),  and  digital  com- 
putation— a thinking  process  which  is  characteristically 
logical  and  linear. 

The  right-brain  mode,  on  the  other  hand,  is  evidenced 
by  nonverbal  awareness,  putting  things  together  to  form 
wholes,  relating  to  things  as  they  are,  seeing  likenesses  be- 
tween things,  understanding  metaphors,  lack  of  time  sense, 
and  spatial  concepts.  Right-brain  thinking  is  nonrational,  in- 
tuitive, and  holistic. 

Left-brain  personalities  are  apt  to  be  consistent,  rigid, 
punctual,  organized,  and  predictable.  Right-brain  person- 
alities are  disorganized,  unaware  of  time,  inconsistent,  and 
creative.  What  of  those  who  most  commonly  are  blends  of 
the  two  hemispheres? 10 

Viewing  Goodfellow  in  light  of  this  bicameral  concept  sug- 
gests that  he  was  controlled  by  a fantasy-rich  right  brain 
which  compelled  him  to  act  out  often  inappropriate  imagery. 
Perhaps  he  yearned  for  the  rigid  discipline  of  a military  pos- 
ture to  afford  an  external  control  of  his  life  which  internally  his 
dominated  left  brain  could  not.  However,  even  the  restraints 
of  such  a structured  order  as  the  Naval  Academy  could  not 
contain  him. 

His  rampant  right  brain  drove  him  to  unpredictable  rest- 
lessness and  finally  self-destruction.  His  invalid  fantasies 
of  fierce  maleness  caused  him  to  spend  himself  in  the  com- 
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pany  of  men  of  low  degree.  He  seemed  incapable  of  deep 
personal  involvement.  Rather  than  a profound  communion  in 
marriage,  he  preferred  fleeting  sport  with  women  of  doubtful 
character. 

Though  he  escaped  censure,  he  impulsively  operated 
upon  human  subjects  without  ample  preparation.  When  his 
teeming  right  brain  innocently  perceived  a new  idea  it  was 
liberated  in  force  from  the  cataracts  of  accepted  belief.  Ideas 
were  more  rapidly  generated  than  his  less  assertive  left  brain 
could  process  them.  The  successful  execution  of  his  un- 
tested designs  was  abetted  by  superb  manual  dexterity,  also 
a right  brain  attribute. 

A more  resolute  left  brain  might  have  found  him  less  in 
need  of  such  a relentless  search  for  self-assurance.  He  en- 
joyed wide  acclaim  as  an  effective  surgeon.  His  father  and 
maternal  grandfather  were  physicians.  A cousin,  an  out- 
standing surgeon,  guided  him  through  medical  school  after 
he  had  been  expelled  from  Annapolis.  Yet  the  large  measure 
of  prestige  he  enjoyed  as  a surgeon  failed  to  enchant  him. 

His  romantic  concept  of  self,  his  narcissistic  craving  for  high 
drama  caused  him  to  develop  instead  an  image  of  Good- 
fellow  the  Adventurer.  He  commands  26  page  references  in 
the  sedate  volume,  Medicine  in  Territorial  Arizona ,6  while  the 
more  picturesque  chronicles  of  blustery  Tombstone  award 
him  equal  space  as  a notorious  and  litigious  denizen  of  its 
seamiest  haunts. 

When  he  did  yield  to  the  restraints  and  refinements  of  his 
left  brain,  he  rose  easily  to  respectable  accomplishment 
and  social  acceptance.  After  he  abandoned  the  trials  of  the 
Sonoran  desert  to  settle  in  the  halcyon  ambience  of  San 
Francisco,  he  developed  an  enviable  surgical  practice  con- 
fined to  prostatectomies.  He  was  accepted  in  San  Fran- 
cisco’s most  discriminating  clubs.  Again  he  could  not  settle 
for  what  to  him  must  have  been  a vapid  existence.  After  he 
lost  his  accumulated  wealth  in  an  ill-advised  business  ven- 
ture, he  accepted  a position  as  Chief  Surgeon  for  the  South- 
ern Pacific  Railroad  at  its  terminus  in  Guymas,  Mexico,  there 
to  live  his  last  days,  dying  of  painful  and  crippling  neuritis  of 
undetermined  etiology. 

Rudyard  Kipling,  being  aware  intuitively  of  the  bicamer- 
al functions  of  the  brain,  wrote  a poem  which  might  have 
served  as  a prayer  by  Dr  Goodfellow.  It  is  titled  “The  Two- 
Sided  Man.”11 

Much  I owe  to  the  lands  that  grew — 

More  to  the  lives  that  fed — 

But  most  to  the  Allah  Who  gave  me 
Two 

Separate  sides  to  my  head. 

Much  I reflect  on  the  Good  and  the 
True 

In  the  faiths  beneath  the  sun 
But  most  upon  Allah  Who  gave  me 
Two 

Sides  to  my  head,  not  one. 

I would  go  without  shirt  or  shoe, 

Friend,  tobacco,  or  bread, 

Sooner  than  lose  for  a minute  the  two 
Separate  sides  of  my  head! 
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Summer  Cruise/Conferences 
on  Legal -Medical 
Issues 


APPROVED  FOR 
23  CME  CREDITS 
CATEGORY  I 

By  the  American  College  of  Legal  Medicine 
Seminars  Directed  by  Irwin  N.  Perr,  M.D.,  J D 
Professor,  Rutgers  Medical  School 

Caribbean  Conference  — July  29  — August  8,  1981  aboard 
TSS  Fairwind.*  Visit  St.  Maarten,  Antigua,  Barbados, 
Martinique  and  St.  Thomas. 

Mediterranean  Conference  — August  22  — September  5, 
1981  aboard  Mts.  Danae.**  Visit  major  cities  in  Italy, 
Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 

• All  meals  on  cruise  and  aloft.  • Excellent  Fly/Cruise  group  rates. 

• Seminars  conducted  at  sea.  • Hotel  Danieli  - Venice,  Italy 

• Alitalia  scheduled  flights  to  Italy.  • All  transfers 

The  number  of  participants  in  each  Conference  is  limited 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Avenue 
Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


Both  conferences  are  designed  to  conform  with  the  1976  Tax  Reform  Act. 

* Liberian  Registry 
* ’Greek  Registry 


Tee  it  up  in  Texas  for  our 


GOLFER  S HOLIDAY! 


3 days  &.  2 nights  in  the  heart  of  Texas’  Lake  Country,  from 


per  person,  per  night,  Sunday  thru  Thursday, 

$37.50  Friday  & Saturday,  double  occupancy. 

Plus  tax. 

■V  UNLIMITED  GOLF 

* 18  HOLES  CART  RENTAL 
PER  DAY 

* DISCOUNTS  ON  ADDITIONAL 
ROUNDS 

In  addition  to  a choice  of  three  magnificent  courses,  guests  may  also 
enjoy  the  country  clubs,  tennis,  boating,  swimming  and  fishing  in 
the  lovely  Highland  Lakes  of  Central  Texas. 

Lmflyy  WoRiDof  Resorts  Inn 

Just  16  miles  from  the  city  limits  of  Austin 
For  reservations  and  information  write 
Box  826,  Lago  Vista,  Texas  78641,  or  call 
(512)  267-1102. 


> GUARANTEED  TEE  TIME 
* COMPLIMENTARY  COCKTAILS 
+ DELUXE  ROOM  OVER- 
LOOKING SCENIC  LAKE  TRAVIS 


CYCWPEN- IV  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  a mpicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  m dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.  i d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q. i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.  i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.d. 

50  mg/kg/day  q . i.d. 

Chronic 

Infections 

500  mg  q.  i d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.  i.d.  f 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q.i.d.t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.  i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 
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Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organ 


See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright  (c)  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Laboratories  • Philadelphia,  Pa  19101 


CVCL4PEN  - W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cyclacillin)  f a 

\ / /5  ml  Suspension  4^ 

more  than  just  spectrum 


CUT 
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Liability  Insurance : 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  t 
more  than  1,400  partici- 
pants and  more  are  join- 
ing every  day. 

Professionalism — 

A Key  Word . 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers— It  gives 
the  word  "Trust”  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust  s 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/454-6781 

mu 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

1016  LaPosada  / Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 

Call  Toll-Free 
1-800-252-9179 
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Review  of  a program 
for  premedical  minority 
students 

The  cumulative  acceptance  rate  to  US  medical  schools 
for  minority  college  students  who  participated  in  the 
Baylor  College  of  Medicine  Work  and  Study  Program 
from  1 969  to  1 976  is  71  %.  Of  the  program  participants 
who  applied  to  US  medical  schools  for  the  1975-1979 
entering  classes,  76.2%  were  accepted,  as  compared  to 
a 41 .4%  cumulative  acceptance  rate  for  minority  appli- 
cants nationwide  during  the  same  period.  Participants  in 
the  program  generally  were  college  sophomores  and 
juniors  whose  academic  records  did  not  ensure  full 
competitiveness  with  the  larger  applicant  pool.  No  con- 
clusions regarding  the  program’s  success  in  increasing 
the  size  of  the  minority  applicant  pool  can  be  drawn. 
However,  results  suggest  that  such  a program  can  in- 
crease the  probability  of  program  participants  being 
accepted  into  medical  school. 


Each  year  since  1 969,  Baylor  College  of  Medicine  has  con- 
ducted an  eight-week  summer  work  and  study  program  for 
minority  college  students  interested  in  pursuing  a medical 
career.  The  department  of  community  medicine  is  responsi- 
ble for  directing  the  program.  As  of  1 979,  there  were  254 
students  from  colleges  throughout  the  US  who  had  partici- 
pated in  the  program.  Fifty-seven  percent  of  the  participants 
were  male.  The  ethnic  group  distribution  of  the  participants 
was  66%  black,  30%  Mexican-American,  and  4%  other  mi- 
nority groups  underrepresented  in  medicine.  The  program  is 
designed  to  achieve  the  following  long-term  goals:  (1 ) to  in- 
crease the  number  of  minority  college  students  who  apply  to 
US  medical  schools,  and  (2)  to  increase  the  probability  that 
the  program  participants  who  apply  to  medical  school  will 
compete  favorably  in  the  admissions  process. 

Literature  review 

Since  the  publication  in  1 970  of  the  Association  of  American 
Medical  Colleges  (AAMC)  Task  Force  recommendations  for 
increasing  minority  representation  in  medicine,1  many  medi- 
cal schools  have  followed  the  lead  of  the  pioneers  of  the  late 
1960s  who  had  already  established  tutorial  and  enrichment 


programs  for  minority  premedical  students.  Johnson  and 
associates2  identified  multiple  factors  which  impede  prog- 
ress toward  the  goal  of  1 2%  black  representation  in  medical 
school  classes.  The  most  serious  of  these  are:  (1 ) disappoint- 
ingly small  increases  in  the  size  of  the  minority  applicant 
pool,  and  (2)  educational  and  economic  disadvantage  result- 
ing from  generally  lower  parental  income  levels  of  potential 
minority  medical  school  applicants. 

Among  the  strategies  that  have  been  proposed 3 to  recruit 
and  retain  minority  students  are:  (1 ) motivating  minority  stu- 
dents to  pursue  a career  in  medicine  as  early  as  possible  in 
the  course  of  their  education;  (2)  familiarizing  potential  appli- 
cants with  the  medical  school  setting  so  that  they  will  be 
more  likely  to  undertake  graduate  studies  in  the  culturally 
alien  environment  of  the  traditional  medical  school;  (3)  coun- 
seling minority  applicants  on  effective  application  proce- 
dures and  sources  of  financial  aid;  and  (4)  enhancing  the 
academic  preparedness  of  potential  applicants  to  compete 
favorably  in  the  admissions  process  and  successfully  com- 
plete their  medical  training. 

In  spite  of  the  proliferation  of  special  tutorial  and  enrich- 
ment programs  which  adopted  one  or  more  of  the  above 
strategies,4  little  information  has  accumulated  in  the  litera- 
ture regarding  the  specific  methodology  and  the  results  of 
such  programs.  Published  reports, 5-20  reflect  wide  variations 
in  goals  and  methods  of  such  programs. 

We  present  a description  of  methods  and  some  long-term 
results  of  the  Baylor  Work  and  Study  Program  (WASP). 

Methodology 

One  of  the  distinguishing  features  of  the  Baylor  Work  and 
Study  Program  has  been  its  focus  on  increasing  the  size  of 
the  underrepresented  minority  applicant  pool  by  giving  pref- 
erence to  college  freshmen  and  sophomores  whose  aca- 
demic performance  at  the  time  they  apply  to  the  work  and 
study  program  indicates  good  potential  for  becoming  com- 
petitive medical  school  applicants,  but  who  need  to  improve 
their  college  grade  point  averages  and  test-taking  skills  in 
order  to  ensure  a high  probability  of  success  in  the  admis- 
sions process.  For  example,  83%  of  the  participants  in  1 977 
and  75%  in  1 978  had  college  GPAs  below  3.50  when  they 
applied  to  the  program.  The  participants  with  GPAs  in  the 
3.50  to  4.00  range  were  accepted  on  the  basis  of  low  college 
admission  test  scores,  or  the  likelihood  that  their  grades 
were  inflated.  Furthermore,  because  economic  and  educa- 
tional disadvantages  have  been  identified  as  persistent 
contributors  to  underrepresentation  of  minorities  in  medi- 
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Enrichment  program 


cine,  preference  within  the  group  of  students  meeting  the 
academic  criteria  is  given  to  those  who,  by  virtue  of  financial 
status  or  living  environment,  may  not  have  had  the  encour- 
agement and  educational  opportunities  needed  to  pursue  a 
career  in  medicine. 

In  its  early  years  (1969-1 973),  the  program  was  not  lim- 
ited exclusively  to  students  interested  in  obtaining  a medical 
degree.  However,  as  allied  health  professions  schools  began 
to  establish  their  own  recruitment  and  retention  programs, 
the  admissions  criteria  have  been  adjusted  to  select  only 
participants  who  express  a strong  interest  in  becoming 
physicians. 

With  the  exception  of  a personal  interview,  the  participant 
selection  process  is  equivalent  to  the  medical  student  admis- 
sions process.  The  Baylor  College  of  Medicine  admissions 
office  mails  out  application  materials  to  premed  advisors  at 
colleges  and  universities  throughout  the  US.  A work  and 
study  program  admissions  committee  composed  of  faculty 
and  student  representatives  familiar  with  the  goals  and 
methods  of  the  program  screens  the  applications  and  ranks 
those  which  meet  the  selection  criteria.  Since  1 976,  when 
the  Baylor  admissions  office  began  maintaining  comput- 
erized records  of  the  selection  process,  approximately  200 
applicants  have  been  submitted  each  year  for  the  20  to  30 
available  positions. 

Each  weekday  morning  during  the  eight-week  program  is 
devoted  to  classes  in  the  basic  science  subjects  (biology, 
chemistry,  and  physics)  examined  by  the  Medical  College 
Admission  Test  (MCAT).  With  the  introduction  of  the  new 
MCAT,  the  curriculum  was  revised  slightly  to  place  greater 
emphasis  on  cognitive  skills  development.  While  the  same 
basic  science  courses  were  retained,  the  instructional 
method  was  modified  to  give  students  additional  practice  in 
problem-solving  and  study  skills.  In  addition,  special  classes 
devoted  exclusively  to  problem-solving,  reading,  and  test- 
taking skills  enhancement  were  added  to  the  curriculum. 

Instructors  for  the  science  courses  have  been  recruited 
from  the  Baylor  medical  and  graduate  student  body.  The  use 
of  medical  students  has  proven  to  be  quite  effective,  since 
they  are  familiar  with  the  academic  requirements  of  medical 
school  and  can  serve  as  role  models  for  the  participants. 

Participants  spend  each  weekday  afternoon  of  the  pro- 
gram in  an  assigned  work  position  in  a clinical  or  research 
setting  in  the  Texas  Medical  Center  or  in  other  hospitals, 
community  health  centers,  or  private  physicians'  offices  in 
Houston.  The  purpose  of  the  work  assignments  is  to  help 
familiarize  participants  with  medicine  as  a profession  and 
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develop  confidence  in  their  ability  to  perform  well  in  a medi- 
cal environment. 

Each  year,  the  department  of  community  medicine  selects 
three  medical  students  to  serve  as  codirectors  of  the  work 
and  study  program  under  the  supervision  of  the  faculty  direc- 
tor. The  student  codirectors  serve  on  the  program’s  admis- 
sions committee,  and  when  the  participants  arrive,  they 
assume  responsibility  for  coordinating  their  class  schedules 
and  work  assignments,  and  for  organizing  special  lectures, 
demonstrations,  and  visits  to  hospitals  within  the  Texas  Med- 
ical Center.  In  addition,  the  student  codirectors  play  an  im- 
portant role  as  counselors  to  the  participants.  They  spend 
time  with  each  participant,  discussing  the  medical  school  ap- 
plication process  and  advising  them  on  sources  of  financial 
aid  and  how  to  structure  their  remaining  college  curriculum. 
As  a tool  to  assist  in  the  counseling  of  participants,  simulated 
medical  school  admission  interviews  are  conducted  toward 
the  end  of  the  program.  The  student  codirectors  discuss  the 
results  of  the  interviews  with  each  participant  and  make  sug- 
gestions on  ways  to  improve  their  interviewing  skills. 

By  establishing  a personal  relationship  with  each  par- 
ticipant, the  student  codirectors  are  able  to  address  the 
individual  concerns  of  the  participants  regarding  their  prepa- 
ration to  undertake  a career  in  medicine.  Because  of  the 
educational  value  of  the  experience,  the  student  codirectors 
receive  academic  credit  for  their  participation  in  the  program. 

Results 

Because  of  changes  in  evaluation  instruments  and  cur- 
riculum content  over  the  years,  a summary  of  short-term 
evaluation  is  too  lengthy  to  include  in  the  present  paper.  Our 
purpose,  rather,  is  to  report  on  the  long-term  outcome  results 
of  the  program. 

Since  the  overall  goals  and  structure  of  the  program  have 
remained  constant,  the  cumulative  acceptance  rate  of  par- 
ticipants who  applied  to  medical  school  may  be  taken  as  a 
measure  of  the  success  of  the  program’s  methods.  The  data 
shown  in  Fig  1 were  compiled  by  means  of  periodic  mail  and 
telephone  surveys  of  former  program  participants,  as  well  as 
monitoring  of  the  AAMC’s  medical  school  acceptance  lists. 
Because  of  the  two-  or  three-year  lag  between  a student’s 
participation  in  the  program  and  his  or  her  readiness  to  apply 
to  medical  school,  the  results  for  the  1 977- 1 979  program 
years  are  still  incomplete,  and  thus  are  not  included  in  Fig  1 . 

Of  the  1 62  participants  in  the  1969-1 976  programs  for 
whom  we  have  obtained  follow-up  data,  1 1 1 (69%)  applied 
to  US  medical  schools.  Of  these,  79  (71%)  were  accepted  to 
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one  or  more  US  schools.  Since  we  have  not  been  able  to 
collect  any  information  at  all  on  1 4 of  the  1 76  students  who 
participated  during  the  1 969-1 976  period,  we  have  based 
our  calculations  of  medical  school  application  and  accep- 
tance on  the  1 62  students  for  whom  data  are  available.  The 
overall  acceptance  rate,  ie,  the  percentage  of  all  program 
participants  who  are  eventually  accepted  to  medical  school, 
is  49%.  It  must  be  noted  that  the  latter  figure  is  a poor  mea- 
sure of  the  program’s  two  long-term  goals,  which  are  to: 

(1 ) increase  the  number  of  minority  applicants  to  medical 
schools,  and  (2)  increase  the  probability  that  those  who 
apply  will  be  accepted.  Therefore,  the  variables  of  interest  in 
our  evaluation  of  these  goals  are:  (1 ) the  percentage  of  par- 
ticipants who  apply,  and  (2)  of  those  who  apply,  the  percent- 
age accepted. 

In  Fig  2,  we  provide  a comparison  of  the  acceptance  rates 


for  program  participants  in  the  1973-1976  program  years 
with  the  percentage  of  minority  applicants  nationwide  who 
were  accepted  to  medical  schools  for  the  1 975-1 979  enter- 
ing classes.  (As  stated  earlier,  there  is  at  least  a two-year  lag 
time  before  participants  are  ready  to  apply  to  medical  school, 
and  the  entering  classes  listed  in  Fig  2 correspond  to  those 
for  which  the  1973-1976  participants  would  be  seeking 
admission.) 

Discussion  and  conclusions 

In  interpreting  the  data  in  Figs  1 and  2,  it  must  be  kept  in 
mind  that  the  program  accepted  only  those  students  whose 
academic  record  and/or  commitment  to  pursuing  a medical 
education  indicated  that  their  chances  of  eventually  applying 
and  being  accepted  to  medical  school  were  uncertain.  Thus, 
the  program’s  acceptance  rate  of  71  %,  when  compared  with 


1 . Baylor  College  of  Medicine  follow-up  of  Work  and  Study  Program 
participants,  1969-1976,*  medical  school  acceptance. 


A 

B 

C 

Program 

No.  of 

No.  for  Whom 

No.  Who  Applied 

Year 

Participants! 

Follow-Up  Data  Available 

to  Medical  School 

D 

No.  Accepted  to 
US  Medical  Schools 


1969 

1970 

1971 

1972 

1973 

1974 

1975 

1976 
Totals 


14 

20  + (2) 
27  + (9) 

21  + (7) 
23  + (1) 
29 

22 
20 

176 


(%  of  Column  A) 
12  (86%) 

17  (85%) 
27  (100%) 

18  (86%) 
22  (96%) 
26  (90%) 
22  (100%) 
18  (80%) 

162  (92%) 


(%  of  Column  B) 
5 (42%) 

12  (71%) 
19(70%) 
12(67%) 
14(64%) 

20  (77%) 
17(77%) 
12(67%) 

1 1 1 (69%) 


(%  of  Column  C) 
4 (80%) 

8 (67%) 
13(69%) 

6 (50%) 

1 1 (79%) 
14(70%) 
12(71%) 

1 1 (92%) 

79  (71%) 


* Many  of  the  1 977  (N  - 30)  and  all  of  the  1 978  (N  = 20)  participants  are  still  in  college,  and  long-term  follow-up  data  on  their  medical  school  acceptance  are  not  yet 
available. 


fin  1970,  1971,  1972,  and  1973,  some  participants  from  previous  years  were  accepted  to  the  program.  The  number  of  'repeaters"  for  each  year  is  shown  in 
parentheses  in  column  A,  but  only  "new"  participants  are  counted  in  columns  B,  C,  and  D 


2.  Comparison  of  program  participant  acceptance  rate  with  national  minority 
applicant  acceptance  rate  to  US  medical  schools,  1975-1 979  entering 
classes. 


Program 

Year 

No.  Participants 

From  Program  Year  Known 

To  Flave  Applied 

No.  and  % of 

Participants  Accepted 

First  Medical  School 

Entering  Class  For 

Which  Participants 

Ready  to  Apply 

% of  All 

Minority  Applicants 
Accepted  to  Entering 
Class* 

1973 

14 

1 1 (79%) 

75-76 

42.9% 

1974 

20 

14(70%) 

76-77 

39.5% 

1975 

17 

12(71%) 

77-78 

40.3% 

1976 

12 

1 1 (92%) 

78-79 

41.7% 

79-80 

42.9% 

Cumulative  Acceptance  Rate 

76.2% 

41 .4% 

*Computed  from  published  data.  21-24 
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the  national  minority  applicant  pool  acceptance  rates,  sug- 
gests that  the  program  has  achieved  its  goal  of  increasing 
the  probability  that  participants  who  apply  will  be  accepted  to 
medical  school.  There  is  no  reason  to  suppose  that  program 
participants  are  more  hesitant  to  apply  to  medical  school, 
solely  because  of  poor  academic  standing,  than  are  any 
other  potential  applicants. 

Without  reliable  data  with  which  to  compare  our  potential 
applicant  retention  rate  of  69%  (ie,  the  percent  of  program 
participants  who  actually  apply  to  medical  school),  we  are 
not  able  to  draw  any  conclusions  regarding  the  program's 
success  in  increasing  the  total  number  of  underrepresented 
minority  students  who  apply  to  medical  school. 

Our  data  on  retention  of  program  participants  in  medical 
school  are  not  sufficiently  complete  at  present  to  permit  a 
meaningful  analysis.  We  can  only  report  the  experience  with 
the  20  participants  from  the  1969-1976  program  years  who 
enrolled  at  Baylor  College  of  Medicine.  Of  these,  1 4 have 
graduated,  and  three  are  presently  enrolled  in  good  aca- 
demic standing.  Of  the  remaining  three,  two  withdrew  vol- 
untarily for  reasons  other  than  academic  difficulty,  and  one 
was  dismissed. 

It  is  extremely  difficult  to  assess  the  true  impact  of  a pro- 
gram such  as  Baylor’s  for  reasons  that  are  well  known  to 
program  evaluators:  lack  of  an  adequate  control  group  and 
lack  of  control  over,  or  inability  to  identify,  intervening  vari- 
ables that  contribute  to  long-term  results.  One  step  toward 
improving  the  availability  of  special  tutorial  and  enrichment 
programs  designed  to  increase  minority  representation  in 
medical  schools  is  the  dissemination  of  reports  detailing  pro- 
gram objectives,  methodology,  and  results.  The  availability  of 
such  documentation  in  the  literature  would  allow  comparison 
of  the  outcomes  of  programs  which  have  similar  objectives 
and  methods. 

Because  of  the  cost  involved  in  operating  a program  of  this 
type  in  a medical  school  setting  (approximately  $2,000  per 
participant  in  the  Baylor  program),  it  is  important  to  compare 
the  results  obtained  by  the  methods  described  above  with 
those  obtained  with  alternative  methods.  In  the  coming 
years,  the  evaluation  efforts  of  the  Baylor  Work  and  Study 
Program  staff  will  focus  on  identifying  the  specific  variables 
that  are  most  closely  associated  with  participants'  eventual 
medical  school  application  and  acceptance. 
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THAI'S  65  PROOF. 


The  treatment  is  Aversion  Therapy. 
What  it  does  is  train  problem  drinkers 
to  avoid  alcohol.  And  it  works.  The 
proof  is  a 65%  * success  rate  among 
those  who  come  to  us  for  help. 

Schick  Shadel  Hospital  is  a state  . 
licensed  hospital  and  JCAH  ac- 
credited. We’re  also  a Blue  Cross/ 
Blue  Shield  member  hospital.  Our  pa- 
tients are  treated  by  skilled  physi- 
cians and  nurses  trained  in  alcohol 
withdrawal  and  counter-conditioning 
therapy.  Experienced  counselors,  in- 
cluding psychiatrists  and  psycholo- 


gists, are  also  consulted  to  help  recov- 
ering alcoholics  identify  and  deal 
with  problems  related  to  the  disease. 

The  cost  for  treatment  at  the 
Schick  Hospital  may  be  claimed 
under  Medicare/Medicaid,  Blue 
Cross/Blue  Shield,  and  many  other 
major  medical  insurance  plans.  Pa- 
tients are  admitted  24  hours  a day 
and  are  provided  with  limousine  ser- 
vice from  the  airport. 

For  more  information  about  the 
therapy  and  facilities  available,  send 
for  the  Schick  Hospital  brochure.  Re- 


member, alcoholism  is  a disease  that 
can  be  treated  medically.  Just  ask  any 
pf  the  thousands  of  recovered  Schick 
patients.  They’re  the  living  proof. 

* Source:  Facts  Consolidated  Study 


Schick  Shadel  Hospital 

Medical  Director  in  Fort  Worth:  Call  collect 
8 1 7/284-92 1 7 or  Metro  8 1 7/589-0444. 

4101  Frawley  Drive/Fort  Worth,  TX  76118 
For  referred  information:  817/589-0444 


Gary  H.  Burgess,  MD  Katherine  S.  Ferguson,  MD 
Walter  J.  Meyer  III,  MD 

Gary  H.  Burgess,  MD,  Oklahoma  Children’s  Memorial  Hospital.  Oklahoma 
City,  OK;  Katherine  S,  Ferguson,  MD,  Galveston,  TX;  Walter  J Meyer  III,  MD, 
Chief,  Division  of  Endocrinology,  Professor,  Department  of  Pediatrics,  The 
University  of  Texas  Medical  Branch,  Galveston,  TX  77550  Address  reprint 
requests  to  Dr  Meyer 


Recurrent  pneumonia 
in  Klippel-Feil 
syndrome 

Lung  abnormalities  previously  have  not  been  well  estab- 
lished as  an  associated  finding  in  patients  with  Klippel- 
Feil  syndrome.  A 10V2-month-old  boy  with  Klippel-Feil 
syndrome  presented  with  recurrent  pneumonia  and  was 
found  to  have  an  ectopic  right  upper  lobe.  He  is  the 
fourth  reported  child  with  a congenital  anomaly  of  the 
lung.  From  a genetic  point  of  view,  these  four  cases  em- 
phasize the  diverse  embryologic  origin  of  the  tissues 
affected  in  this  syndrome.  From  a clinical  point  of  view, 
they  emphasize  the  importance  of  looking  for  a congeni- 
tal pulmonary  malformation  in  a child  with  Klippel-Feil 
syndrome  and  lung  disease. 


In  1 91 2,  Klippel  and  Feil  described  a clinical  triad  of  congeni- 
tal fusion  of  cervical  vertebrae  with  restricted  neck  movement, 
short  neck,  and  low  posterior  hairline.1  Since  that  time  many 
other  malformations  have  been  described  with  the  syn- 
drome. They  involve  the  vertebral  column,  genitourinary 
system,  scapula  formation,  heart,  and  auditory  system.2  Pul- 
monary disorders  associated  with  the  Klippel-Feil  syndrome, 
although  rare,  have  involved  both  restrictive  respiratory 
disability  secondary  to  severe  curvature  of  the  spine,  and 
primary  pulmonary  defects.3-6 

In  1934,  Mitchell  reported  a 5-week-old  girl  with  Klippel- 
Feil  syndrome  who  had  died  after  a recurrent  bronchopneu- 
monia and  who  upon  autopsy  was  found  to  have  a super- 
numerary lobe  of  her  right  lung.4  Recently,  we  cared  for  a 
1 0V2-month-old  boy  with  Klippel-Feil  syndrome  with  recur- 
rent pneumonia  and  an  ectopic  right  upper  lobe  bronchus. 

Case  history 

A 1 0V2-month-old  boy  from  West  Texas  was  referred  for  eval- 
uation of  recurrent  right  upper  lobe  pneumonia.  The  child 
was  the  2,950  gm  product  of  a term,  uncomplicated  third 
pregnancy  in  a 28-year-old,  healthy,  Mexican-American 
woman  with  two  other  healthy  children.  The  family  history 
was  negative  for  respiratory  and  musculoskeletal  problems. 
Delivery  by  cesarean  section  was  complicated  by  a partial 
abruption.  Because  the  one-minute  Apgar  score  was  1 
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(heart  rate),  vigorous  resuscitation  with  intubation  and  30 
minutes  of  assisted  ventilation  were  required.  Chest  roent- 
genograms showed  opacification  of  the  left  lung  which 
cleared  by  two  weeks  of  age.  A questionable  right  upper  lobe 
infiltrate  was  noted  at  that  time  and  cleared  by  one  month.  At 
2V2  months  the  baby  had  fever  and  productive  cough  without 
infiltrate;  this  resolved  with  ampicillin  therapy.  At  5 months  he 
again  presented  with  clinical  pneumonia  and  a right  upper 
lobe  infiltrate  which  responded  after  two  weeks  of  ampicillin 
followed  by  three  weeks  of  cephalexin  with  postural  drain- 
age. Aspiration  was  suspected,  and  even  though  a barium 
swallow  was  normal,  the  mother  was  instructed  in  feeding 
and  sleeping  patterns  to  reduce  the  chances  of  aspirating. 

He  did  well  until  8 months  of  age  when  the  right  upper  lobe 
infiltrate  recurred,  with  symptoms  of  pneumonia.  After  ini- 
tially responding  to  antibiotics,  the  infant  evidenced  infiltrate 
of  the  right  upper  lobe  for  the  fourth  time,  and  he  was  re- 
ferred to  The  University  of  Texas  Medical  Branch. 

Physical  examination  revealed  a small-for-age  male  infant 
with  length  66  cm,  weight  6.6  kg,  and  head  circumference  43 
cm  (all  less  than  the  fifth  percentile).  Review  of  his  growth 
records  showed  a 2 cm  increase  in  length  over  the  previous 
three  months.  Respirations  were  40  and  pulse  1 20/min.  The 
head  was  broadened  with  frontal  prominence  and  a flattened 
occiput.  The  face  was  square  with  coarse  features,  normal 
pinnae,  and  a flattened  nasal  bridge.  The  eyes  were  widely 
spaced,  almond  shaped,  unslanted,  and  otherwise  normal. 
The  external  auditory  canals  were  very  narrow  and  pre- 
vented good  visualization  of  the  tympanic  membrance.  All 
upper  and  lower  central  incisors  had  erupted,  and  a broad 
notch  was  present  in  the  right  lower  incisor.  The  neck  ap- 
peared broad  and  short  and  had  marked  limitation  of  lateral 
movement.  He  had  an  apparent  low-set  posterior  hairline. 
The  trachea  was  midline,  thorax  symmetrical,  and  lungs 
clear  to  auscultation  and  percussion  with  equal  breath 
sounds  in  all  fields.  The  heart,  abdomen,  and  genitalia  were 
all  normal.  Extremities  were  normal  except  for  elevation 
and  decreased  mobility  of  the  left  scapula.  Neurological 
examination  showed  symmetrical  deep  tendon  reflexes,  de- 
creased resting  muscle  tone,  and  good  strength  in  all  major 
muscle  groups.  No  pathologic  reflexes  could  be  elicited.  In- 
creased upper  extremity  activity  with  nondirected  symmetri- 
cal movement  was  noted.  The  child  violently  resisted  any 
horizontal  positioning  other  than  supine.  The  Denver  De- 
velopmental Screening  Test  was  normal.  Because  of  the 
physical  appearance  of  the  child,  the  diagnosis  of  Klippel- 
Feil  syndrome  was  suspected. 

Cervical  spine  roentgenograms  showed  occipitalization  of 
Cl , no  segmental  or  fusion  abnormalities  of  the  remaining 
vertebrae,  and  left  Sprengel’s  deformity.  An  intravenous 
pyelogram  revealed  right  renal  agenesis  and  a normal  left 
kidney,  ureter,  and  bladder.  The  hearing  evaluation  indicated 
that  the  child's  hearing  was  adequate  for  speech  and  lan- 
guage development;  however,  a mild  auditory  loss  in  at  least 
one  ear  could  not  be  ruled  out.  Laboratory  tests,  which 
yielded  normal  results,  included  urinalysis,  electrolytes, 
biood  urea  nitrogen,  creatinine,  serum  protein  electro- 
phoresis, vitamin  A,  calcium,  phosphorus,  glucose,  bone 
age,  and  screen  for  organic  acids,  amino  acids,  and  muco- 
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polysaccharides.  Chest  roentgenograms  showed  right  upper 
lobe  atelectasis  (Fig  1 ).  Complete  blood  count  was  normal 
except  for  white  blood  count  of  25,200  with  40%  neutrophils. 
Tuberculosis  skin  test  was  negative  and  sweat  chloride  was 
9 mEq/liter.  Karyotype  is  46XY  with  normal  Giemsa  banding. 
Sinus  roentgenograms  showed  opacification  of  both  maxil- 
lary antrums  and  the  ethmoid  sinuses. 

Because  a persistent  right  upper  lobe  atelectasis  was 
noted  on  most  of  his  previous  chest  roentgenograms,  the 
patient  was  examined  by  bronchoscopy.  An  ectopic  right  up- 
per lobe  bronchus  was  identified  and  a right  upper  lobectomy 
was  performed  without  complications.  The  removed  lobe 
showed  atelectasis  without  parenchymal  infiltrate.  Some  of 
the  large  and  small  bronchioles  were  dilated;  they  contained 
an  inflammatory  exudate  and  had  associated  lymphoid  hy- 
perplasia. Although  the  child  grew  9.7  cm  and  2.35  kg  during 
1 4 months  of  follow-up,  he  has  remained  four  standard  de- 
viations below  the  mean.  His  head  circumference  increased 
to  45.5  cm  and  the  Denver  Developmental  Screening  Test 
remained  normal  except  for  language  delay.  (At  that  time  his 
tympanogram  was  abnormal.)  He  has  had  no  recurrence  of 
lung  infection. 

Comment 

No  etiologic  factor  has  been  identified  for  the  Klippel-Feil 
syndrome.  The  developmental  disturbance  of  the  syndrome 
primarily  affects  the  somatic  mesoderm  between  the  fourth 
and  sixth  gestational  week,  when  somites  fuse  in  a cephalo- 
caudad  direction  to  form  hemivertebrae  which,  in  turn,  fuse 
to  form  the  vertebral  body.7 

Therefore,  the  common  anomalies  of  the  Klippel-Feil  syn- 
drome involve  the  somatic  mesoderm  and  are  fused  verte- 
brae (100%),'  hemivertebrae  (72%), 2 Sprengel's  deformity 
(30%), 7 scoliosis  (30%  to  60%), 78  and  inner  and  middle  ear 
anomalies  (30%). 9 ,0  The  developmental  disturbance  also  af- 
fects concurrently  developing  tissues  of  other  embryonic 
origin:  intermediate  mesoderm  (ie,  genitourinary  system, 

30%  to  64%), 7 11  splanchnic  mesoderm  (ie,  cardiovascular 
system,  4%), 8 and  endoderm  (ie,  lung).  The  lung  buds  form 
from  foregut  endoderm  and  the  mesoderm  forms  a frame- 
work around  the  endodermal  bronchial  tree.12  The  expected 
pulmonary  anomalies  might  be  failure  of  lobe  formation, 
bronchogenic  cyst  formation,  or  ectopic  pulmonary  lobe  for- 
mation; each  of  these  has  been  reported  once  with  this 
syndrome.4-6  Since  it  is  difficult  to  visualize  a single  primary 
structural  anomaly  leading  to  such  diverse  defects  in  tissues 
of  different  embryologic  origin,  the  constellation  of  findings  in 
patients  with  Klippel-Feil  syndrome  are  better  described  by 
the  term  syndrome  rather  than  the  term  anomalad.13 

Conclusion 

The  significance  of  a diagnosis  of  Klippel-Feil  syndrome  may 
be  overlooked  amidst  the  presenting  problems  of  a patient 
such  as  ours.  The  recognition  of  the  Klippel-Feil  syndrome 
led  to  the  discovery  of  several  unexpected  congenital  mal- 
formations. Although  it  is  one  of  the  rare  associations,  the 
ectopic  right  upper  lobe  (presenting  as  a recurrent  infiltrate) 
was  the  cause  of  this  child’s  major  health  problem.  Treat- 
ment required  resection  of  the  abnormal  chronically  infected 


lobe.  When  a child  with  the  Klippel-Feil  syndrome  presents 
with  lung  disease,  the  possibility  of  a pulmonary  malforma- 
tion should  be  strongly  considered. 
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1 . Chest  x-ray  showing  right  upper  lobe  atelectasis. 
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Observations  on  detecting  left  ventricular  thrombus 
with  two  dimensional  echocardiography:  emphasis  on 
avoidance  of  false  positive  diagnoses.  Richard  W.  Asin- 
ger,  MD,  Frank  L.  Mikell,  MD,  Bim  Sharma,  MD,  and  Morri- 
son Hodges,  MD.  American  College  of  Cardiology,  American 
Journal  of  Cardiology , vol  47,  January  1 981 , pp  1 45- 1 56. 

Observations  made  in  detecting  left  ventricular  thrombus 
with  two-dimensional  echocardiography  in  25  patients  are 
reviewed.  In  20  patients  thrombus  was  documented  on  an- 
giography, surgery,  postmortem  examination  or  serial  two- 
dimensional  echocardiographic  findings:  in  the  remaining 
five  patients  two-dimensional  echocardiographic  findings  of 
thrombus  were  unequivocal.  In  all  25  patients,  wall  motion 
abnormalities  ranging  from  hypokinesia  to  frank  dyskinesia 
were  present  at  the  site  of  the  thrombus.  Twenty-three  pa- 
tients had  an  apical  thrombus;  two  had  thrombus  adjacent  to 
the  inferior  wall.  Clear  delineation  of  the  endocardium  and 
thrombus  margin  was  considered  essential  to  the  correct 
diagnosis  of  thrombus.  Both  intracavitary  motion  of  the 
thrombus  margin  and  a layering  effect  were  noted  infre- 
quently although  they  were  of  benefit  in  identifying  an  intra- 
cardiac mass  as  thrombus.  In  addition,  serial  evaluations 
were  helpful  in  establishing  the  correct  diagnosis.  False- 
positive diagnoses  can  be  minimized  if  one  understands 
certain  technical  limitations  of  this  method  and  correctly 
identifies  apical  structures  that  are  not  thrombi.  Axial  and  lat- 
eral resolution  problems  inherent  with  this  technique  can 
produce  intracavitary  echoes  that  may  simulate  thrombi.  In 
addition,  normal  or  pathologic  structures  at  the  apex  may 
also  simulate  thrombi.  These  structures  include  the  papillary 
muscles,  muscular  trabeculae,  chordal  structures,  and  tan- 
gential information  from  normal  myocardium.  Varying  the 
sector  orientation  or  acoustic  window,  or  both,  will  aid  in  cor- 
rectly identifying  these  structures  and  distinguishing  them 
from  left  ventricular  thrombi. 

The  lungs  as  receptor  site  for  cardiovascular  regulation. 

John  T.  Shepherd,  MD,  DSc.  By  permission  of  the  American 
Heart  Association,  Inc,  Circulation,  vol  63,  no  1 , January 
1981 , pp  1 —10. 

The  heart  and  lungs  contain  numerous  receptors  that,  when 
activated,  can  modulate  the  behavior  of  the  heart  and  blood 
vessels.  However,  the  separate  roles  of  these  two  organs  in 
causing  the  reflex  circulatory  adjustments  are  difficult  to  as- 
sess. Present  evidence  indicates  that  the  lungs  can  tonically 
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inhibit  the  vasomotor  center  and  that  lung  inflation  causes  a 
reflex  decrease  in  blood  pressure  as  a result  of  dilatation  of 
systemic  vessels,  bradycardia,  and  a negative  inotropic 
effect  on  the  ventricles.  This  lung  inflation-vasodepressor 
reflex  is  due  to  activation  of  low-threshold  pulmonary  stretch 
receptors,  subserved  by  vagal  afferents.  The  inhibition  ex- 
erted by  the  lungs  on  the  limb  and  kidney  vessels  is  similar 
during  normocapnia  but,  in  certain  species,  the  inhibition  of 
the  renal  vessels  becomes  much  greater  during  hypercap- 
nia. Thus,  receptors  in  the  lungs  may  preserve  renal  blood 
flow  during  respiratory  acidosis  and  therefore  contribute  to 
the  restoration  of  acid-base  balance.  The  lung  inflation  reflex 
also  modulates  the  response  to  activation  of  the  arterial 
chemoreceptors  by  attenuating  the  chemoreceptor-induced 
bradycardia  and  peripheral  vasoconstriction.  During  diving, 
the  annulment  of  the  pulmonary  depressor  reflex  by  the 
reflex  respiratory  arrest  permits  the  full  expression  of  the 
trigeminal  reflex  and  chemoreflex  so  that  the  arterial  blood 
pressure  is  maintained  by  constriction  of  systemic  vessels 
and  the  available  oxygen  is  distributed  to  the  most  vulnera- 
ble system,  the  brain  and  lungs.  Other  lung  receptors  can 
also  affect  the  cardiovascular  system  in  abnormal  circum- 
stances. Juxtapulmonary  capillary  receptors  linked  to  non- 
medullated  vagal  afferents  can  be  activated  by  pulmonary 
congestion  to  cause  reflex  bradycardia,  tachypnea,  and  de- 
pression of  the  somatic  nervous  system.  Mechanoreceptors 
in  the  pulmonary  arteries,  when  activated  with  pressure  up 
to  60  mm  Hg,  cause  systemic  hypotension  and  occasional 
bradycardia;  with  higher  pressures,  the  systemic  pressure 
increases.  Some  mechanoreceptors  in  the  lung  paren- 
chyma, which  increase  their  discharge  with  lung  inflation, 
are  subserved  by  medullated  fibers  that  pass  in  the  sympa- 
thetic nerves  to  the  spinal  cord.  Their  function  is  unknown. 


Cytomegalovirus  in  the  perinatal  period.  Zehra  F.  K.  Panj- 
vani,  MD,  and  James  B.  Hanshaw,  MD.  American  Medical 
Association.  American  Journal  of  Diseases  of  Children,  vol 
1 35,  January  1 981 , pp  56-60. 

Cytomegalovirus  (CMV)  is  the  most  frequent  known  cause  of 
perinatally  acquired  infections.  Congenital  acquisition  occurs 
in  0.5%  to  2.7%  and  natal  acquisition  occurs  in  4%  to  1 0%  of 
all  deliveries.  More  than  90%  of  congenitally  and  natally 
acquired  CMV  infections  are  subclinical.  Of  infants  infected 
in  utero,  a substantial  percentage  have  late  neurologic 
sequelae,  such  as  decreased  mentation  and  auditory  impair- 
ment. Not  enough  studies  exist  to  permit  an  accurate  pre- 
diction of  eventual  outcome  among  these  infants.  Neverthe- 
less, CMV  is  rapidly  emerging  as  the  infectious  agent  most 
frequently  responsible  for  congenital  abnormalities. 
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tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 


with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of 
edema  or  hypertension  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  It  this 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in  patient 
management  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  Is  more  likely  in  the  severely  III,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically. serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 


bocytopenia. other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids]  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K + 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  (in 
one.  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored) Observe  regularly  lor  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  re- 
actions Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effect  may  be  enhanced  in  post- 
sympathectomy patients  Use  cautiously  in  surgical 
patients  The  following  may  occur  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (In  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  qumidine  Hypo- 
kalemia. although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance  Calcium  excretion 
is  decreased  by  thiazides  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash, 
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ological conditions,  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone  Triamterene 
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other  usual  calculus  components. 
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There’s  nothing  more  frustrating  for  a scientist  than  to  be  on  the  verge  of  a 
great  discovery  and  not  be  able  to  afford  the  equipment  he  needs.  1 know. 

When  I was  a boy,  I had  to  work  overtime  to  get 
the  money  1 needed  for  equipment.  But 


somehow  I eventually  got  what  I had  to  have 
for  my  experiments.  jm 

Today  there’s  a real  danger  that  Jt 
many  American  college  students  may  not.  m 
Inflation  is  eating  into  college  budgets  to  a V 
dangerous  degree.  More  ana  more  of  the 
money  that  used  to  go  for  microscopes,  lab  m 
equipment  and  library  books  is  now  being  Mg® 
CQnsumed  by  basic  necessities  such  as 
heating  and  maintenance.  And,  of  course,  v 
my  specialty  -lighting  . hj 

What  is  most  frightening  is  that  this 
squeeze  is  coming  at  a time  when  we  need  all  the  1 
trained  minds  we  can  get.  So  that  we  can  all  work 
more  effectively  towards  the  realization  of  pressing 
goals:  manageable  inflation, 

revitalized  industry,  and  plentiful  supplies 
of  energy  coursing  through  the  arteries 
of  this  country. 

With  today’s  problems, 

America  simply  cannot  afford  to 
have  second-best  education.  So 
please  give  generously  to  the 
college  of  your  choice. 

Necessity  may  be  the 
mother  of  invention,  but  she 
needs  a great  deal  of  help 
if  she’s  going  to  bear 
children. 

Help! 

Give  to  the  college 
of  your  choice.  _ 
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Imagine... 

...if  there  weren't  an 
American  Medical  Association 
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Who  Would... 

represent  your  interests  and  your  patients  before  Congress, 
the  courts,  regulatory  agencies,  the  media  and  other 
important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that  there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medica 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410, 
535  N.  Dearborn  St.,  Chicago.  IL  60610. 
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The  many  faces  of  physicians 


BOBO,  BLAIR,  TENAHA  . . . AND  SACUL? 

Editor's  note:  Texas  physicians,  almost  anyone  would  agree, 
are  a special  breed.  They  work  hard  at  doctoring— but  they 
also  have  many  other  interests,  hobbies,  and  skills.  In  this 
series,  Texas  Medicine  highlights  the  many  faces  of  Texas 
physicians.  If  you  or  a colleague  have  a special  hobby  or 
interest  “outside"  medicine,  let  us  hear  from  you.  This 
month  we  visit  a physician  who  has  collected  colloquialisms 
and  Texas  tales  for  more  than  40  years. 


Lee  F.  Scarborough,  an  Austin  psychiatrist,  originally  hails 
from  up  around  Crosbyton  and  Hollis  and  several  other  spots 
so  far  back  in  the  sticks,  so  they  say,  that  you  have  to  pump 
in  sunlight. 

The  doctor,  now  retired,  is  a collector  of  Texas  folk  tales 
and  sayings — a self-trained  folklorist — who  in  the  course  of 
a wet  winter  afternoon  calls  up  yarns  about  crazy  water  crys- 
tals and  the  Crazy  Water  Hotel,  about  the  difference  be- 
tween a skillet  and  a frying  pan,  and  about  Sacul  (Texas) 
which,  mind  you,  is  Lucas  spelled  backwards. 

The  fireside  conversation  begins  with  a rather  staid  con- 
sideration of  the  nature  of  the  English  language.  But  within 
minutes  the  doctor  is  rolling,  unfolding  obscure  anecdotes  of 
rural  Texas  history  and  one  colloquialism  after  another.  He 
stops  only  when  waiting  for  the  listener’s  reaction.  Then  he 
resumes,  leaning  forward  to  emphasize  the  punch  line  or 
lending  dramatic  pause  and  inflection  to  the  spoken  phrase. 
His  eyes  squint,  the  head  dips  slightly,  the  arms  wave,  and 
invisible  objects  take  form  in  his  quick  hands.  He  finishes 
one  story,  stops  again,  then  recalls  something,  chortles, 
and  charges  on:  “Want  to  hear  another  one?”  he  asks.  His 
wife  Marguerite,  who  is  listening  nearby,  chuckles  at  his 
enthusiasm. 

His  40  years  of  collecting  provincial  phrases  have  resulted 
in  a remarkable  knack  for  recognizing  the  geographic  origins 
of  folk  metaphors,  many  of  which  are  a “protection  against 
the  reality  of  life — a little  deviation  from  the  severity  of  it.” 

(His  interpretation  is  not  surprising,  for  his  father,  brother, 
and  father-in-law  have  all  practiced  psychiatry.) 

“In  my  world  of  psychiatry,  you  are  best  as  a listener,"  he 
explains.  “And  so  in  listening,  one  takes  notes.  Now,  true, 
those  notes  may  be  a little  scattered,  sparse,  but  then  when 
someone  comes  up  with  a statement  that  jolts  me,  and 
awakens  me  because  it  is  one  that  is  a,  well  say,  colloquial- 
ism, then  I tend  to  jot  it  down.”  His  list  is  several  hundred 
phrases  long  now.  “On  the  edge  of  yonder,"  “mully  grubs,” 
“conniption  fit,”  “hunky  dory,”  “hully  gully,”  “flub  the  dub," 
“discombooberated,”  “swelled  up  like  a toad  . . .’’They’re  all 
on  the  list. 

“The  world  of  communication  has  gotten  so  good  . . . that 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 
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TUCKS®  Pre-Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
alicw  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOLHC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound, 

I. 75%;  benzyl  benzoate,  12%:  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide,  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  cf 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  In  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories— 

Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  We  above  products  occurs.  We  stain 
may  be  removed  from  fabric  by  band  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  5T-86T  (15°-30X). 
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we’re  going  to  lose  a lot  of  our  colloquialisms,  a lot  of  our 
local  dialects,  and  eventually,  I suppose,  we  ll  all  be  talking 
the  same  language,”  he  says  regretfully.  But  because  En- 
glish is  an  open-ended  language,  new  expressions  “will  be 
coming  on  the  picture  all  the  time."  Even  the  “stern  English 
professor  will  accept  it.  He  will  object  heartily,  but  some  of  it 
will  reach  the  dictionary  anyway.” 

The  most  colorful  language,  he  contends,  comes  from  “out 
in  the  boondocks.” 

“The  closer  you  get  to  the  didactic  areas,  the  less  (colorful 
language)  you'll  come  across.”  Take  “comeuppance,”  for  ex- 
ample. “I  suppose  that  around  the  university  one  might  use 
other  phrases  such  as  ‘He  got  his  just  desserts.’  But  to  me, 
‘comeuppance’  is  a fine  descriptive  thing." 

“Now,  as  a psychiatrist,  I contend  that  I would  have  a 
harder  time  functioning,  we’ll  say,  in  Oregon  and  Washington 
than  I would  down  in  these  parts.  I wouldn’t  be  able  to  read 
between  the  lines,  so  to  speak,  as  readily  in  that  area,  be- 
cause of  the  language,  as  I would  here.” 

Even  within  the  state  the  language  varies  with  the  land, 
ranging  from  sand-blown  Crosbyton  to  Carthage.  “West 
Texas  lingo  gets  to  be  a harder  language;  it’s  a briefer,  terser 
language,  where  in  East  Texas  it’s  a softer  strung-out  affair. 
In  West  Texas  it’s  a skillet]  in  East  Texas  it  becomes  a frying 
pan  real  quick.” 

And  what  of  Sacul,  Texas?  “Over  in  her  part  of  the  country 
(he  nods  toward  Marguerite),  there’s  a town  called  Sacul. 
Well,  it  seems  that  the  Lucas  family— that  pretty  well  ran  the 
area_Wanted  to  get  a post  office.  It  was  named  backwards. 
And  so  the  Walkers  (another  prominent  family)  couldn’t 
stand  it.  So  a few  miles  away  there’s  now  Reklaw,  Texas.  I 
think  that’s  just  wonderful.” 

The  discussion  turns  to  Arlie  Duff,  an  Austin  disc  jockey, 
English  teacher,  and  musician  (“He’s  prone  to  use  a deep 
East  Texas,  lower  East  Texas  lingo  with  a little  tinge  of  Cajun 
thrown  in.”),  and  Tex  Ritter's  East  Texanese  (which  was  so 
thick  “that  the  movie  people  would  have  to  have  him  doc- 
tored up  a little  bit  to  try  to  talk  American”).  Then,  out  of  the 
clear  blue,  he  breaks  into  a mysterious  chant:  “Hello,  Ten, 
Tenaha,  Timpson,  Bobo,  and  Blair  . . .”  He  glances  about  to 
see  if  his  listeners  understand,  then  explains.  "When  you're 
shooting  dice  and  you’re  shooting  for  a ten,  anything  that  the 
crapshooter  can  think  of  to  coax  those  dice  is  suitable.  And  if 
he  can  come  up  with  a rhyme  or  an  onomatopoetic  expres- 
sion, he’ll  do  it;  “Hello,  Ten,  Tenaha,  Timpson,  Bobo,  and 
Blair/ Ridin’  down  that  railhead/Comin’  in  Six-Fo’  (He  laughs 
and  continues  to  wave  a fist  full  of  imaginary  dice.)  “Ridin’ 
with  my  hat  off  carryin’  the  mail /Wavin’  at  the  people/Two 
rows  of  sergeants,  hello,  Fo’l” 

“Actually,  that’s  an  old  lumbering  run  over  in  East  Texas. 
Tenaha  and  Timpson  are  still  in  existence  as  towns.  Bobo 
and  Blair  have  become  a little  bit  extinct;  however,  one  of 
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them — I believe  that's  Bobo — still  has  a sign  up  on  one  of 
the  railroads  over  there  where  Bobo  used  to  be." 

And  finally,  to  explain  the  crazy  water  crystals  and  the 
Crazy  Water  Hotel:  Back  in  horse-and-buggy  days,  a man 
wandered  into  Mineral  Wells.  "His  wife  was  a little  goofy."  Dr 
Scarborough  reflects  on  that  a moment  and  corrects  himself. 
"People  didn’t  pull  any  punches  in  those  days:  his  wife  was 
crazy.  He  claimed  his  wife  was  cured  after  drinking  1 8 bot- 
tles of  mineral  water.  It  was  referred  to  as  'that  crazy  water.’ 
Eventually,  then,  when  the  local  populace  referred  to  it  as 
crazy  water  and  the  crystals  from  such  became  known  as 
crazy  water  crystals,  then  up  came  the  phrase,  ‘the  Crazy 
Water  Hotel.’  This  is  just  a possible  explanation.” 

A self-professed  "ergasiophobiaphilist,"  Lee  Scarborough 
says  his  collection  of  language  for  these  40-some-odd  years 
has  been  a “helter-skelter  kind  of  thing.  I didn’t  want  to  make 
work  out  of  it.  Never  have.  Never  will.”  But  for  those  with  just 
a little  time  to  spare — perhaps  the  physician  nearing  retire- 
ment— ’tis  a fine  pastime  indeed. 

Jim  Busby 

Assistant  Editor,  Texas  Medicine 


Dr  Lee  Scarborough 


Now. . .today’s  issues 
in  anxiety  management 
are  confronted  in  a unique  program 
for  primary  care  physicians 

Anxiety:  the  therapeutic  dilemma 


Multimedia  Continuing  Education  Program 


Ideas  about  anxiety  management  are  changing.  Problems  have  surfaced.  There  is 
concern  about  dependence  on  minor  tranquilizers  and  new  findings  on  receptor 
sites  in  the  brain.  There  is  a trend  toward  short-term  therapy  and  interest  in 
nondrug  alternatives.  Because  anxiety  can  disable,  the  need  to  treat  continues  in 
daily  practice.  Primary  care  physicians  require  up-to-date  information. 

This  program  can  provide  it. 


Current  Views  and  Opinions 
from  Eminent  Authorities 

Offered  free  of  charge,  this  multimedia  seminar  is  based  on  a major  sym- 
posium. It  integrates  the  views  of  nationally  known  clinicians  with  case  ma- 
terial to  demonstrate:  1 ) keys  to  differential  diagnosis,  2)  recognition  and 
management  of  dependence-prone  patients,  3)  ways  to  minimize  tranquil- 
izer dependency,  4)  guidelines  for  selecting  drug  and  nondrug  therapies,  5) 
how  the  biochemistry  of  anxiety  can  affect  treatment  modalities.  And  more 

CME  Accreditation 
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provide  up  to  a total  of  26  credit  hours  in  Category  1,  PRA/AMA  The  maximum 
number  of  hours  may  be  obtained  as  follows: 

Seminar(s) 

When  presented  by  an  accredited  CME  provider  (hour  for  hour) . up  to  8 hours 

Self-Study  Programs 

Designed  to  provide  credit  hours  indicated  when  completed 
according  to  instructions: 

• Two  monographs  (completed  as  a unit)  up  to  6 hours 

• Six  self-study  units  (2  hours  each)  up  to  12  hours 

Unique  Interactive  Format 
Stimulates  Participation 

More  than  a conventional  lecture,  this  seminar  provides  opportunity  (and 
guidance)  for  the  kind  of  interaction  that  promotes  understanding  and 
anchors  useful  ideas.  Guest  lecturers  are  available  and  all  elements  needed 
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cle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
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“Webster's  Third  New  International  Dictionary,  Unabridged.” 
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Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
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policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
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Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
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IT’S  BEST  FOR  YOU 

The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Texas 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
operated  solely  in  the  interest  of  its  physician  owner/mem- 
bers—and  the  members  can  see  proof  of  this. 

■ Profits  accrue  to  owner/members  In  the  past  two 
years,  over  $1,600,000  was  returned  to  policyholders  in 
dividends. 

■ Interest  on  deposits  Over  $428,000  interest  paid  on 
owner/member  deposits  — twice  each  year  since  the 
company’s  inception. 

■ Rate  reductions  Rates  were  reduced  in  1977,  1978,  1979 
and  1980. 

■ Claims  philosophy  No  claim  will  be  settled  without 
the  doctor’s  written  approval.  Claims  without  merit  are 
fought  in  court  — and  API  has  won  them  all. 

API,  a financially  secure,  all-physician-owned  company  is 
your  best  source  of  professional  liability  protection. 

To  join  your  colleagues  in  API,  a company  second  to  none 
in  service,  call  or  write  today. 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 


COMPARE 

YOUR 

LIFE 

If  you  could  increase  your  life  insurance  protection 
and  reduce  the  cost,  you’d  do  so  wouldn’t  you?  Of 
course  you  would. 

While  we  can’t  promise  to  improve  everyone’s 
life  insurance  portfolio,  we’ve  been  successful  with 
enough  frequency  to  offer  a FREE  analysis  of  your 
present  program.  To  illustrate,  we  have  recently 
helped  a client  (whose  policy  was  written  15  years 
ago)  to  expand  his  protection  while  effecting  a 
significant  cost  reduction. 

Perhaps  we  can  do  the  same  for  you.  We’re  confi- 
dent that,  when  you  compare  an  API  LIFE  program 
against  your  present  coverage,  you  will  want  to 
do  business  with  us. 

Call  or  write  today.  The  people  at  API  LIFE  are 
ready  to  serve  you. 


API  LIFE  INSURANCE  COMPANY 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 


A MEMBER  OF  THE  API  GROUP 
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Automobile  leasing  thru  American  "Medi  Lease"  has  incorporated,  to  offer  a total  and  complete  line  of  services  exclusively 
for  the  Medical  Profession;  including  Management  and  Consulting  Service,  i.e.  (Fees,  Office  Controls  & Procedures,  Taxes, 
Investments,  Insurance,  etc),  Rural  Assistance  Programs,  Funding  for  laboratory,  clinic  and  office  equipment  and,  of  course' 
Automobiles,  all  with  our  same  Beneficial  and  Reliable  Service. 


With  inflation  still  at  an  all  time  high,  most  funding  companies  are  limited,  however  as  banks  and  other  financial  institutions 
have  tightened  credit  regulations  and  raised  costs  for  loans,  we  have  unlimited  low  cost  funds  through  Medico  Financial  and 
American  "Medi- Lease' 


Many  years  experience  in  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees. 

In  fact  our  Lease  Financing  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time- 
credit  installments,  offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new 
automobile.  ' 


Repayment  of  loans  at  a level  that  is  economically  in  line  and  realistic  to  automobile  purchaser's  income  is  very  important  and 
we  will  assist  you  in  authoritatively  constructing  the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual 
that  would  provide  for  "turn  over"  to  another  vehicle  approximately  every  two  or  three  years  without  additional  investment, 
if  desired. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 
280  Z X,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT.  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable,  with  limits  of  $250  deductible  collision,  $100,000- 
$300,000  public  liability,  $25,000  property  damage  and  $100  deductible  fire  and  theft. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  "American  'Medi-Lease'  Plan",  as  we  are  extremely  interested  in  assuring  that  all  lessees  have  the  most 
convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  will  be  authoritatively  constructed  to  provide  for  "turn-over"  to  another  vehicle  approximately 
every  two  years  without  additional  investment,  if  this  is  desirable  to  you  individually. 

DELIVERY:  Within  24  hours  of  our  acquisition;  at  our  office  or  yours  or  to  your  residence  at  your  request. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW-320i 


196.00  per  month 

227.00  per  month 

212.00  per  month 

229.00  per  month 

346.00  per  month 

329.00  per  month 


Datsun  280-Z  X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


294.00  per  month 

339.00  per  month 

418.00  per  month 

424.00  per  month 

458.00  per  month 

779.00  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  del iver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 
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Home  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 

IN  TEXAS  PLEASE  CALL  - TOLL  FREE  - 1-800-442-6005 
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MEDICINE  & THE  LAW 


THE  PHYSICIAN  AND  EMERGENCY  ROOM  PATIENTS 

How  medical  services  are  made  available  in  hospital  emer- 
gency rooms  is  typically  outlined  in  medical  staff  bylaws 
and  rules.  Honoring  such  rules  can  be  required  of  physi- 
cians as  a condition  for  staff  membership.  These  require- 
ments assist  hospitals  in  meeting  their  community  obliga- 
tion. They  also  provide  a way  for  physicians  to  heed  their 
ethical  obligation  to  respond  to  patients  needing  emer- 
gency medical  treatment.  This  article  examines  the  legal 
and  ethical  duty  of  physicians  and  hospitals  to  provide 
emergency  care. 


There  are  no  statutory  provisions  in  Texas  requiring  physi- 
cians to  see  patients  in  the  emergency  room  of  hospitals. 
There  are,  however,  statutory  provisions  requiring  commu- 
nity hospitals  to  be  available  to  emergency  patients. 

Article  4438  of  Vernon’s  Texas  Civil  Statutes , provides  that 
where  a county  has  established  a public  hospital,  the  com- 
missioner’s court  shall  provide  for  sending  the  indigent  sick 
of  the  county  to  such  hospital.  Article  4438a  provides: 

No  officer  or  employee  of  a general  hospital  supported 
with  public  funds  may  deny  a person  diagnosed  by  a 
licensed  physician  on  the  staff  of  a hospital  as  seriously 
ill  or  injured  emergency  services  customarily  provided  at 
the  hospital  because  the  person  is  unable  to  establish 
his  ability  to  pay  for  these  services. 

Typically,  both  public  and  private  hospitals  develop  sys- 
tems for  treating  patients  who  appear  in  the  emergency 
room  needing  medical  care. 

Organized  hospital  medical  staffs  supervise  the  medical 
aspects  of  hospital  care  and  emergency  room  coverage. 

How  coverage  is  to  be  provided  is  usually  determined  by  the 
organized  medical  staff  in  the  form  of  a recommendation  to 
the  hospital  governing  body.  Once  the  hospital  governing 
body  approves  the  medical  staff’s  recommendation  for 
staff  coverage  of  its  emergency  room,  staff  physicians  are 
required  to  honor  the  bylaws  and  rules  so  adopted  and 
approved. 

Medical  staff  rule  enforced 

In  a Georgia  case,  a public  hospital  arranged  for  three  physi- 
cians to  staff  the  emergency  room.  The  medical  staff  bylaws, 
rules,  and  regulations  provided  for  "back-up”  coverage. 
These  rules  required  physicians  on  the  medical  staff  to  pro- 
vide emergency  room  back-up  coverage  in  the  event  of  an 
overload  of  patients  or  an  illness  of  one  or  more  of  the  regu- 
lar emergency  room  physicians.  They  were  also  required  to 
be  available  for  specialty  treatment,  admissions  of  patients 
to  the  hospital,  and  follow-up  treatment. 

One  of  the  medical  staff  members  resented  this  require- 
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ment  and,  wishing  to  maintain  his  staff  privileges  without 
complying  with  the  rule,  filed  suit  to  prevent  the  enforcement 
of  the  rule.  The  physician  claimed  that  the  rule  was  arbitrary 
and  unreasonable  and  was  unconstitutional  in  that  it  re- 
quired him  to  work  against  his  will. 

The  Supreme  Court  of  Georgia  noted  that  hospitals  may 
adopt  reasonable  and  nondiscriminatory  rules  and  regula- 
tions concerning  hospital  staff  privileges.  These  rules  had 
been  adopted  by  the  medical  staff  and  approved  by  the  gov- 
erning body.  The  evidence  at  trial  indicated  that,  in  practice, 
emergency  room  back-up  service  actually  required  staff  phy- 
sicians to  work  from  one  to  one-and-a-half  hours  each  week. 
The  high  court  ruled  that  this  rule,  as  applied  in  the  case 
before  it,  was  not  arbitrary,  unreasonable,  or  discriminatory. 

The  court  also  rejected  the  physician's  constitutional  chal- 
lenge, saying  that  the  physician  was  not  compelled  to  work 
against  his  will.  The  facilities  of  the  hospital  were  available  to 
him  if  he  accepted  "the  corresponding  burden  of  reasonable 
public  service  for  emergency  duty." 1 

Physician’s  duty  to  treat 

In  Arizona,  any  hospital  that  provides  emergency  depart- 
ment services  is  obligated  to  provide  those  services  to 
anyone  who  is  in  need  of  them.  A patient  was  brought  to  an 
Arizona  county  hospital  emergency  room  in  a semicomatose 
condition.  The  emergency  department  was  staffed  on  a ro- 
tating on-call  basis  by  all  eight  staff  physicians  who  com- 
posed the  entire  medical  staff. 

The  patient,  a diabetic,  had  been  treated  the  previous  day 
by  her  personal  physician  in  the  same  emergency  room. 
When  the  emergency  department  nurse  contacted  the  on- 
call  physician  staff  member  at  1 1 :50  pm  on  the  night  of  the 
emergency,  he  refused  to  treat  the  patient  and  referred  the 
nurse  to  the  patient’s  private  physician.  When  the  private 
physician  insisted  that  the  physician  on-call  respond  (as  pro- 
vided for  in  the  hospital’s  rules),  the  on-call  physician  again 
refused.  The  nurse  contacted  the  hospital  chief-of-staff  who 
ultimately  attended  the  patient  himself  at  1 2:30  am  that 
same  night. 

In  a subsequent  suit,  the  surviving  spouse  claimed  that 
the  40-minute  delay  in  initiating  treatment  caused  the  pa- 
tient's death.  An  Arizona  intermediate  court  of  appeals  held 
that  even  though  a physician  is  generally  free  to  refuse  to 
treat  a patient  not  his  own,  in  this  case  the  on-call  physician 
had  contracted  with  the  hospital  to  be  on-call  as  the  emer- 
gency department  physician  and  had  a duty  to  render  emer- 
gency care  to  patients  coming  into  the  emergency  depart- 
ment in  need  of  care.2 

Administrators’  refusal  to  admit 

In  a Missouri  case,  a hospital  administrator  refused  to  ad- 
mit a patient  suffering  from  frozen  feet  as  diagnosed  by  a 
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physician.  The  patient  was  unable  to  pay  the  $25  admission 
charge  and,  according  to  the  administrator,  was  not  eligible 
for  charity  because  he  did  not  live  in  the  county.  The  Missouri 
Supreme  Court  noted  that  the  hospital  had  held  itself  out  to 
the  public  as  being  ready  and  willing  to  render  emergency 
care: 

[t]he  members  of  the  public  . . . had  reason  to  rely  on 
the  hospital,  and  in  this  case  it  could  be  found  that . . . 
the  patient's  condition  was  caused  to  be  worsened 
by  the  delay  resulting  from  the  futile  efforts  to  obtain 
treatment  . . ,3 

For  that  reason,  the  Missouri  court  reversed  a lower  court 
decision  and  ruled  that  the  case  should  proceed  against  the 
hospital  administrator. 

Refusal  to  treat 

Most  citizens  are  angered  when  a hospital  fails  to  care  for 
patients  who  come  to  the  emergency  room  requiring  emer- 
gency treatment.  Medical  staffs  can  reduce  the  likelihood  of 
such  a failure  by  providing  a system  through  their  bylaws, 
rules,  and  regulations,  for  medical  coverage  in  the  emer- 
gency room.  While  not  all  patients  coming  into  the  emergen- 
cy room  have  true  emergency  conditions,  caution  should  be 
exercised  by  those  screening  patients  to  assure  that  patients 
requiring  immediate  treatment  are  identified.  Where  tragic 
results  occur,  it  is  very  difficult,  if  not  impossible,  to  defend 
the  failure  of  a medical  staff  physician  to  attend  a patient  who 
had  a true  emergency  condition. 

A hospital  staff  physician  who  fails  to  see  a patient  in  ac- 
cordance with  a properly  adopted  emergency  room  cover- 
age policy  is  subject  to  discipline  under  the  medical  staff 
bylaws,  rules,  and  regulations  for  violating  the  medical  staffs 
standards. 


Physician  response 

Physicians  who  subscribe  to  the  AMA  Principles  of  Medical 
Ethics  do  not  refuse  to  attend  patients  seeking  emergency 


treatment  for  true  emergency  conditions.  The  essentials  of 
honorable  behavior  for  the  physician  include  the  following: 

A physician  shall,  in  the  provision  of  appropriate  patient 
care,  except  in  emergencies,  be  free  to  choose  whom  to 
serve,  with  whom  to  associate,  and  the  environment  in 
which  to  provide  medical  services.4 

The  essence  of  ethics  is  action.  Practically  all  hospitals 
in  Texas  benefit  from  arrangements  for  emergency  room 
coverage  made  by  their  medical  staff  members.  Texas  physi- 
cians have  traditionally  accepted  their  citizenship  role  and 
have  learned  to  live  with  the  inconvenience  and  sacrifices 
accompanying  their  practices.  Ethical  physicians,  subscrib- 
ing to  a pattern  of  conduct  developed  primarily  for  the  benefit 
of  the  patient,  honor  not  only  the  traditions  of  their  chosen 
profession,  but  also  by  their  action,  preserve  the  freedoms 
associated  with  their  practice. 

Donald  P.  “Rocky"  Wilcox,  JD 

TMA  General  Counsel 
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Erratum 

Please  note  the  following  corrections  in  the  December  Medi- 
cine & the  Law  column,  titled  “Delegating  Medical  Tasks — 
Authorities  say  it's  OK."  On  page  74,  the  first  sentence  of  the 
second  paragraph  should  read:  There  is  no  specific  statutory 
language  in  what  is  commonly  referred  to  as  the  Texas 
“Medical  Practice  Act”  addressing  the  delegation  of  func- 
tions by  physicians  to  nonphysicians;  however,  this  delega- 
tion has  long  been  a part  of  the  practice  of  medicine. 

Also,  on  page  75,  please  insert  the  following  paragraph 
after  the  second  paragraph. 

Since  the  prohibition  on  delegation  of  acupuncture  re- 
sulted, in  the  court's  opinion,  in  making  “acupuncture 
treatment  unavailable  in  the  State  of  Texas,” 17  the  Fed- 
eral trial  court  found  that  the  Board’s  acupuncture  rules 
must  fall.  Presumably,  had  the  acupuncture  rules  not 
rendered  acupuncture  treatment  “unavailable,”  '8  they 
would  not  have  been  declared  void  by  this  court.  The 
state  can  still  require  acupuncturists  to  practice  under 
the  supervision  and  control  of  licensed  physicians  so 
long  as  the  framework  for  such  provision  and  control  is 
“feasible,”  according  to  this  Federal  court  opinion.19 

References  for  the  paragraph  should  read  as  follows: 

1 7.  Andrews  vs  Ballard,  Civ  Action  No  H-77-000  (SD 
Texas,  Houston  Div,  July  9,  1980),  p 26. 

18.  Andrews,  p 34. 

19.  Andrews,  p 35. 
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Yesterday’s 
Folk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


for  the  treatmenfof 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended  I 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus.2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin- 12 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen.  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 
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2.  Bac-Data  Bacteriologic  Report,  Professional  Market  Research, 
1978-1979.  The  clinical  significance  of  in  vitro  data  is  unknown 

3.  Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34.  Oradell,  NJ,  Medical  Economics  Co,  1980) 
states  that  staph  resistance  may  develop  during  treatment 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


‘Note:  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci.  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin, 
fin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy. 

tNot  all  isolates  may  have  been  tested  using  both  discs 
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INDICATIONS. 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci. it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected  (See  Important  Note  below.) 

Bacteriology  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 
IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advisedtocontmue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin 
Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  methicillin  against  penicillin  G-resistant 
staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing.  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality.  Because  of  this,  there  is  concern  that 
widespread  use  ol  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of'an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillm-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  of  clinical  resistance  to  all,  in  spite  of  the  fact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus 

CONTRAINDICATIONS. 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication. 

WARNING; 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  e.g  , pressor  amines,  antihistamines, 
and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy. 

ADVERSE  REACTIONS 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered 
Eosinophilia,  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy 
USUAL  DOSAGE. 

Adults:  250  mg  q 6h 

Children.  50  mg  /Kg  / day  in  equally  divided  doses  q.6h  Children 

weighing  more  than  20  Kg  should  be  given  the  adult  dose  Administer 
on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
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CME  ACCREDITATION: 

IS  YOUR  HOSPITAL 
OR  SOCIETY  READY? 


Thursday,  May  28,  1981 
Room  N-235-236 
Dallas  Convention  Center 
Dallas,  Texas 


A workshop  designed  to  assist  interested  institutions 
and  organizations  in  gaining  continuing  medical 
education  accreditation.  Major  focus  will  be  on  the 
criteria  for  accreditation. 

Sponsored  by  TMA  Committee  on  Continuing 
Education  and  the  Subcommittee  on  Accreditation. 


Contact:  Office  of  Medical  Education 
Texas  Medical  Association 
1801  North  Lamar  Blvd 
Austin,  TX  78701 
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TEXAS  MEDICINE 


DEATHS 


R.  W.  Burford 

Raymond  Wallace  Burford,  MD,  a retired  Dallas  radiologist, 
died  Nov  2,  1 980.  Dr  Burford,  a resident  of  Dallas  since 
1 945,  was  assistant  professor  of  clinical  radiology  at  South- 
western Medical  School  and  a partner  of  Dallas  Medical  and 
Surgical  Clinic  until  his  retirement  in  1980. 

He  was  born  in  Boyce,  Tex,  and  attended  The  University  of 
Texas  at  Austin  before  entering  Baylor  College  of  Medicine. 
Graduation  from  medical  school  was  followed  by  an  intern- 
ship at  Shreveport,  La,  and  residency  at  John  Sealy  Hospital 
in  Galveston.  Dr  Burford  practiced  in  New  York  City  for  two 
years  before  moving  to  Dallas  in  1945. 

Surviving  family  members  include  his  sons,  Raymond 
Wallace  Burford,  Jr,  DDS,  Nacogdoches;  John  Thomas  Bur- 
ford, William  Lawrence  Burford,  and  Robert  David  Burford, 
all  of  Dallas;  mother,  Mrs  Wallace  Burford,  Ennis,  Tex;  and 
two  grandchildren. 

C.  M.  Collins 

Charles  Malcolm  Collins,  MD,  42,  a member  of  Brazoria 
County  Medical  Society,  died  Nov  27,  1 980.  Dr  Collins  had 
practiced  urology  in  Lake  Jackson  before  his  recent  move  to 
Denton. 

Born  in  McKinney,  Tex,  he  was  a 1 958  graduate  of  The 
University  of  Texas  at  Austin  and  a 1 962  graduate  of  UT 
Medical  Branch  in  Galveston.  He  continued  his  medical  train- 
ing with  an  internship  at  St  Joseph  Hospital  in  Fort  Worth,  a 
general  surgery  residency  at  Hermann  Hospital  in  Houston, 
and  a urology  residency  at  UT  Medical  Branch.  He  served  in 
the  US  Navy  for  two  years  and  then  practiced  in  Wharton, 
Tex,  before  moving  to  Lake  Jackson  in  1 971 . 

Dr  Collins  is  survived  by  his  sons,  Jeffrey  Collins  and  Chris 
Collins;  and  daughter,  Libbie  Collins,  all  of  Lake  Jackson; 
and  mother,  Mrs  J.  F.  Collins,  Denton.  His  father,  John  F.  Col- 
lins, and  brother,  John  F.  Collins,  Jr,  MD,  preceded  him  in 
death. 

R.  G.  Granbery 

Richard  Gatling  Granbery,  MD,  an  honorary  member  of 
Texas  Medical  Association  and  past  president  of  Harrison 
County  Medical  Society,  died  Nov  28,  1 980. 

Dr  Granbery,  81 , a lifelong  resident  of  Marshall,  attended 
The  University  of  Texas  and  was  graduated  from  UT  Medical 
Branch  at  Galveston  in  1923.  He  interned  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio  before  returning  to  Mar- 
shall in  1924.  He  retired  in  1977. 

Dr  Granbery  served  as  captain  in  the  US  Medical  Corps 
during  1 942-1 946,  serving  in  the  South  Pacific  for  1 8 
months. 

Surviving  family  members  include  his  wife,  Kathryn  O'Neil 
Granbery,  Marshall;  son,  Richard  G.  Granbery,  Jr,  Houston; 
daughter,  Octavia  Trueheart,  Norman,  Okla;  sister,  Corneil 


Marrs,  Longview,  Tex;  two  nieces;  one  nephew;  and  seven 
grandchildren. 

P.  R.  Harrington 

Paul  Randall  Harrington,  MD,  Houston,  died  Nov  29,  1 980. 
He  was  a member  of  Harris  County  Medical  Society. 

Dr  Harrington  was  born  in  Kansas  City,  Kan,  and  was 
graduated  from  the  University  of  Kansas  (1934)  and  the  Uni- 
versity of  Kansas  Medical  School  (1938).  He  served  an 
internship  and  one-year  residency  at  Roper  Hospital  in 
Charleston,  SC,  a residency  in  orthopedic  surgery  at  St 
Luke’s  Hospital  in  Kansas  City,  Mo,  and  a residency  at  Kan- 
sas City  General  Hospital.  He  then  served  in  Europe  and 
Africa  as  chief  of  orthopedic  services  of  the  77th  Evacuation 
Hospital  during  World  War  II.  After  his  discharge,  Dr  Har- 
rington began  a private  practice  in  Houston  in  1947  and 
accepted  the  additional  orthopedic  responsibility  for  patients 
in  the  National  Foundation  Polio  Section  of  Jefferson  Davis 
Hospital.  He  was  instrumental  in  the  establishment  of  the 
first  polio  respiratory  center  in  the  US  and  became  the  cen- 
ter’s chief  of  orthopedic  services.  Dr  Harrington  became 
internationally  recognized  as  an  authority  on  curvature  of  the 
spine  and  for  his  development  of  spinal  instrumentation.  He 
was  the  recipient  of  the  Nicholas  Audry  Award  of  the  Asso- 
ciation of  Bone  and  Joint  Surgeons  for  excellence  in  clinical 
research,  and  in  1 975  he  was  selected  as  a distinguished 
alumnus  of  the  University  of  Kansas. 

He  is  survived  by  his  wife,  Mary  Alice  Wade  Harrington; 
daughter,  Sue  Harrington  Price;  and  sons,  Randall  Wade 
Harrington  and  Richard  Eugene  Harrington,  all  of  Hous- 
ton; sister,  Verna  Tate,  Independence,  Mo;  and  three 
grandchildren. 

S.  M.  Hill 

Samuel  Minter  Hill,  MD,  an  honorary  member  of  Dallas 
County  Medical  Society  and  Texas  Medical  Association,  died 
Nov  7,  1 980.  He  was  91 . 

Dr  Hill,  a native  of  Dallas,  attended  Wesley  College  in  Ter- 
rell, Tex,  for  two  years  before  entering  Southwestern  Medical 
School.  Following  graduation  in  1 91 2,  he  served  a general 
internship  at  Bellevue  Hospital  Center  and  an  obstetrical  in- 
ternship at  Manhattan  Maternity  Hospital,  both  in  New  York 
City.  He  returned  to  Dallas  in  1 91 4 after  completing  post- 
graduate training  at  Harvard  Medical  School  and  the  Touro 
Infirmary  in  New  Orleans.  After  a 57-year  association  with 
the  Samuell  Clinic,  Dallas,  in  the  practice  of  internal  medi- 
cine, Dr  Hill  retired  in  1971 . 

Survivors  include  his  daughter,  Mary  Jane  McClaughlin, 
Dallas;  and  two  grandchildren. 
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E.  M.  Longoria 

Enrique  M.  Longoria,  MD,  a Laredo  dermatologist,  died  Nov 
5,  1980. 

Dr  Longoria,  a resident  of  Laredo  since  1 936,  was  a past 
president  of  the  Webb-Zapata-Jim  Hogg  County  Medical  So- 
ciety. He  was  born  in  Brownsville,  Tex,  and  received  his 
premedical  education  at  The  University  of  Texas  and  South- 
ern Methodist  University.  Following  graduation  from  Baylor 
College  of  Medicine  in  1935,  Dr  Longoria  interned  at  Robert 
B.  Green  Memorial  Hospital  in  San  Antonio. 

Surviving  family  members  include  his  wife,  Louise  Leyen- 
decker  Longoria,  Laredo;  sons,  Dennis  Longoria,  Laredo; 
and  David  Longoria  and  Carlos  Longoria,  both  of  Houston; 
daughters,  Deanna  Hughes  and  Mary  Kathryn  Longoria, 
both  of  Laredo;  sisters,  Leah  Field  Longoria,  Laredo,  and 
Amelia  L.  Champion,  Brownsville;  and  five  grandchildren. 

L.  W.  Sheckles,  Jr 

Loyd  W.  Sheckles,  Jr,  MD,  Kerrville,  died  Nov  20, 1 980.  He 
was  71 . 

A Kerrville  resident  since  1 966,  Dr  Sheckles  was  born  in 
Kenedy,  Tex.  He  was  a 1 928  graduate  of  Texas  A&M  Univer- 
sity and  a 1 932  graduate  of  UT  Medical  Branch  at  Galveston. 
He  was  a veteran  of  World  War  II  and  while  in  the  Air  Force, 
he  held  the  rank  of  colonel  as  a flight  surgeon.  During  1 948- 
1 966,  he  was  chief  of  medical  service  at  the  Veterans  Admin- 
istration Hospital  in  Reno,  Nev.  From  1 966  to  1 970,  he 
served  as  chief  of  medical  service  at  the  Kerrville  Veterans 
Administration  Medical  Center,  before  entering  a private 
practice  of  internal  medicine  in  1971 . 

Dr  Sheckles  is  survived  by  his  wife,  Theo  Hurt  Sheckles, 
Kerrville;  son,  John  Sheckles,  Coloma,  Mich;  sister,  Mary 
Sheckles,  PhD,  Gainesville,  Fla;  and  brother,  Robert  William 
Sheckles,  Long  Beach,  Calif. 

T.  O.  Shindler 

Thomas  Osborne  Shindler,  MD,  a retired  Houston  physician, 
died  Nov  19,  1980. 

Born  in  Hempstead,  Tex,  Dr  Shindler  had  practiced  or- 
thopedic surgery  in  Houston  since  1 951 . He  was  a 1 943 
graduate  of  UT  Medical  Branch  at  Galveston.  After  com- 
pleting an  internship  at  Episcopal  Hospital  in  Philadelphia, 

Dr  Shindler  served  in  the  US  Army  Medical  Corps  during 
1944-1946.  Residencies  at  UT  Medical  Branch  and  at  Her- 
mann Hospital  (Shriner’s  Hospital  for  Crippled  Children)  in 
Houston  followed  his  military  service. 

Dr  Shindler,  a member  of  Harris  County  Medical  Society, 
was  a past  president  of  the  Houston  Surgical  Society  and  the 
Singleton  Surgical  Society.  In  1949  he  was  awarded  the  Gold 
Medal  of  the  American  Academy  of  Orthopedic  Surgeons  for 
his  research  in  fracture  healing.  For  ten  years,  Dr  Shindler 
was  an  examiner  for  the  American  Board  of  Orthopedic  Sur- 

78 


gery  for  candidate  certification. 

Survivors  include  his  wife,  Betty  Randal  Shindler,  Hous- 
ton; sons,  Byron  Thomas  Shindler  and  John  Randal  Shin- 
dler, both  of  Houston;  and  sisters,  Jane  Shindler  Crow  and 
Mary  Louise  Shindler,  both  of  Hempstead. 

M.  R.  Siegal 

Michael  Richard  Siegal,  MD,  medical  director  of  the  depart- 
ment of  radiology  of  Medical  City  Dallas  Hospital,  died  Nov 
30,  1980. 

Dr  Siegal,  39,  had  lived  in  Dallas  since  1 968.  He  was  born 
in  Pittsburgh,  Pa,  and  received  his  bachelor’s  and  medical 
degrees  from  the  University  of  Pittsburgh.  He  served  an 
internship  and  residency  at  the  University  of  Maryland  at 
Baltimore  before  moving  to  Dallas,  where  he  completed  a 
radiology  residency  at  St  Paul  Hospital.  Dr  Siegal  served  in 
the  US  Air  Force  at  Carswell  AFB  for  two  years. 

Surviving  family  members  include  his  wife,  Ethel  Berman 
Siegal,  MD;  daughters,  Cindy  Siegal  and  Carolyn  Siegal; 
and  son,  Jeffrey  Siegal,  all  of  Dallas;  parents,  David  and 
Edna  Siegal,  N Miami  Beach,  Fla;  and  brother,  Leslie  Siegal, 
New  York  City. 

F.  C.  Usher 

Francis  Cowgill  Usher,  MD,  a resident  of  Houston  for  34 
years,  died  Nov  28, 1 980.  A member  of  Harris  County  Medi- 
cal Society,  Dr  Usher  was  a past  president  of  the  Houston 
Surgical  Society. 

He  was  born  in  Camp  Stotsenberg,  Phillipines,  the  son  of 
Francis  M.D.  Usher,  MD,  a military  surgeon.  He  spent  his 
youth  in  Hickman,  Ky.  Dr  Usher  received  a pharmacy  degree 
from  The  University  of  Texas  at  Austin  and  a medical  degree 
from  the  University  of  Pennsylvania.  He  completed  a rotating 
internship  in  1937  at  Lankenau  Hospital  in  Philadelphia  and 
general  surgery  residency  in  1 940  at  the  Mayo  Clinic  in 
Rochester,  Minn.  During  1 940-1 945,  Dr  Usher  served  as  an 
army  surgeon  in  England  and  Germany  as  a lieutenant  colo- 
nel and  chief  of  surgery  at  several  hospitals.  In  1 946  he 
moved  to  Houston  where  he  established  a private  practice 
of  general  surgery  which  he  maintained  until  1 977.  In  the 
1 950s,  Dr  Usher  became  affiliated  with  Baylor  College  of 
Medicine  in  a research  and  instructional  capacity.  He  was 
well  known  as  a pioneer  in  the  development  of  polypropylene 
monofilament  for  use  as  a surgical  suture  and  as  the  de- 
veloper of  Usher’s  Marlex  mesh  for  repair  of  hernias  and 
defects  of  the  abdominal  or  chest  wall.  He  published  numer- 
ous papers  on  these  subjects. 

Surviving  family  members  include  his  daughters,  Mary 
Cowgill  Usher,  Palo  Alto,  Calif,  and  Janet  Howard  Usher,  As- 
pen, Colo;  son,  William  Benedict  Usher,  Houston;  sister, 

Kate  H.  Usher,  Houston;  and  two  granddaughters. 
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When  exposure  to  rabies  is 
suspected,  Hyperab  Rabies 
Immune  Globulin  ( Human) 
is  the  product  of  choice. 

Ifyperab R is  recommended 
lay  the  U.S.  Public  Health 
Service  and  the  American 
College  of  Surgeons. 
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Anaphylactic  shock 
may  occur. 
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tion center. 
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Division  of  Cutter  Laboratories.  Inc 
Berkeley,  California  94710 

See  next  page  for  brief  summary  of 
prescribing  information. 


Hyperab 

RABIES  IMMUNE 
GLOBULIN  (HUMAN) 

DESCRIPTION 

Rabies  Immune  Globulin  (Human) — Hyperab®  is  a 
sterile  solution  of  antirabies  gamma  globulin  (IgG)  con- 
centrated by  cold  alcohol  fractionation  from  plasma  of 
donors  hyperimmunized  with  rabies  vaccine.  Hyperab® 
globulin  is  a 16.5%  ± 1.5  solution  of  gamma  globulin 
from  venous  blood  in  0 3M  glycine,  preserved  with 
1:10,000  Thimerosal  (a  mercury  derivative).  Its  pH  is  ad- 
justed with  sodium  carbonate.  The  product  is  stan- 
dardized against  USA  Standard  Antirabies  Serum  The 
USA  unit  of  potency  is  equivalent  to  the  International 
Unit  (IU)  for  rabies  antibody 
This  product  is  prepared  from  human  venous  plasma. 
Each  individual  unit  of  plasma  has  been  found  nonreac- 
tive  for  hepatitis  B surface  antigen  using  the  radio- 
immunoassay method  of  counter-electrophoresis. 

INDICATIONS 

Treatment  of  rabies,  once  clinical  disease  becomes 
apparent,  is  rarely  if  ever  successful  Rabies  vaccine 
(duck-embryo  origin.  Lilly  Laboratories)  with  or  without 
Rabies  Immune  Globulin  (Human)  — Hyperab®  should, 
therefore  be  given  to  all  persons  suspected  of  exposure 
to  rabies,  particularly  to  severe  exposure  Whenever 
possible,  Hyperab®  globulin  should  be  injected  as 
promptly  as  possible  after  exposure.  If  initiation  of 
treatment  is  delayed  for  any  reason,  however.  Rabies 
Immune  Globulin  (Human)  should  be  given  just  the 
same,  regardless  of  the  interval  between  exposure  and 
treatment 

Rabies  virus  is  usually  transmitted  by  the  bite  of  a 
rabid  animal,  but  can  occasionally  penetrate  abraded 
skin  with  the  saliva  of  infected  animals  Progress  of  the 
virus  after  exposure  is  believed  to  follow  a neural  path- 
way, and  the  time  between  exposure  and  clinical  rabies 
is  a function  of  the  proximity  of  the  bite  (or  abrasion)  to 
the  central  nervous  system  and  the  dose  of  virus  in- 
lected.  The  incubation  is  usually  2 to  6 weeks,  but  can 
be  longer  After  severe  bites  about  the  head  and  neck,  it 
may  be  as  short  as  10  days 
After  initiation  of  the  vaccine  series,  it  takes  2 weeks 
or  longer  for  development  of  immunity  to  rabies.  Since 
most  vaccine  failures  have  occurred  in  cases  of  severe 
exposure,  the  value  of  immediate  immunization  with 
preformed  rabies  antibody  cannot  be  over-emphasized 
Recommendations  for  use  of  passive  and/or  active 
immunization  after  exposure  to  an  animal  suspected  of 
having  rabies  were  detailed  by  WHO.  and  by  the  US 
Public  Health  Service  Advisory  Committee  on  Immuni- 
zation Practices  ( AC  IP) 

INJECTION  PROCEDURE 

A portion  of  the  Hyperab®  globulin  dose  should  be 
used  to  infiltrate  the  wound.  The  rest  is  injected  intra- 
muscularly 

CONTRAINDICATIONS 

Rabies  Immune  Globulin  (Human)— Hyperab®  is 
contraindicated  in  repeated  doses,  once  vaccine  treat- 
ment has  been  initiated  Repeating  the  dose  may  bring 
about  interference  with  full  expression  of  active  immunity 
expected  from  the  vaccine  Hyperab®  globulin  is  also 
contraindicated  in  individuals  who  are  known  to  have  an 
allergic  response  to  gamma  globulin  or  thimerosal. 

PRECAUTIONS 

NEVER  ADMINISTER  Hyperab®  globulin  INTRA- 
VENOUSLY 

ADVERSE  REACTIONS 

Slight  soreness  at  the  site  of  injection,  and  slight  tem- 
perature elevation,  may  be  noted  at  times.  Sensitization 
to  repeated  inactions  othuman  globulin  isextremely  rare 
In  the  course  of  routine  injections  of  a large  number  of 
persons  with  human  gamma  globulin,  there  have  been 
a few  isolated  occurrences  of  angioneurotic  edema,  ne- 
phrotic syndrome,  and  anaphylactic  shock  after  injec- 
tion. Because  of  their  rarity,  it  is  difficult  to  determine 
whether  such  reactions  are  incidental,  or  causally 
related  to  the  gamma  globulin. 

No  instances  of  transmission  of  hepatitis  B (homolo- 
gous serum  jaundice)  have  been  reported  from  the  use 
of  human  gamma  globulin  prepared  by  the  fractionation 
methods  employed  by  Cutter  Laboratories.  Inc. 

HOW  SUPPLIED 

Rabies  Immune  Globulin  (Human)  — Hyperab*  is 
packaged  in  2-ml.  and  10-ml  vials  with  a potency  of  150 
International  Units  per  ml.  (lU/ml  ) The  2-ml.  vial  con- 
tains a total  of  300  IU  which  is  sufficient  for  a child 
weighing  15  kg  (33  lb.)  The  10-ml  vial  contains  a total 
of  1500  IU  which  IS  sufficient  lor  an  adult  weighing  75 
kg.  165  lb.) 
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S.  M.  HILL 
Dallas,  1889-1980 


E.  M.  LONGORIA 
Laredo,  1907-1980 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 
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Dixon  Presnall,  MD  J.  David  Dun-an,  MD 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplamate/American  Board  of  Allergy  <£  Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


TMA  Physicians  Benevolent  Fund 


TMA  Practice  Management  Seminars 


, . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 


Telephone  267-8361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone.  MD,  FACS 
J.  W.  Tipton,  MD 

GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews.  MD.  FACS 
N.  Rao,  MD,  FACS,  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood.  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Grilfin.  MD.  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel.  MD 

D.  S.  Park,  MD 

OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen.  MD.  FAAP 
R.  Marc  Schwarz.  MD 
J.  M.  Woodall.  MD 
Bernard  Zilberg,  MD 

CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass.  DPM.  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott.  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 

Telephone  713  532-1700 

ADMINISTRATION 

OBSTETRICS  & GYNECOLOGY 

Richard  R.  Raphael 

D.  M.  Voulgaris,  MD 

C.  H.  "Ham’'  Rugeley 

H.  E.  Secor.  MD 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

R.  D.  Little,  MD 

V.  A.  Black,  MD 

D.  W.  Samuelson,  MD 

Janet  L.  Strickland,  MD 

OTOLARYNGOLOGY 

J.  L.  Holcomb,  MD 

FAMILY  PRACTICE 

ANESTHESIOLOGY 

G.  M.  McWilliams,  MD 

C.  E.  Woodson,  MD 

C.  G.  Spears,  MD 

PEDIATRICS 

DENTISTRY 

F.  W.  Kolle.  MD 

J.  R.  Kieler.  DDS 

GENERAL  SURGERY 

CONSULTANTS 

R.  B.  Caraway,  Jr,  MD 

W.  C.  Yankowsky,  MD 

H.  M.  Perches,  MD,  Pathology 

J.  Mazow,  MD,  Allergist 

R.  Pierce,  MD,  Neurology 

UROLOGY 

H.  Z.  Fretz.  MD 

E.  T.  Smith,  MD,  Orthopedic  Surgery 

HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 

Suite  855,  Houston,  Texas  77004 

Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 

DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 

Donald  S.  Crumbo,  MD.  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  White  HI.  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY— Trauma  & Burns 
C.R.F.  Baker.  Jr.,  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 

CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 
ENT 

Louis  J.  Renault,  MD 

Texas  Tech  Campus,  4th  & Indiana,  Lubbock,  Texas  79430 
Telephone  806  743-2370 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower.  3600  Gaston  Avenue,  Dallas.  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale. 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane.  Dallas,  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 

6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas.  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology.  Hematology  and  Oncology 


333  N.  Shiloh  Rd.,  Garland.  Texas  75042 
Phone  214  272-5451 
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DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek.  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

*042 1 Wurrbach.  Suite  420,  San  Antonio,  Texas  78229 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas.  Texas  75230;  214  661-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  “Overlooking  the  Alamo",  705  E.  Houston  St„ 

San  Antonio.  Texas  78205;  telephone  512  222-8651,  512  222-2001 


JAMES  H.  HERNDON,  JR„  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 
8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 
Telephone  214  739-5821 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson.  MD,  FACP 
Steven  Dorlmaa,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


General  Surgery 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


3500  Gaston  Avenue.  Dallas,  Texas  75246 
Telephone  214  820-2216 


Hand  Surgery 


SAM  S.  MILLER,  MD 

Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 

Diplomate  American  Board  of  Internal  Medicine 

Oak  Hills  Medical  Building.  Suite  90S.  7711  Louis  Pasteur  Drive. 

San  Antonio,  Texas  78229;  512  696-2700 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

DONALD  H.  PEREZ,  MD 

Endocrinology 

Rosa  Verde  Towers.  Suite  1004, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 

226-9170 

ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD 

WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

TMA  International  Travel  Program 

. . . Another  service  of  your  association 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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SIGURD  C.  SANDZEN,  JR.,  MD,  PA 

Hand  Surgery 

Upper  Extremity  Surgery 

Acute  Trauma  and  Reconstruction 


5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637- 1712 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 
EEG,  EMG,  Sensory  Evoked  Responses 


John  W.  Conwell,  MD 
Stuart  B.  Black.  MD 

David  B.  Sperry.  MD.  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  G06.  Dallas.  Texas  75231;  214  368-377S 

PETER  R.  CARTER,  MD 

Diplomate  of  the  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Hand  and  Upper  Limb 
Reconstructive  Surgery 

Doctors  Building,  Suite  520,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  214  826-4430 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 


Neurological  Surgery 

Charles  W.  Simpson,  MD 
Morris  Sanders.  MD 
W.  Robert  Hudgins,  MD 


James  A.  Moody,  MD 

Jack  Woolf.  MD,  Consultant 

Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  Ill,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  ol  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept.  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

9039  Katy  Freeway,  Bldg.  200.  St.  235.  Houston,  Texas  77024 
713  464-6116 


JACK  STERN.  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER.  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD.  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD.  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate.  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypotherapy  <&  Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 

Neurology 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology.  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim.  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho,  MD 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  861-4516 
427  West  20th,  Suite  B100,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler.  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 


Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue— Dallas.  Texas  75246;  Telephone 


214  826-7060 
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TEXAS  MEDICINE 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main, 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202.  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia.  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge,  Suite  205.  Bellaire.  Texas  77401;  713  666-4224 
6710  Fannin.  Suite  320,  Houston,  Texas  77030;  713  790-1954 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916.  Houston.  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson.  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3166  Reid  Drive.  Corpus  Christi,  Texas  78404;  Phone  853-7319 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins.  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 


Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 


3701  Montrose,  Houston,  Texas  77006;  526-3001  and 

Parkway  Towers  Professional  Building,  150  V/est  Parker  Roaa. 

Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill.  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 

Frank  R.  Vincenti,  MD  _ 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 


Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 
Huntley  G.  Chapman,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 

ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas.  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology. 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  <S  ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown.  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner.  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely.  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston.  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines.  MD  Richard  McDonald.  MD 
Diplomates.  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  645-6523 


Physical  Medicine  & Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 


Surgery  <£  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


P.O.  Box  58,  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <&  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Thomas  D.  Cronin,  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS 


Laurence  E.  Wolf,  MD,  FACS 
Benjamin  E.  Cohen,  MD 
Ernest  D.  Cronin,  MD 


Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


7000  Fannin  St..  Suite  2400,  Houston.  Texas  77030;  713  795-5930 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

G12  Doctors  Bldg.,  Fort  Worth.  Texas;  33G-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Eatrana,  DDS,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

817  33Sd4752  P1<IZa  B'd9"  8°°  Eighth  Avenue‘  F°rt  Worth.  Texas  76104; 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  Wesl  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD,  FACS 
Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 
South  Texas  Surgical  <S  Medical  Center 
4330  Medical  Drive,  Suite  400 
San  Antonio,  Texas  78229;  512  696-0031 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  <5  Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


7711  Louis  Pasteur  Drive.  Suite  801.  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


MEDICAL  CENTER  PLASTIC  <S  RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
Judith  H.  Cook,  MD 
L.  Dwight  Holden,  MD 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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HARRIS  HAUSER,  MD  AND  ASSOCIATES 

Rheumatology 

Psychiatry 

Harris  M.  Hauser,  MD,  FACP 

Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 

DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <&  Surgical  Clinic 

4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 

Thoracic  Surgery 

BARRY  M.  BROWN,  MD 

Diplomats.  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 

ALLAN  L.  GRAHAM,  MD,  FACS 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 

ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave..  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry 

Appointment  by  Physician  Referral 

Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 

HECTOR  O.  YANES,  MD,  PA.  FACS,  FACC 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 

American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 

GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3400  Wheatland  Road,  Suite  35 

Dallas,  Texas  75211;  214  296-6241 

RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

Psychiatry  & Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

G53  Wadley  Tower,  Dallas,  Texas;  824-3660 


JOSEPH  H.  LINDSAY,  MD 
Psychiatry-Neurology 


Altick  Surgical  Medical  Building,  5414  Forest  Lane 
Dallas,  Texas  75234;  214  363-0121 


Radiology 


Special  Procedures  Including 
Transluminal  Angioplasty 
Emergency  Embolization  ior  Hemorrhage 
Epidural  Venography 
C-T  Scanning 

KARL  THORD  DOCKRAY,  MD,  DABR,  ABNM 

Twenty-four  Hour  Page  806-765-7701,  Lubbock,  Texas 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenleld.  MD  Ena  E.  Mocega,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Confidential  counseling  is  available  from 
TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 

. , . Another  service  of  your  association 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD.  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  ol  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas.  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


ROBERT  J.  MURCHISON,  MD 

Diplomate  American  Board  of  Urology 


204  Professional  Arts  Building,  1650  West  Magnolia, 
Fort  Worth,  Texas  76104;  817  921-5131 


TMA  NEWS  HOTLINE  RECORDING 

Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


. . . Another  service  of  your  association 


This  is  not  an  easy  time 
for  her  to  stop  smoking. 

But  it’s  not  a good  time 
for  her  baby  to  start. 

The  facts  are  in. 

FACT:  Women  who  smoke  during 
pregnancy  have  smaller  and  lighter  weight 
full  term  babies. 

FACT:  Their  babies  have  more 
respiratory  problems  during  the  first 
critical  years. 

FACT:  The  incidence  of  stillborn  infants 
and  neonatal  deaths  is  significantly 
greater. 

FACT:  The  fetal  oxygen  supply  is 
significantly  reduced  — the  carbon 
monoxide  in  the  blood  significantly 
increased. There  s more.  Much  more. 

Discuss  the  smoking  hazard  with  your 
patients  who  are  pregnant  or  planning  a 
pregnancy.  It  may  not  be  an  easy  time  to 
quit  smoking.  But  it's  the  right  time. 


U S DEPARTMENT  OF 
Office  on  Smoking  and  Health 
Public  Heallh  Service  Rockville,  MO  281 

aII 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  ol  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 

267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6856 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
Oli-GTN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  hear 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 

PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  range 
from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits.  For 
full  information  write  to:  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


AUSTIN-FP/GP  NEEDED  to  assume  quality  practice  of  recently  deceased 
young  GP.  Completely  furnished  office.  Associate  will  introduce.  Please 
reply  to  Ad-971,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  91b  Z67-6361. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatiy  training.  Acaaemic  program  in  child  development,  family 
therapy,  geneuc  and  matabolic  disorders,  behavior  therapy,  group 
therapy,  psychupharmacology  and  ethology.  Basic  clinical  orientation 
in  child  aevelopment  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 
clinical  programs  New  6U-bed  inpatient  unit  for  children.  Liaison  with 
graduate  scnools,  medical  school  and  community  programs.  Stipends 
range  from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits. 
Contact  the  Director  of  Residency  Training,  Austin  State  Hospital,  4110 
Guadalupe,  Austin,  Texas  78751. 


PHYSICIAN  WANTED — family  or  general  practice  for  small  community, 
population  16,000.  Mineola,  Texas.  88  miles  east  of  Dallas,  30  miles 
north  ol  Tyler.  Medicare  and  Blue  Cross  approved.  45-bed  hospital. 
Two  MDs,  3 DOs  in  practice.  Office  and  lake  house  available.  12 
months  free  rent.  The  Woodlands  Hospital,  320  Greenville  Avenue, 
Mineola,  Texas  75773 


NEAR  DALLAS — TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas  Many  carpool,  others  live  in  or  around  Terrell,  pop. 
14,000,  located  approximately  30  minutes  from  downtown  Dallas.  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700, 
plus  $1000  for  boaid  certified.  Personnel  Office,  Terrell  State  Hospital, 
P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/alfirmative 
action  employer 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  SOI  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


BOARD  ELIGIBLE  FAMILY  PRACTITIONER— GEORGETOWN.  TEXAS. 
Established  family  practice  clinic  with  seven  board  certified  family 
practitioners  in  new  facility  adjacent  to  new  sixty  bed  hospital  serving 
population  area  of  approximately  40,000  and  thirty  minutes  from  Austin. 
Send  CV  to  Lois  Glass,  Georgetown  Medical  Center,  2100  Scenic  Drive, 
Georgetown,  Texas  78626. 


ROLLING  PINE  HILLS— Garden  city  of  75,000.  Thriving  recreations, 
cultural,  business  and  medical  center  of  northeast  Texas.  Nine-man 
group.  Four  GP/FPs,  3 internists,  2 surgeons.  Replace  retiring  GP.  No 
OB  or  major  surgery.  Full  shareholder  after  on  year.  Contact  Drs.  Ken 
Cushman  or  Bill  Scroggins,  Medical  & Surgical  Clinic,  PA,  1100  South 
Beckham,  Tyler,  Texas  75701. 

WANTED:  BOARD  CERTIFIED  or  board  eligible  neurosurgeon  to  join 
two  established  neurosurgeons  in  Texas.  Full  diagnostic  facilities 
available.  Corporation  benefits  including  profit  sharing  available. 
Please  reply  to  John  C.  O’Loughlin,  MD,  The  Neurological  Clinic,  1818 
Pine  Street,  #127,  Abilene,  Texas  79601. 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 

LOCUM  TENENS  WANTED  for  solo,  private,  general  practice  in  Ballin- 
ger, Texas  for  the  month  of  June  1981.  James  A.  Griswold,  MD, 
P.O.  Box  470,  Ballinger,  Texas  76821;  915-365-2545. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 

CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person. 
State  benefits.  Merit  System  position.  Equal  opportunity  employer. 
Contact  C.  R.  Allen,  Jr.,  MD,  1100  West  49th  Street,  Austin,  Texas  78756; 
512-458-7668. 


LOVELY  SOUTHWESTERN  CLIMATE— Multispecialty  group  seeking  in- 
ternist, OB/Gyn,  family  practice  physicians.  Substantial  guarantee. 
Contact  Talton  Francis,  El  Paso  Medical-Surgical  Associates,  PA,  10301 
Gateway  West,  El  Paso,  Texas  79925. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  FAMILY  PRACTITIONER,  1960  area.  Telephone  number  713 
467-7400. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  oi 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


PSYCHIATRIST — Large  CMHC  has  a position  available  for  a board 
certified  or  board  eligible  psychiatrist  interested  in  providing  services 
to  adults  in  an  urban  community  setting.  A competitive  salary  and 
excellent  fringe  benefit  package  is  offered.  Please  forward  vita  to: 
Personnel  Director,  Dallas  County  MH/MR  Center,  102  Stemmons  Tower 
North,  2710  Stemmons  Freeway,  Dallas,  Texas  75207.  An  equal  oppor- 
tunity employer. 


MEDICAL  DIRECTOR — Large  CMHC  is  seeking  a psychiatrist  to  co- 
ordinate and  direct  its  clinical  services  within  Dallas  County,  Texas. 
An  extensive  and  successful  background  in  both  the  clinical  and  ad- 
ministrative aspects  of  a community  mental  health  services  organiza- 
tion is  required,  preferably  in  an  urban  setting.  This  is  a key  position 
in  a forward-looking  health  services  organization.  Individuals  who  are 
interested  in  and  qualified  for  this  job  are  invited  to  forward  their 
vita  to:  Executive  Director,  Dallas  County  Mental  Retardation  Center, 
1200  Stemmons  Tower  North,  2710  Stemmons  Freeway,  Dallas,  Texas 
75207.  An  equal  opportunity  employer. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FP/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room. 
Primary  interests  include  family  oriented  health  maintenance  and  care. 
Great  opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send 
CV  to  Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


DALLAS  AREA:  Full  time  emergency  depaitment  posiuon  available  be- 
ginning July  1,  1981  (possibly  sooner)  with  emergency  medicine  group 
covering  four  hospitals  in  Dallas  and  suirounding  area.  F ee-for-service 
with  minimum,  flexible  scheduling.  $l,200,000/$l,b00,000  malpractice  in- 
surance provided.  Contact  Cindy  Rogers  at:  Texas  Emergency  Medicine 
Physicians,  5310  Harvest  Hill  Road,  Suite  299,  Dallas,  lexas  75230;  2i4 
386-2969. 


MEDICAL  DIRECTOR — $44, /00  annually,  plus  State  of  lexas  fringe 
benefits.  Will  supervise  a staff  of  four  pnysicians  and  coordinate  x-ray, 
lab  and  denial  department  for  residential  facility  for  approximately 
1000  mentally  retarded  clients.  Requires  college  degree  and  one  year 
internship  in  an  approved  hospital,  Texas  license  to  practice  medicine. 
Must  have  at  least  2 years  expeiience  as  a physician  and  have  demon- 
strated exceptional  professional  and  adminisirative  capabilities.  Contact 
James  D.  Maikle,  personnel  Director  or  James  A.  Law,  Superintendent, 
Richmond  State  School,  P.  O.  Box  398,  Richmond,  Texas  7/469,  713  342- 
4681.  EEO/AA  employer. 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-instilutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM<SR.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  "lexas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


WANTED  FAMILY  PRACTITIONER — Dallas,  Texas.  Spanish  speaking 
willing  to  do  routine  OB  and  pediatrics.  Busy  obstetrician  with  90% 
Spanish  speaking  practice  will  refer  newborns  and  overload  Office 
will  be  shared.  Contact  A.  Zevallos,  MD,  6011  Harry  Hines  Blvd.,  Dal- 
las, Texas  75235;  telephone  214  630-2^92. 


CURRENT  TEXAS  OPENINGS— ENT,  FP,  GP,  GS,  EYE,  RADIOL,  ORTHO 
AND  PEDI.  Must  have  AB  or  eligible.  Sunbelt  Physician  Place  Service 
5500  N.  Braeswood,  No  177,  Houston,  Texas  77096,  713  729-6068. 


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice, 
locum  tenens,  or  group  practice.  R.  Hudspeth,  Executive  Director,  803 
W.  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 


NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1,  1981.  Must  be  board  certified/eligible 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Road 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


EMERGENCY  PHYSICIAN — HOUSTON;  to  fill  group  of  three  Light  but 
growing  load  excellent  back-up.  Fee-for-service,  excellent  remunera- 
tion. Call  collect  or  write  Leo  H.  Criep,  MD,  Director  of  Emergency 
Houston  Memorial  Hospital,  1624  Pech,  Houston,  Texas 


TEXAS — WACO:  Full-time  career  emergency  physician  to  round  ou! 
*Pur  TP011  Qfroup  in  moderate  volume  ED  in  200  bed  full  service  hospital 
Excellent  and  comprehensive  backup.  Affiliated  with  Baylor  College  of 
Medtctne  Family  Practice  Residency-faculty  appointment.  Teaching 
and  EMS  interests  required.  Prefer  residency  trained  or  board  eligible. 
mCenen*  schools,  city  lifestyle  and  shopping  in  progressive  city  of 
100,000  in  good  hunting  and  recreation  area  of  Central  Texas.  Write 
Geoffrey  Coates,  MD,  McLennan  County  Medical  Education  and  Re- 
search Foundation,  P.O.  Box  3276,  Waco,  Texas  76707  or  call  collect 


OB-GYN,  board  eligible  or  certified  to  join  aggressive  group  of  three 
pB-GYN.  Rio  Grande  Valley,  Harlingen.  New  office,  well  equipped  in 
building  attached  to  hospital.  Excellent  salary,  benefits,  early  partner- 
fl’i.R-.iJ.®?':  South  Padre  Island  and  Mexico.  Send  CV  to  Ad-192,  TEXAS 
MEDICINE,  1801  NortFi  Lamar  Blvd.,  Austin,  Texas  78701. 


AUSTIN,  TEXAS— PHYSICIAN  FOR  FAMILY  Health  Service  needed  in 
Maternal  and  Child  Health  Division;  preferably  board  certilied  in 

gediatrics  with  training  or  interest  in  genetics;  responsible  lor  Heritable 
lsease  Program,  Child  Health  Clinics  and  special  projects  throughout 
the  state;  includes  travel,  legislative  involvement  and  project  develop- 
ment. Send  CV  to  Dr.  Walter  P.  Peter,  Division  of  Maternal  and  Child 
Health,  1100  West  4Sth  Street,  Austin,  Texas  78756. 

PEDIATRICIAN  WANTED,  board  eligible  or  certified,  to  join  two  other 
pediatricians  in  a ten  man  muhispecialty  group.  Guaranteed  salary  to 
start  with  early  partnership.  Houston,  Texas.  Please  reply  to  Ad-193, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PARTNER  NEEDED  BY  TEXAS  FP — Young  FP  with  giowing  practice 
needs  partner.  Attractive  location,  south  of  Austin.  Modern  hospital 
near  office.  Excellent  family  area.  Complete  financial  participation. 
Send  CV  in  confidence  to  Ad-lSO,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OB/GYN — HOUSTON,  TEXAS.  Modern  office  space  adjacent  to  80  bed 
hospital.  Referral  base  is  established.  Hospital  will  provide  a complete 
financial  incentive  package  to  insure  a successful  practice.  Contact 
Administrator,  Ad-191,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 

A LIMITED’  NUMBER  OF  PL-3  positions  are  open  effective  July  1,  1981, 
in  the  Department  of  Pediatrics,  Training  facilities  include  a welh 
developed  ambulatory  clinic  and  a modern  medical  school  affiliated 
hospital  adjacent  to  the  Health  Sciences  Center.  In-patient  care  is 
provided  by  a 28  bed  pediatric  unit,  6 bed  pediatric  intensive  care  unit, 
28  bed  neonatal  intensive  care  unit  and  25  bed  normal  newborn  nur- 
sery. Subspecialties  represented  by  the  faculty  include:  allergy,  am- 
bulatory care,  cardiology,  endocrinology,  hematology/oncology,  im- 
munology, infectious  diseases,  neonatoloy  and  virology.  Up  to  six 
months  of  the  PL-3  year  may  be  spent  on  approved  electives  in  these 
areas  or  through  agreements  with  other  clinical  departments  within 
the  center.  For  further  information  please  contact:  S.  K.  Varma,  MD, 
Associate  Chairperson,  Department  of  Pediatrics,  Texas  Tech  Univem 
sity  Health  Sciences  Center,  Lubbock,  Texas  79430,  telephone  806  743- 
2322.  TTUHSC  is  an  equal  opportunity/affirmative  action  employer. 

A SMALL  NUMBER  OF  PL-1  POSITIONS  will  be  available  in  the  De- 
partment of  Pediatrics,  effective  7-1-81.  Training  facilities  include  a 
well-developed  ambulatory  care  clinic  and  a modern  medical  school- 
affiliated  hospital  adjacent  to  the  Health  Sciences  Center.  The  resi- 
dency program  offers  diverse  clinical  material  to  challenge  and  instruct 
the  trainee.  During  the  PL-1  year,  residents  are  responsible  for  primary 
patient  care  under  close  supervision  of  faculty  and  senior  house  staff 
with  block  rotations  of  four  months  each  in  the  ambulatory  care  clinic, 
pediatric  in-patient  unit  and  nursery.  The  remainder  of  the  year  is 
allotted  to  elective  time,  with  all  major  pediatric  subspecialties  repre- 
sented by  the  faculty.  For  further  information,  please  contact  S.  1C 
Varma,  MD,  Associate  Chairperson,  Department  of  Pediatrics,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  Texas  78430,  tele- 
phone 806  743-2322.  TTUHSC  is  an  equal  opportunities/affirmative 
action  employer. 

TEXAS,  DALLAS  AND  TEMPLE.  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  ca°e,  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  load  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  with  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  collect  for 
further  information. 

TEMPLE,  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  qualified  family  practice  physicians.  Please  call  Dr 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  7870 1 

WANTED:  A BOARD  ELIGIBLE  or  board  certified  pathologist  to  join  a 
two  man  hospital-oriented  group  practice  in  Texas.  Must  be  experi- 
enced in  both  AP-CP,  as  well  as  cytology.  Five  day  work  week,  with 
rotating  weekends.  Straight  $72,000  salary  first  year,  then  professional 
association  with  percentage  of  net  income  thereafter.  Call  713  861-6161, 
ex.  480;  or  send  resume  to  Robert  Bucci,  MD,  Heights  Hospital,  20th 
and  Ashland  Streets,  Houston,  Texas  77008. 

WELL  TRAINED  FAMILY  PRACTITIONER  OR  INTERNIST  needed  to  join 
staff  of  a family  medical  center  in  Garland,  Texas.  Excellent  oppor- 
tunity for  professional  and  economic  growth.  Respond  with  CV  to  Susan 
Masterson,  Emergency  Medical  Services  Associates,  Inc.,  8200  W Sun- 
rise Blvd.,  Building  C,  Plantation,  Florida  33322,  or  phone  305  472-6922. 

V/ANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R Gohlke  MD 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 

OPHTHALMOLOGISTS:  Corneal  and  strabismus  specialists  to  provide 
needed  service  for  large  referral  area  in  Dallas,  Texas.  Contact  Ad-195 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

A NEW  KIND  OF  OPPORTUNITY  FOR  PHYSICIANS— Ambulatory  emer- 
gency  clinics  in  Houston,  Texas.  Career,  short  term  and  part  time 
openings  with  new  network  of  MediClinics.  Clinic  director,  full  time 
physicians  and  locum  tenens  needed.  Opportunities  for  residents,  too. 
Flexible  scheduling.  Salary  open.  Malpractice  insurance  provided. 
Please  send  CV  to  Mr.  Robert  Kinkade,  Robert  Kinkade  & Company, 
520  S.  Post  Oak,  Suite  IPO,  Houston,  Texas  77027,  or  call  713  961-3131 


Situations  Wanted 


RADIOLOGIST  50 — Well  rounded.  Previous  fellowship  in  cardiovascular 
and  neuroradiology.  Expertise  in  all  facets  of  special  procedures. 
Presently  director  of  neuroradiology  and  special  procedure  section  of 
large,  busy  university  affiliated  hospital.  All  reasonable  offers  are 
considered.  Please  reply  to  Ad-173,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

ANESTHESIOLOGIST — Board  certified.  Can  do  family  practice  Wish  to 
relocate.  Please  reply  to  Ad-180,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OB/GYN — 35,  finishing  prestigious  residency  training  June  1981.  Wide 
experience,  seeks  solo,  group  or  partnership  practice  in  metro  area. 
Rasik  Nagda,  MD,  7456  Washington  Avenue,  Forest  Park,  Illinois  60130’ 
312  366-4554. 
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INTERNIST — 29  board  eligible,  desires  solo  practice  or  partnership 
from  July  1981.  Great  deal  of  experience  in  critical  care  medicine  and 
medical  emergency  room.  Please  contact  Arvmd  Mehta,  MD  39-33, 
57th  Street  Apt.  3E,  Woodside,  New  York  11377;  telephone  zl2  424-6237 
after  5:30  pm,  or  212  579-5000  page. 

BOARD  ELIGIBLE,  INTERNAL  MEDICINE.  Available  from  July  1,  1981. 

Seeking  practice  in  Dallas  and  its  vicinity.  Seek  group  solo  partner- 
ship or  hospital  based  practice.  Reply  to  Ad-186,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST-PULMONOLOGIST— 33,  completing  university  hospital  fel- 
lowship. Trained  in  bronchoscopy,  PFT  ICU,  Swan-Ganz  and  consulta 
tion.  Wishes  to  practice  internal  medicine  and  pulmonary.  Wife  is 
completing  university  hospital  rehabilitation  medicine  residency.  Both 
seek  job  or  private  practice  opportunity.  Available  after  July  .81. 
pfease  reply  to  Ad-187,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

LOCUM  TENENS— COMPHEALTH,  Our  medical  group  can  place  a well- 
qualified  physician  in  your  practice  during  your  absence.  For  more 
information  call  or  write:  Comprehensive  Health  Systems,  Inc.,  i/5 
West  Second  South,  Salt  Lake  City,  UT  84101;  801  532-1200. 

AMERICAN  BOARD  GENERAL  SURGEON  with  over  twelve  years  ex- 
perience in  (occupational)  industrial  medicine  with  outstanding  com- 
puter company.  Desires  location  in  Central  Texas  area.  Clinical  in- 
volvement welcome.  Licensed  in  Texas.  Please  reply  to  Ad  189,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGIST,  BOARD  CERTIFIED  in  anatomic  and  clinical  pathology, 
fellowship  in  pediatric  pathology  and  electron  microscopy,  masters 
degree  in  microbiology  seeks  opportunity  (full  or  part-time)  with  health 
care  institution  or  professional  group.  Contact  Evelyn  ].  Diehl,  MD,  1-ZU 
Chlremoya  Ave  , Los  Angeles  California  90068,  213  226-3011  (work) 
or  213  469-8498  (home).  Available  July  1,  1981.  

48  YEAR  OLD  MALE  QUALIFIED  OB/GYN.  Stanford  and  McGill  trained. 
Has  been  in  solo  Gyn/GP  practice  in  Hawaii  for  17  years.  Desires  to 
relocate  in  Houston/Dallas  area.  Prefers  small  group  or  partner  for 
office  Gyn/GP.  Contact  E.  Gordon  Dickie  MD,  305  Royal  Hawaiian 
Ave.  #211,  Honolulu,  Hawaii  96815;  office  telephone  808  923-5511. 

OB/GYN— Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice  Preference  given  to  young,  /toeri- 

"an  and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

RADIOLOGIST  44  BOARD  CERTIFIED,  seeks  relocation.  Prefer  Central 
Texas.  Diagnosis,  limited  specials,  limited  diagnostic  imaging.  Contact 
Radiologist,  226  Blue  Castle,  Houston,  Texas  77015,  telephone  713  455- 
5492.  

BOARD  ELIGIBLE  INTERNIST  with  four  years  experience  in  England 

and  wife  is  university  trained  board  eligible  anesthesiologist  wants  to 
relocate  in  Texas.  Prefers  large  or  mid-size  town  or  within  easy  reach 
of  a large  town.  Both  available  from  July.  Expecting  to  be  licensed  in 
Texas  by  May  '81.  H.  K.  Arunkumar,  MD,  1539  E.  Monument,  Baltimore, 
Maryland  21205. 

INTERNIST — 29,  board  eligible.  Desires  relocation  in  close  proximity 
of  Dallas-Fort  Worth  area,  Houston  or  San  Antonio.  Solo  associa  ion 
or  clinic  practice  situation  desired.  Available  immediately.  Contact 
Prabhu  MD  21470  Dequindre,  #103,  Warren,  Michigan  48091;  313 
757-3727. 

PSYCHOLOGIST,  TEXAS  TRAINED  AND  LICENSED,  interested  in  asso- 
ciating with  small  clinic  or  physicians  group.  Medical  center  internship, 
extensive  experience  with  adults  and  adolescents,  numerous  court  ap- 
pearances, professional  papers.  Will  relocate  anywhere  in  Texas.  CV 
references  on  request.  Please  contact  W.  B.  Norman,  PhD,  1421  Night- 
ingale, McAllen,  Texas  78501;  512  383-4591. 

SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 

(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Phys'Cta"  Servlce' 

5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-7z.9-6068. 

ALLERGIST  31  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clime 
situation.  Medium  to  large  communities  pre  erred  Available  |uly  1-81. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


For  Sale  or  For  Rent 


DALLAS  SUBURBS— NEW  BOOMING  TOWN.  15  minutes  from  Dallas 
(The  Colony,  Texas).  Three  exam  rooms,  newly  modeled  ample  tree 
parking,  in  unique  shopping  square.  Only  one  FP  m 10  000  population. 
Lease  ($1,080  per  month  for  three  years)  or  Sale  ($16,000)  term  negoti- 
able. Call  collect  Dr.  Shin  214  963-7841. 

CORPUS  CHRISTI,  TEXAS— OPHTHALMOLOGICAL  practice  and  equip- 
ment for  sale.  Retiring  due  to  age  and  health.  Located  in  medical 
complex,  a few  blocks  from  both  major  h°spi}gls.  Rex  C.  aU£,use' 

62  Rock  Creek,  Corpus  Christi,  Texas  78412;  512  883-9532  or  512 
992-0627.  

MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDb,  /14 
867-6500.  

FOR  SALE  OR  RENT:  Well  established,  30  years,  family  practice.  Ap- 
proximately $130,000  gross.  Office  completely  furnished  and  equipped 
with  x-ray,  EK.G,  and  lab  Retiring,  will  introduce.  For  information 
call  713  926-6500  or  713  663-6529.  

LARGE  OFFICE  FOR  ONE  OR  TWO  OPHTHALMOLOGISTS  near  large 
hospital  complex  in  Dallas,  Texas.  Contact  Ad-196,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  

Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100, UUU  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  peiformance 
records  available.  Nearly  $2  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PLAZA  DEL  ORO,  HOUSTON— Excellent  location  adjacent  to  Astrodome 
with  ample  free  parking,  five  minutes  to  Texas  Medical  Center.  Entire 
floor  of  up  to  4500  square  feet  available;  can  be  divided.  X-ray  avail- 
able in  building.  Perfect  for  primary  care  physicians.  Contact  Eric 
Orzeck,  MD,  713  797-9922.  


OFFICE  SPACE  FOR  LEASE— 3800  sq.  ft.  office  space  available  to  any 
individual  willing  to  assume  lease  and  purchase  leasehold  improve- 
ments and  equipment.  Fully  equipped  with  diagnostic  radiographic 
facilities,  minor  surgery  and  or  minor  emergency,  executive  and  busi 
ness  offices.  Excellent  opportunity  for  anyone  wishing  to  relocate  in 
the  Sun  Belt  area.  Located  in  a rapidly  growing  North  Dallas  com- 
munity with  access  to  a modern  200  bed  community  hospital,  fully 

equipped  and  staffed.  Health  of  practitioner  demands  early  release  of 

practice  responsibilities.  Please  reply  to  Ad-167,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

HOUSTON — Well  established  and  lucrative  three  year  practice  of  in- 
ternal medicine.  Urban,  minority,  central  and  within  minutes  of  major 
medical  center.  1,250  square  feet  with  x-ray  and  lab^  Retiring  physician 
Terms  negotiable.  Please  reply  to  PGY,  P.O.  Box  79496,  Memorial  Park 
Station,  Houston,  Texas  77024. 

COMPLETE  MEDICAL  LABORATORY  equipment  and  supplies  to  be  sold 
as  a package.  Included  binocular  miscroscope,  centrifuge,  hematology 
analyzer,  incubator  and  many  others.  Reply  to  Daphne  Smith,  3913 
Medical  Parkway,  Austin,  Texas  78756;  512  459-3133. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  tor 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 

HANDICAPPED  PHYSICIANS— I am  a multiply-handicapped  doctor  in- 
terested in  contacting  other  handicapped  physicians  in  order  to  obtain 
some  approximation  of  the  size  and  characteristics  of  this  population 
in  the  US  and  Canada.  There  is  currently  no  organization  to  provide 
statistical  data  on  the  career  patterns  of  such  individuals  or  to  what 
extent  various  handicaps  affect  the  physician's  ability  to  remain  in 
active  practice.  Should  any  physician  become  handicapped,  such  in- 
formation would  be  of  utmost  value  in  determining  the  feasibility  of 
remaining  in  any  chosen  field  and  would  also  provide  some  indication 
of  the  career  opportunities  available  to  this  unique  population^  All 
physicians  active  or  inactive,  with  any  type  of  physical  handicap 
are  asked  to  contact  F Zondlo,  MD,  St.  Paul-Ramsey  Medical  Education 
and  Research  Foundation,  640  Jackson  Street,  St.  Paul,  Minnesota 
55101. 

BUY  OR  l EASE  a Mercedes  Benz,  Porsche,  Audi  or  BMW.  Take  de- 
livery at  the  factory  in  Europe  or  in  the  US  and  save  Arrangements 
available  for  individuals  or  group  practices.  Call  512  492-4530  or  write 
Universal  Imports,  3530  Hunters  Glade,  San  Antonio,  lexas  /oZoU. 

DOCTOR  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed' to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G.  Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767  telephone  512  4716-7163. 


Ready  for 
Mt.  St.  Helens, 
Hurricane  Allen, 
Love  Canal. 

Red  Cross:  Ready  for  a new  century. 
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DOES  SHE 

DESERVE  MORE  HELP 
THAH  HE  DOES 
JUST  BECAUSE 
HER  DISEASE 
IS  BETTER  KHOWH? 


United  Way 
supports  a wide  range 
of  human  service 
agencies  — charities  we 
all  know  but  also  less 
well-known  organizations 
which  otherwise  might 
not  get  the  needed 
finances  to  carry  on 
their  good  work. 

Thanks  bo  you.  ib  works. 

For  all  oF  us. 

United  Mfey 

A Public  Service  of  This  Magazine  & The  Advertising  Council 
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, We've  Come  a — 
Long  Way,  Doctor 


Emergency  medicine  has  come  a long 
way  from  the  days  of  rotating  cover- 
age by  house  staff.  And  the  process  of 
matching  the  right  ED  doctor  with  the 
right  ED  opportunity  has  come  a long 
way  too. 

We  know.  We're  the  nation's  lead- 
ing emergency  medicine  consulting 
placement  firm.  We've  come  a long 
way,  helping  hundreds  of  doctors 
find  the  right  spot  for  them  Call 
us  in  confidence — without  cost, 
without  obligation. 

We'll  go  a long  way  together 


Medical  Search  Consultants,  Inc. 

333  North  Belt,  seventh  floor 
P.O.  Box  4448 
Houston,  Texas  77210 
800/231-0224 
713/999-6800  (Texas) 


/MiDSECO 


r 


PHYSICIANS 

One  of  America's  largest  health  care 
corporations  is  currently  seeking  a 
part-time  Physician  for  our  Plasma 
Donor  Center  located  in  Houston. 
Responsibilities  will  include  performing 
physicals  in  conjunction  with  donor 
screening  and  evaluation  when  regular 
Staff  Physicians  are  on  vacation. 

Our  requirements  are  flexible  and  we 
will  consider  licensed  but  non-practicing 
Physicians  as  well  as  those  desiring  to 
work  on  a consulting  basis. 

We  offer  excellent  working  environment 
and  a highly  competitive  salary.  For 
further  information  please  send  curri- 
culum vitae  to  Curtis  Doyle: 


Alpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  ol 
ABBOTT  LABORATORIES 

1520  Capitol,  Houston,  TX  77002 
(713)  225-9177 

Equal  Opportunity  Employer  MiF 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association,  P.A.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful  HMOs  in 
Arizona,  California,  Florida,  and  Washington,  and  which  has  become  established  as  an  innovative  leader  in  the 

health  care  held.  _ . 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 

aspects  of  office  management;  excellent  salary  and  fringe  benefits,  plus  all  the  advantages  of  living  in 
“Big  D,“  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to; 

Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


APRIL 

Anesthesiology 

April  3-5,  1981 

Anesthetic  Management  of  the  Trauma  Patient.  Marriott  Hotel,  San 
Antonio.  Fee  $300.  Category  1 , AMA  Physician's  Recognition 
Award;  17  hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Ed- 
ucation, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-7291 

Family  Medicine 

April  27-May  1 , 1981 

Review  Course  in  Family  Practice.  Marriott  Hotel-Astrodome,  Hous- 
ton Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Margaret  Klug,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Gastroenterology 

April  22-25,  1981 

Problemsolving  in  Gastroenterology— Update  1981  Driskill  Hotel, 
Austin.  Fee  $240,  ACP  members,  FACP,  residents  & fellows;  $320, 
nonmembers;  $1 70,  ACP  associates.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Walter  P Dyck,  MD,  Scott  & White  Me- 
morial Hospital,  2401  S 31  St,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

General  Medicine 

April  3-4,  1981 

Advanced  Life  Support  Provider  Course  UT  Health  Science  Center 
at  San  Antonio  Fee  $1 50.  AAFP,  Prescribed;  Category  1 , AMA  Phy- 
sician's Recognition  Award,  12  hours.  Contact  Marilyn  Rennels, 
Office  of  Continuing  Education,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 

April  10-11,  1981 

UT  Medical  Branch  Homecoming.  Clinical  Science  Auditorium,  UT 
Medical  Branch,  Galveston.  Fee  TBA.  Contact  Sue  Moreno,  Office 
of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch,  Galveston,  TX  77550  71 3/765-2934 

April  16-18,  1981 

Patient  Education.  UT  Medical  Branch,  Galveston.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award.  Contact  Sue  Moreno, 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

April  24-25,  1981 

Musculoskeletal  Disease  in  the  Primary  Care  Office  Zale  Lecture 
Hall,  UT  Health  Science  Center  at  Dallas.  Fee  $15.  Category  1 , AMA 
Physician's  Recognition  Award;  1 5 hours.  Contact  Div  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas  TX 
75235  214/688-2166 

April  24-26,  1981 

Update  on  Infectious  Diseases  Marriott  Hotel,  San  Antonio.  Fee 
TBA.  AAFP;  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 


Hyperbaric  Medicine 

April  25-May  2,  1981 

Advancing  Course  on  the  Medicine  of  Sport  Scuba  Diving.  Grand 
Cayman,  BWI.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award,  Category  1 ACEP;  25  hours  Contact  Jefferson  C Davis, 

MD,  Hyperbaric  Medicine.  Methodist  Plaza,  4499  Medical  Dr  San 
Antonio,  TX  78229  512/696-7293 

Neurology 

April  3-4,  1981 

Current  Stroke  Review  Doubletree  Inn,  Dallas.  Fee  $200,  physi- 
cians, entire  seminar;  $100,  residents,  entire  seminar,  optional 
prorated  fee  at  $55  per  session  (4  sessions).  Category  1 , AMA  Phy- 
sician's Recognition  Award;  14  hours  Contact  Lela  Breckenridge 
Presbyterian  Hospital  of  Dallas,  8200  Walnut  Hill  Lane  Dallas  TX 
75231  214/696-8436 

Ophthalmology 

April  10-11,  1981 

Alamo  City  Ophthalmology  Residents'  Day  UT  Health  Science  Cen- 
ter at  San  Antonio.  Fee  $50.  Category  1 , AMA  Physician's  Recog- 
nition Award.  Contact  Marilyn  Rennels,  Office  of  Continuing  Educa- 
tion, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-7291 

April  25,  1981 

Ophthalmology— 9th  Malcolm  McCullough  Lecture,  15th  Annual 
Postgraduate  Course.  UT  Medical  Branch,  Galveston  Fee  TBA.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award.  Contact  Sue  Moreno, 
Office  of  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bldg,  UT  Medical  Branch,  Galveston,  TX  77550  713/765-2934 

Orthopedics 

April  9-11,  1981 

1 7th  Annual  Orthopedic  Symposium:  Children's  Orthopedics,  Part  II 

Warwick  Hotel,  Houston.  Fee  $150  Category  1 . AMA  Physician's 
Recognition  Award;  15  hours.  Contact  Sherwin  Siff,  MD,  7000  Fan- 
nin, 20th  Floor,  Houston,  TX  77030 

Pathology 

April  24-25,  1981 

Pulmonary  Pathology:  An  Update  UT  Medical  School  at  Houston. 

Fee  $80,  physicians;  $40,  residents.  Carlos  Bedrossian,  MD,  Scien- 
tific Seminar  Chairman,  Houston  Society  of  Clinical  Pathologists, 
Department  of  Pathology-UTMSH,  6431  Fannin,  Houston  TX 
77030 

Pediatrics 

April  13-17,  1981 

Pediatric  Intensive  Care  UT  Health  Science  Center  at  Dallas.  Fee 
$275,  physicians;  $1 75,  nurses.  Category  1 , AMA  Physician’s  Rec- 
ognition Award,  27  hours.  Contact  Linda  Spino,  PhD,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235  214/688-2166 

Physical  Medicine  & Rehabilitation 

April  20-30,  1981 

1 5th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Jaworski  Classroom,  Baylor  College  of  Medicine, 
Houston.  Fee  $300.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
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College  of  Medicine.  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Psychiatry 

April  3-4,  1981 

Medical  Update  for  Psychiatrists,  Marriott  Hotel-Astrodome,  Hous- 
ton Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Radiology 

April  6-10.  1981 

Mammography  Training  for  the  Early  Detection  of  Breast  Cancer. 

M D Anderson  Hospital  and  Tumor  Institute,  Houston  Fee  $300. 
practicing  radiologists;  $1 00,  radiology  residents.  Category  1 , AMA 
Physician's  Recognition  Award;  American  College  of  Radiology, 
American  Society  of  Radiologic  Technologists.  Contact  David  D 
Paulus,  MD,  Mammography  Training  Dir,  Dept  of  Diagnostic  Radiol- 
ogy, M D Anderson  Hospital  and  Tumor  Institute,  6723  Bertner, 
Houston,  TX  77030  713/792-271 2 

Surgery 

April  29-May  1 , 1981 

Gary  Wratten  Symposium,  El  Tropicano  Hotel,  San  Antonio.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact  LTC 
Robert  G Jones,  Brooke  Army  Medical  Center,  Fort  Sam  Houston, 
Texas  78234  51 2/221 -3000  or  3798 

MAY 

Anesthesiology 

May  3-6,  1981 

1981  Latin  American  Symposium  on  Recent  Advances  in  Anesthe- 
siology (Taught  entirely  in  Spanish)  Marriott  Hotel,  San  Antonio. 

Fee  $350.  Category  1 , AMA  Physician's  Recognition  Award,  1 7 
hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr.  San  Antonio,  TX  78284 
512/691-7291 

Family  Medicine 

May  21, 1981 

1 st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  at  Risk. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $50.  AAFP,  Pre- 
scribed; Category  1 , AMA  Physician's  Recognition  Award;  Category 
2D,  AOA;  8 hours.  Contact  Marilyn  Rennels,  Office  of  Continuing 
Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  512/691-7291 

May  21,  1981 

Family  Practice  Preceptorship.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Marilyn  Rennels,  Office  of  Continuing  Education,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

May  22-24,  1981 

6th  Annual  Family  Practice  Recertification  Review.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $200.  AAFP,  Prescribed;  Category 
1 , AMA  Physician’s  Recognition  Award;  Category  2D,  AOA;  1 9-23 
hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 


General  Medicine 

May  1-2,  1981 

Clinical  Laboratory  Medicine  UT  Medical  Branch,  Galveston.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Sue 
Moreno,  Office  of  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  77550 
713/765-2934 

May  14-15,  1981 

Pain  Clinic.  Sheraton  Crest  Hotel,  Austin.  Fee  $80.  Category  1 , AMA 
Physician's  Recognition  Award,  AAFP;  CEARP,  14  hours.  Contact 
Marianne  Foley,  CTMF,  1 500  East  Ave,  Austin,  TX  78701 
512/476-6461 

May  22-23,  1981 

Vascular  Disease  for  Primary  Care  Physicians  UT  Medical  Branch, 
Galveston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Sue  Moreno,  Office  of  Continuing  Medical  Educa- 
tion, 2nd  Floor  Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX 
77550  713/765-2934 

Internal  Medicine 

May  19-22,  1981 

Update  in  Internal  Medicine  Zale  Lecture  Hall,  UT  Health  Science 
Center  at  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recogni- 
tion Award.  Contact  Linda  Spino,  PhD,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  214/688-2166 

Ophthalmology 

May  7-9,  1981 

Closed  Approach  to  Intraocular  Surgery  UT  Health  Science  Center 
at  San  Antonio  Fee  $375.  Category  1 , AMA  Physician's  Recognition 
Award  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Orthopedics 

May  7-9,  1981 

The  Multiply  Injured  Adult  with  Complex  Fractures  Zale  Lecture 
Hall,  UT  Health  Science  Center  at  Dallas.  Fee  $250,  physicians; 
$125,  residents.  Category  1 , AMA  Physician's  Recognition  Award; 

1 6 hours.  Contact  June  Bovill,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

May  13-16 

Arthroscopic  Meniscectomy.  UT  Health  Science  Center  at  Dallas. 

Fee  $400,  physicians;  $225,  residents.  Category  1 , AMA  Physician’s 
Recognition  Award,  26  hours.  Contact  Linda  Spino,  PhD,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214/688-2166 

Pathology 

May  18-22,  1981 

Non-Gynecologic  Cytopathology.  Dallas  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award;  30  hours.  Contact  Adm  Asst,  Edu- 
cational Center  Programs,  American  Society  of  Clinical  Patholo- 
gists, 21 00  W Harrison,  Chicago,  IL  6061 2 

Perinatology 

May  21, 1981 

1st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  Risk  UT 
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Health  Science  Center  at  San  Antonio.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Marilyn  Rennels,  Office  of 
Continuing  Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512/691-7291 

Radiology 

May  14-16,  1981 

Baylor  Annual  Radiology  Conference — 1981  Adam’s  Mark  Hotel, 
Houston.  Fee  TBA  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Margaret  Klug/Lynne  Tiras,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

JUNE 

Internal  Medicine 

June  18-20,  1981 

Review  in  Internal  Medicine.  Cullen  Auditorium,  Baylor  College  of 
Medicine.  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recog- 
nition Award.  Contact  Carol  Berman,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Obstetrics  & Gynecology 

June  1 -5,  1981 

8th  Annual  Postgraduate  Course  in  Current  Obstetric  & Gynecologic 
Practice.  La  Mansion  del  Rio,  San  Antonio  Fee  $475.  AAFP;  Cate- 
gory 2D,  APA;  Category  1 , AMA  Physician’s  Recognition  Award;  38 
hours;  38  Cognates;  ACOG.  Contact  Marilyn  Rennels,  Office  of  Con- 
tinuing Education,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-7291 

June  4-6,  1981 

Colposcopy  Workshop.  Zale  Lecture  Hall,  UT  Health  Science  Center 
at  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  June  Bovill,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Ophthalmology 

June  25-26,  1981 

Ophthalmology  Two-Day  Clinical  Conference.  San  Antonio  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Mar- 
ilyn Rennels,  Office  of  Continuing  Education,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691-7291 

Pediatrics 

June  6-7,  1981 

Pediatric  Review  Course.  Marriott  Hotel,  Astrodome,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

June  12-13,  1981 

1 5th  Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar.  Dallas  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Eva 
Rydelnik,  Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

June  18-19,  1981 

Practical  Approaches  to  Nutrition  Support  in  Childhood  Illness.  Hyatt 
Regency,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  14  hours.  Contact  Division  of  Continuing  Education, 


UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

JULY 

Radiology 

July  6- 17,  1981 

External  Beam  Dosimetry — Principles  and  Calibrations.  Houston. 
Category  1 , AMA  Physician's  Recognition  Award.  Contact  Sharon 
Thousand,  Division  of  Continuing  Education,  UTHSC  at  Houston. 
Box  20367,  Houston,  TX  77025  71 3/792-4671 

July  20-31,  1981 

External  Beam,  Interstitial,  and  Intracavitary  Dosimetry— Manual 
and  Computer  Methods  of  Calculation.  Houston.  Category  1 , AMA 
Physician’s  Recognition  Award.  Contact  Sharon  Thousand,  Division 
of  Continuing  Education,  UTHSC  at  Houston,  Box  20367,  Houston, 
TX  77025  713/792-4671 


TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA’s  1 1 4th  Annual  Session  May  27-31 , 1 981 , in  Dallas. 
Most  courses  are  scheduled  to  be  held  in  the  Dallas  Convention 
Center;  others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Mrs  Dale  Willimack,  Director,  Dept  of  Annual  Session  and 
Scientific  Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 
512/477-6704. 

Adolescents'  Medical  Care 

Thursday,  May  28 

Conference  on  School  Health.  8am-  4pm,  Parquet  Ballroom  D, 
Dallas  Convention  Center  Fee  none  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Aerospace  Medicine 

Thursday,  May  28 

Scientific  Program,  Flying  Physicians  Assn,  Texas  Chapter  and 
Texas  Air-Medics  Assn.  9am-5pm,  Room  N21 5,  Dallas  Convention 
Center.  Fee  none  Category  1 , AMA  Physician's  Recognition  Award, 

5 hours. 

Allergy 

Friday,  May  29 

Section  on  Allergy.  8am-4:30pm,  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 

6 hours. 

Anesthesiology 

Saturday  & Sunday  May  30  & 31 

Scientific  Program,  Texas  Society  of  Anesthesiologists.  8am -5pm, 
Room  E409,  Dallas  Convention  Center  (30th);  9am-12pm,  Regency 
Ballroom  B,  Hyatt  Regency  Hotel  (31st).  Fee  none  Category  1,  AMA 
Physician's  Recognition  Award;  10  hours 

Arthritis  & Rheumatism 

Friday,  May  29 

Symposium  on  Rheumatic  Diseases.  2-5pm,  Room  E401 , Dallas 
Convention  Center,  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  3 hours. 


Volume  77  March  1981 


99 


Saturday,  May  30 

Scientific  Program,  Texas  Rheumatism  Association.  9am-5pm, 
Rooms  E235-236,  Dallas  Convention  Center.  Fee  none.  Category 
1 , AMA  Physician’s  Recognition  Award;  6 hours. 

Cardiovascular  Disease 

Wednesday,  May  27 

Myocardial  Infarction:  Update  on  Management.  2-5pm,  Rooms 
E402-403,  Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45. 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours. 

Thursday,  May  28 

Symposium  on  Cardiovascular  Diseases.  8:30am-5pm,  Rooms 
E402-403,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  6 hours. 

Friday,  May  29 

Cardiac  Arrhythmias:  Causes,  Diagnosis  and  Treatment.  2-5pm 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel  Fee  $30.  AMA  members. 
$45,  nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Friday  May  29 

Seminar  on  Cardiac  Rehabilitation.  2-5pm,  Room  E409,  Dallas 
Convention  Center,  Fee  none  Category  1 , AMA  Physician's  Recog- 
nition Award;  3 hours. 

Chest  Disease 

Friday,  May  29 

Chronic  Obstructive  Lung  Disease.  9am- 1 2pm,  2-5pm;  Reunion 
Ballroom  E,  Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  6 
hours. 

Friday,  May  29 

Recognition  and  Management  of  Pulmonary  Embolism.  9am- 12pm, 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel  Fee  $30,  AMA  members; 
$45,  nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Dermatology 

Thursday,  May  28 

Office  Dermatology.  9am- 1 2pm,  2-5pm.  Room  E410,  Dallas  Con- 
vention Center.  Fee  $60,  AMA  members;  $90,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Saturday  & Sunday,  May  30  & 31 

Scientific  Program,  Texas  Dermatological  Society.  8am- 1 :30pm, 
Rooms  N230-231 , Dallas  Convention  Center  (30th);  9am-12pm, 
Beasley  Auditorium,  Baylor  University  Medical  Center  (31st),  Dallas. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  8 hours. 

Electrocardiography 

Friday,  May  29 

Basic  Electrocardiology.  9am- 12pm,  2-5pm;  Reunion  Ballroom  G, 
Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award,  6 hours. 

Saturday,  May  30 

Intermediate  Electrocardiography.  9am- 12pm;  2-5pm;  Regency 
Ballroom  B,  Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award,  6 
hours. 


Emergency  Care 

Wednesday,  May  27 

Basic  Cardiac  Life  Support  Course.  6- 10pm,  Brisbane  A&B,  Hyatt 
Regency  Hotel,  Fee  $40,  TMA  members;  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  4 hours.  Advance 
registration  required. 

Thursday,  May  28 

Basic  Cardiac  Life  Support  Course.  8am- 12pm,  Room  E302,  Dallas 
Convention  Center.  Fee  $40,  TMA  members,  $45,  nonmembers. 
Category  1 , AMA  Physician’s  Recognition  Award;  4 hours.  Advance 
registration  required. 

Thursday  & Friday,  May  28  & 29 

Advanced  Cardiac  Life  Support  Course.  1 -5pm  (28th),  8am- 1 2pm, 

1 -5pm  (29th);  Room  E302,  Dallas  Convention  Center.  Fee  $120 
Category  1 , AMA  Physician's  Recognition  Award;  1 2 hours.  Prere- 
quisite: Satisfactory  completion  of  Basic  Cardiac  Life  Support 
Course,  Advance  registration  required. 

Friday,  May  29 

Symposium  on  Emergency  Medical  Services.  8:30am-5pm,  Re- 
gency Ballroom  C,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , 

AMA  Physician's  Recognition  Award;  8 hours. 

Endocrinology 

Friday,  May  29 

Scientific  Program,  Texas  Diabetes  and  Endocrine  Association. 

9am-5pm,  Room  E410,  Dallas  Convention  Center.  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Family  Medicine 

Thursday,  May  28 

Scientific  Program,  Texas  Academy  of  Family  Physicians. 

9am-5pm,  Parquet  Ballroom  B,  Dallas  Convention  Center.  Fee  $20. 
Category  1 , AMA  Physician's  Recognition  Award;  AAFP,  Prescribed, 
6 hours. 

Friday  & Saturday,  May  29  & 30 

Section  on  Family  Practice.  9:30am- 12pm,  Room  E409  (29th); 
9:30am- 1 2pm,  Room  N21 5-21 7 (30th);  Dallas  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours. 

Gastroenterology 

Thursday,  May  28 

Section  on  Digestive  Diseases.  8am-5pm,  Room  E401 , Dallas  Con- 
vention Center.  Fee  none  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours. 

Saturday,  May  30 

Diagnosis  and  Treatment  of  Common  Gastrointestinal  Disorders. 

9am-12pm,  2-5pm;  Regency  Ballroom  A,  Hyatt  Regency  Hotel. 
Fee  $60,  AMA  members,  $90,  nonmembers.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  6 hours. 

General  Medicine 

Thursday,  May  28 

Medicolegal  Symposium.  2-5pm,  Rooms  N224-227,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award,  3 hours. 

Friday,  May  29 

Symposium  on  Alcoholism  and  Drug  Abuse.  9am- 12pm,  Rooms 
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N235-236,  Dallas  Convention  Center  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours. 

Friday  May  29 

Symposium  on  Medicine  and  Religion.  1 1 am- 1 2pm,  Bryan  A.  Hyatt 
Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  1 hour 

Genetics 

Thursday  May  28 

Symposium  on  Genetics.  2-5pm.  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
3 hours. 

Geriatrics 

Thursday  May  28 

Scientific  Program,  Texas  Medical  Directors  Association.  2-5pm, 
Room  E404,  Dallas  Convention  Center,  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours. 

Thursday  May  28 

Symposium  on  Pulmonary  Changes  in  Aging.  9am- 1 2pm,  Room 
E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  3 hours. 

Internal  Medicine 

Wednesday.  May  27 

Antibiotic  Update-1981 . 2-5pm.  Room  E409.  Dallas  Convention 
Center.  Fee  $30,  AMA  members,  $45,  nonmembers.  Category  1 , 
AMA  Physician's  Recognition  Award;  3 hours, 

Friday  May  29 

Section  on  Internal  Medicine.  9;30am-4:30pm,  Room  E407,  Dallas 
Convention  Center  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours. 

Malignant  Disease 

Thursday  May  28 

Symposium  on  New  Trends  in  Cancer.  2-5pm,  Parquet  Ballroom  A. 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s 
Recognition  Award;  3 hours. 

Neurology 

Wednesday  May  27 

Office  Evaluation  of  Headache.  2-5pm,  Room  E41 0,  Dallas  Con- 
vention Center.  Fee  $30,  AMA  members;  $45,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Thursday  & Friday,  May  28  & 29 

Section  on  Neurology.  2-4. 30pm  (28th)  & 9.30am-4  30pm  (29th), 
Duncan  A & B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  7 hours. 

Friday  & Saturday,  May  29  & 30 

Section  on  Neurological  Surgery.  8am-4  30pm  (29th)  & 

9:30am- 1 2pm  (30th),  Brisbane  A,  Hyatt  Regency  Hotel  Fee  none 
Category  1 , AMA  Physician's  Recognition  Award;  8 hours 

Obstetrics  & Gynecology 

Thursday,  May  28 

Section  on  Obstetrics  & Gynecology.  8am-5;30pm,  Rooms 
E406-407,  Dallas  Convention  Center,  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  7 hours. 


Saturday,  May  30 

Office  Gynecology.  9am- 12pm,  2-5pm;  Regency  Ballroom  C, 
Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90,  nonmembers 
Category  1 , AMA  Physician’s  Recognition  Award,  6 hours 

Occupational  Medicine 

Saturday,  May  30 

Section  on  Occupational  Medicine.  8am-4  30pm,  Room  E407 
Dallas  Convention  Center  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Ophthalmology 

Friday  & Saturday,  May  29  & 30 

Section  on  Ophthalmology.  8am-5pm  (29th)  & 8am-12pm  (30th) 
Cascade  B,  Hyatt  Regency  Hotel,  Fee  none.  Category  1 , AMA  Phy- 
sician's Recognition  Award,  9 hours 

Orthopaedic  Surgery 

Saturday,  May  30 

Scientific  Program,  Texas  Orthopaedic  Association.  8am-4:30pm, 
Room  E301 , Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award,  6 hours 

Otolaryngology 

Friday  & Saturday,  May  29  & 30 

Section  on  Otolaryngology.  9.30am-4:30pm  (29th),  & 9:30am- 
12pm  (30th),  Room  N231 , Dallas  Convention  Center.  Fee  none.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  6 hours. 

Pathology 

Thursday,  May  28 

Section  on  Pathology.  9 30am-  12pm,  2.30-4:30pm,  Room  E301 . 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  4 hours. 

Pediatrics 

Wednesday,  May  27 

Recurrent  Urinary  Tract  Infections  in  Children.  2-5pm,  Rooms 
E406-407,  Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours. 

Thursday,  May  28 

Pediatric  Neurology  for  Pediatricians.  9am-12pm,  Room  E408, 
Dallas  Convention  Center,  Fee  $30,  AMA  members;  $45,  nonmem- 
bers, Category  1 , AMA  Physician's  Recognition  Award,  3 hours. 

Thursday,  May  28 

Update  on  the  Care  of  Neonate.  2-5pm,  Room  E408,  Dallas  Con- 
vention Center.  Fee  $30,  AMA  members;  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  3 hours. 

Thursday,  May  28 

Child  Abuse  and  Neglect.  9am-12pm,  2-5pm;  Room  E409,  Dallas 
Convention  Center.  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award,  6 hours 

Friday,  May  29 

Developmental  Disabilities.  2-5pm,  Reunion  Ballroom  A,  Hyatt  Re- 
gency Hotel.  Fee  $30,  AMA  members;  $45,  nonmembers.  Category 
1 , AMA  Physician's  Recognition  Award;  3 hours. 
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Friday,  May  29 

Pediatric  Gastroenterology— What’s  New.  9am- 12pm,  Reunion 
Ballroom  A,  Hyatt  Regency  Hotel  Fee  $30,  AMA  members;  $45. 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award,  3 
hours. 

Saturday,  May  30 

Section  on  Pediatrics.  8-9:25am,  Rooms  N220-221 ; 9:30am- 
4:30pm,  Rooms  N222-223;  Dallas  Convention  Center,  Fee  none 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 

Physical  Medicine  & Rehabilitation 

Friday,  May  29 

Section  on  Physical  Medicine  & Rehabilitation.  8am-4.30pm,  Room 
E404,  Dallas  Convention  Center  Fee  none.  Category  1 AMA  Physi- 
cian's Recognition  Award;  6 hours. 

Physician  Impairment 

Thursday,  May  28 

Symposium  on  Physician  Health  and  Rehabilitation.  2-5pm,  Rooms 
N235-236  Dallas  Convention  Center  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  3 hours. 

Plastic  Surgery 

Friday  & Saturday,  May  29  & 30 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery.  8am-4.30pm 
& 9am-1 1 :30pm.  Regency  Ballroom  A.  Hyatt  Regency  Hotel.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award,  8 hours 

Psychiatry 

Saturday,  May  30 

Section  on  Psychiatry.  8am-4:45pm,  Rooms  E406-407 , Dallas 
Convention  Center.  Fee  none  Category  1 , AMA  Physician's  Recog- 
nition Award;  7 hours. 

Public  Health 

Friday,  May  29 

Section  on  Public  Health.  9:30am-5pm,  Room  E405,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours. 

Radiology 

Friday,  May  29 

Section  on  Radiology.  8am-4:30pm,  Room  E408,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours 

Saturday,  May  30 

Section  on  Nuclear  Medicine.  9:15am-4;30pm,  Rooms  N233-234, 
Dallas  Convention  Center  Fee  none.  Category  1 , AMA  Physician  s 
Recognition  Award;  6 hours 

Sports  Medicine 

Friday,  May  29 

Symposium  on  Sports  Medicine.  8am-5pm,  Room  E301 , Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  6 hours. 

Surgery 

Thursday,  May  28 

Scientific  Program,  International  College  of  Surgeons,  Texas  Divi- 
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sion.  2-5pm,  Room  N21 7,  Dallas  Convention  Center.  Fee  none 
Category  1 , AMA  Physician’s  Recognition  Award;  3 hours. 

Friday,  May  30 

Section  on  Surgery.  7;30am-5pm,  Rooms  E402-403,  Dallas  Con- 
vention Center  Fee  none  Category  1 . AMA  Physician’s  Recognition 
Award;  7 hours. 

Urology 

Friday,  May  30 

Section  on  Urology.  9am-4.30pm,  Rooms  N208-209,  Dallas  Con- 
vention Center  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours. 


OTHER  WORKSHOPS 

Thursday,  May  28 

Workshop  on  Accreditation.  9am- 1 2pm,  Rooms  N235-236,  Dallas 
Convention  Center. 

Thursday,  May  28 

JCAH  Workshop.  10am- 12pm,  Rooms  N224-247,  Dallas  Con- 
vention Center. 

Thursday,  May  28 

County  Medical  Society  Officers'  Update.  2-5pm,  Rooms  N222- 
223,  Dallas  Convention  Center 

Saturday,  May  30 

The  Current  Medical  School  Admissions  Scene.  3-5pm,  Rooms 
N215-21 7,  Dallas  Convention  Center 

REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  — Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center.  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
M Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1 . AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  G.T 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursdays,  7-10  pm  (Jan  29-June  18,  1981) 

Internal  Medical  Review  UT  Health  Science  Center  at  San  Antonio., . 
Category  1 , AMA  Physician's  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Office  of  Continuing  Edu- 


TEXAS  MEDICINE 


cation,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-7291 

Thursday- Friday  (1/8-9/81  —12/17-18/81) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston  Category  1 , AMA  Physician's 
Recognition  Award  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital.  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/25/80-5/2/81) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $1 50.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3 Category  1 , AMA  Physician's  Rec- 
ognition Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  71 3/790-494 1 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


APRIL 

American  Academy  of  Neurology,  Toronto,  Canada,  April  27-May  2, 
1981 . Stanley  Nelson,  4015  W 65th  St,  Suite  302,  Minneapolis,  MN 
55435 

American  Academy  of  Pediatrics,  Washington.  DC,  April  4-9,  1981 
Robert  Frazier,  MD,  1801  Hinman,  Evanston,  IL  60201 

American  Association  of  Anatomists,  New  Orleans,  April  20-23, 
1981.  John  Pauly,  MD,  Dept  of  Anatomy,  University  of  Arkansas  for 
Medical  Sciences,  4301  W Markham,  Little  Rock,  AK  72201 

■American  Association  of  Medical  Assistants,  Inc,  State  of  Texas, 

Lubbock,  April  1 0-12,  1981 . Fay  Gibson,  Rt  6,  Box  581 , Lubbock 
TX  79401 

American  Association  of  Neurological  Surgeons,  New  York  April 
5-9,  1981 . Carl  H,  Hauber,  625  N Michigan,  Suite  1519,  Chicago,  IL 
60611 

American  Association  of  Pathologists,  Atlanta  April  12  17  1 981  K 

M.  Endicott,  MD,  9650  Rockville  Pike,  Bethesda,  MD  20014 

American  Cancer  Society,  Washington,  DC,  April  23-25,  1981 
Lane  W Adams,  777  Third  Ave,  New  York,  NY  10017 

American  College  Health  Association,  Boston,  April  21  -24  1981 
James  W Dilley,  1 52  Rollins  Ave,  Suite  208,  Rockville  MD  20852 

American  College  of  Allergists,  Washington,  DC,  April  4-8,1 981  S 
Schoenberger,  2141  14th  St,  Boulder,  CO  80302 

American  College  of  Obstetricians  and  Gynecologists,  Las  Vegas, 
April  22-30,  1981 . Warren  H Pearse,  MD,  One  E Wacker  Dr, 

#2700,  Chicago,  IL  60601 

American  College  of  Physicians,  Kansas  City,  April  6-9,  1981 
Robert  H Moser,  4200  Pine  St,  Philadelphia,  PA  19104 

American  Geriatrics  Society,  Boston,  April  30- May  2.  1981  Kathryn 
S.  Henderson,  10  Columbus  Circle,  New  York,  NY  10019 


American  Occupational  Medical  Association,  Atlanta,  April  26- May 
1 , 1 981 . Shelia  Gould,  1 50  N Wacker,  Chicago,  IL  60606 

American  Pediatric  Society,  San  Francisco.  April  28-May  2,  1981 
David  Goldring,  Box  14871,  St  Louis,  MO  63178 

American  Medical  Association,  Congress  on  Medical  Education, 
Chicago,  April  23-25,  1 981  535  N Dearborn,  Chicago  IL  6061 0 

MAY 

■ Aerospace  Medical  Association  San  Antonio,  May  4-7,  1981 

R.  R Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

■ American  Academy  of  Pediatrics,  Texas  Chapter,  Dallas,  May  30, 
1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd  Austin  TX 
78701 

■ American  Academy  of  Physicians  and  Surgeons,  Dallas.  May  29 
1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ American  Academy  of  Psychoanalysis.  Houston,  May  7- 10,  1981 
Vivian  Mendelsohn,  30  E 40th  St,  Suite  608,  New  York,  NY  1 001 6 

American  Association  for  Thoracic  Surgery  Washington.  DC,  May 
11-13,  1981  William  Maloney,  6 Beacon  St,  Suite  620,  Boston  MA 
02108 

American  College  of  Legal  Medicine,  Coronado,  Calif,  May  13-16, 
1981  Betty  Hanna,  875  N Michigan  Ave,  Suite  3342,  Chicago  IL 
60611 

American  Gastroenterological  Association,  New  York,  May  16-17, 
1981  Sally  Botfield,  6900  Grove  Rd.  Thorofare.  NJ  08086 

American  Laryngological,  Rhinological  and  Otological  Society  Van- 
couver, Canada,  May  12-14,  1981  Ann  Holm,  2954  Dorman  Rd 
Broomall,  PA  19008 

American  Lung  Association/American  Thoracic  Society,  Detroit,  May 
10-13,  1981.  James  Swomley,  1 740  Broadway,  New  York,  NY 
10019 

American  Psychiatric  Association,  New  Orleans,  May  9- 15,  1981 
Kathleen  Bryan,  1 700  1 8th  St,  NW,  Washington,  DC  20009 

American  Urological  Association,  May  10-24,  1981  Richard  Hanm- 
gan,  1 120  N Charles  St,  Baltimore,  MD  21201 

■ Flying  Physicians  Association,  Texas  Chapter,  Dallas,  May  28, 

1981 . Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin  TX 
78701 

■ International  College  of  Surgeons,  Texas  Division  Dallas,  May  28 
1981 . Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Air-Medics  Association,  Dallas.  May  28,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ ~oxas  Academy  of  Family  Physicians,  South  Texas  Chapter,  Rock- 
port,  May  1 -3,  1 981 . Jerry  W.  Crabtree,  MD,  601  E San  Antonio, 
Victoria,  TX  77901 

■ Texas  Association  of  Neurological  Surgeons,  Dallas,  May  29, 

1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 
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Preparation  of  the  ' Continuing  Education  Directory”  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 


■ Texas  Association  of  Physicians  in  Nuclear  Medicine,  Dallas,  May 
30,  1 981  Mrs.  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Association  of  Public  Health  Physicians,  Dallas,  May  28, 

1981,  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Dermatological  Society,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Diabetes  and  Endocrine  Association.  Dallas,  May  29.  1981 
Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Medical  Association,  Dallas,  May  27-31 , 1 981 . C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Medical  Directors  Association  Dallas,  May  28,  1981  Mrs 
Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Neurological  Society,  Dallas,  May  29,  1981.  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Ophthalmological  Association,  Dallas,  May  29.  1 981  Mrs 
Dale  Willimack.  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Orthopaedic  Association,  Dallas,  May  30.  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Physical  Medicine  and  Rehabilitation  Society.  Dallas,  May 
29,  1981.  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Association,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Rheumatism  Association,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Society  of  Anesthesiologists.  Dallas.  May  30,  1 981  Ms  Mary 
Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Colon  and  Rectal  Surgeons,  Dallas,  May  30, 

1981.  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Society  for  Gastrointestinal  Endoscopy.  Dallas,  May  28, 

1981 . Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Society  of  Pathologists,  Dallas,  May  31 , 1981  Mrs  Dale 
Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Society  of  Plastic  Surgeons.  Dallas,  May  29,  1981.  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 


LINARES 

IMAGING 

CENTER 

6624  Fannin 
Houston,  Texas  77030 

Telephone  (713)  797-0013 

Providing 

Whole  Body  C-T  Scanning 
and 

Ultrasound  Services 

In  affiliation  with 
Kelsey-Seybold  Clinic,  PA 
Houston,  Texas  77030 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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Apr81  TexasMedicine 

annual  Session  in  Dallas,  May  27-31 
listal  thromboembolectomy:  a useful  procedure 
Irothers  with  Tourette’s  syndrome  and  tuberous  sclerosis 
cute  pulmonary  blastomycosis  acquired  in  West  Texas 


lental  retardation,  macroorchidism,  & marker  x chromosome 


®nrb*tt-2futrl?tng0-^ttut!j  Memorial  ^capital 

anil  3forbett-2?utrlfmg0-^mitlf  Clinic 


Marlin,  ®exaa  76661 


Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 
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media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were’ 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
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reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
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incidence  of  thrombopenla  with  purpura  in  elderly  patients  on  certain  diuretics, 
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Adults  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily’ 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 
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ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (sinqle  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole-bottles of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint) 


Volume  77  April  1981 


v ROCHE  LABORATORIES 
y Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


1 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1-2  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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Several  studies  during  the  past  40 
years  have  shown  that  most  institu- 
tionalized mentally  retarded  persons 
are  males,  but  chromosome  studies 
failed  to  show  abnormalities.  Using  a 
recently  discovered  technique,  how- 
ever, geneticists  can  screen  retarded 
boys  to  determine  whether  their  retar- 
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abnormality  appears  as  a fragile  Xq27 
site,  which  author  R Rodney  Howell, 
MD,  associated  with  macroorchidism, 
increased  head  circumference,  promi- 
nent forehead,  enlarged  ears,  and 
pale  blue  irides.  Dr  Howell's  article 
begins  on  page  33 
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training,  a report  on  thromboembolism  in 
stroke  patients,  and  a discussion  of  nonin- 
vasive  predictors  of  sudden  cardiac  death  in 
men  with  coronary  heart  disease. 
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EDITORIAL 


What  risk  partial  mastectomy?* 

The  treatment  of  operable  breast  cancer  is  one  of  the  most 
controversial  subjects  in  medicine  today.  Although  limited 
surgery  has  received  increasing  publicity,  women  usually  ac- 
cept aggressive  surgical  therapy  as  the  safest  alternative. 
Numerous  studies  comparing  various  modes  of  initial  treat- 
ment have  failed  to  reveal  a consistent  benefit  for  more 
radical  surgery.  Therefore,  the  risk  of  local  recurrence  fol- 
lowing tumor  excision  alone  is  the  strongest  argument 
supporting  total  mastectomy.  Those  women  who  seek  to  pre- 
serve their  breasts  should  be  informed  of  the  significance  of 
this  risk  in  order  to  make  intelligent  decisions  regarding  their 
treatment. 

The  risk  of  local  recurrence  is  often  related  to  the  inci- 
dence of  multicentricity.  Following  mastectomy,  multicentric 
disease  has  been  found  within  the  clinically  normal  breast 
tissue  in  54%  to  75%  of  patients.1 2 It  has  been  argued  that 
leaving  these  microscopic  foci  of  disease  poses  a significant 
risk  to  the  patient.  Following  partial  mastectomy,  the  actual 
incidence  of  recurrent  disease  within  the  residual  breast 
tissue  is  consistently  low.  In  Guys  Hospital  trial,  patients 
were  treated  with  partial  mastectomy  and  2,500  rads  of  radi- 
ation therapy.3  Among  patients  with  Clinical  Stage  I disease 
followed  for  1 5 years,  only  ten  out  of  237  (4%)  developed 
recurrent  disease  in  the  residual  breast  tissue.4  Montague 
reported  on  1 62  patients  treated  with  excisional  biopsy  and 
5,000  rads  of  radiation  therapy  and  followed  for  2 to  23 
years.5  Six  patients  (3.7%)  developed  local  recurrence  in  the 
treated  breast;  each  of  the  six  was  among  93  patients  who 
had  undergone  tumor  excision  before  referral  to  M.D.  Ander- 
son Hospital.  These  figures  are  supported  by  data  from 
Stehlin,6  Veronesi,7  Crile,6  and  Amalric.9  Following  adequate 
tumor  excision  and  radiation  therapy,  local  recurrence  within 
the  breast  can  be  anticipated  in  about  5%  of  patients  fol- 
lowed for  ten  years.  This  does  not  correlate  with  occurrence 
of  multicentric  disease,  which  is  confirmed  in  more  than  50% 
of  patients  with  breast  cancer.  The  biological  behavior  of 
multicentric  disease  can  be  appreciated  by  considering  the 
contralateral  breast  in  women  following  radical  mastectomy. 
Here,  multicentricity  rates  as  high  as  78%  have  been  re- 
ported.10 Yet,  the  incidence  of  second  primary  tumors 
following  radical  surgery  is  consistently  0.5%  to  1 % per 
year.11 12  Again,  correlation  between  multicentricity  and  ac- 
tual local  recurrence  is  poor.  We  must  conclude  that  micro- 
scopic foci  of  malignant  cells  only  rarely  grow  to  a size  of 
clinical  significance. 

Many  would  argue  that  a 5%  local  recurrence  rate  is  unac- 
ceptable and  poses  a significant  risk  to  the  patient.  It  is  this 
argument  which  usually  brings  forth  the  most  contradictory 


*This  editorial  is  dedicated  to  Delia  Anne  Lassiter  (1943-1 966),  sophomore, 
The  University  of  Texas  Medical  Branch. 
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evidence.  Following  radical  mastectomy,  local  recurrence  in 
the  treated  field  is  a grave  prognostic  sign.  Haagensen  re- 
ported that  in  his  experience  30%  of  the  patients  died  within 
one  year  following  the  development  of  local  disease.13  Do- 
negan  reported  that  following  local  recurrence  only  28%  of 
patients  survived  two  years  and  only  4%  survived  five 
years.14  Following  partial  mastectomy,  local  recurrence  is  not 
a grave  prognostic  sign.  Spitalier,  who  treated  women  with 
excisional  biopsy  and  high-dose  radiation  therapy,  reported 
a five-year  survival  rate  of  69%  even  among  255  patients 
undergoing  secondary  surgery  for  recurrent  disease;  61  % of 
patients  survived  1 0 years.15  Mustakallio,  who  treated  pa- 
tients with  excisional  biopsy  and  low-dose  radiation  therapy, 
reported  a relative  ten-year  survival  rate  of  74%,  even  among 
patients  who  developed  local  or  regional  recurrence.16  Fur- 
ther supportive  information  can  be  obtained  by  consideration 
of  analogous  situations.  Paients  with  clinical  Stage  I disease 
who  are  treated  with  a simple  mastectomy  fare  just  as  well 
as  those  who  receive  prophylactic  axillary  dissection.17  Since 
it  is  well  known  that  30%  of  women  with  clinically  negative 
axillary  lymph  nodes,  in  fact,  have  microscopic  metastases, 
it  is  clear  that  leaving  this  microscopic  disease  in  the  axillary 
lymph  nodes  represents  no  major  threat  to  the  patient's  over- 
all survival.  Similarly,  the  development  of  a second  primary 
cancer  in  the  contralateral  breast  exposes  the  patient  to  little 
added  mortality.18 

Though  the  observations  cited  above  appear  to  be  some- 
what contradictory,  they  are  in  fact  descriptions  of  different 
biological  phenomena.  Local  recurrence  which  appears 
within  the  field  of  initial  surgical  therapy  is  indeed  a grave 
prognostic  sign.  This  includes  recurrence  in  the  surgical 
scar,  and  in  patients  treated  by  radical  mastectomy  it  in- 
cludes recurrences  in  the  axilla  and  chest  wall  as  well.  This  is 
usually  a sign  that  distant  disease  will  soon  appear. 

Local  recurrence  which  appears  outside  the  field  of  initial 
surgical  therapy  simply  represents  the  clinical  emergence  of 
microscopically  persistent  disease.  This  includes  recurrence 
in  adjacent  lymphatic  tissue,  the  contralateral  breast,  and  the 
residual  breast  tissue  following  partial  mastectomy.  This 
phenomenon  does  not  carry  with  it  a grave  prognostic  signifi- 
cance. Local  recurrence  within  the  residual  breast  tissue 
following  partial  mastectomy  falls  into  this  latter  category 
and  thus  should  be  viewed  as  posing  no  major  threat  to  the 
patient’s  survival. 

Following  “lumpectomy,”  if  local  recurrence  in  the  residual 
breast  tissue  is  detected  early  and  treated  promptly,  we  can 
anticipate  a cure  rate  of  60%  to  80%.  Thus  it  may  be  argued 
that  only  20%  to  40%  of  the  5%  who  develop  local  recur- 
rence will  die  as  a consequence  of  the  recurrent  disease. 
Thus,  of  the  entire  group  of  patients  initially  treated  with  par- 
tial mastectomy  it  logically  follows  that  1 % to  2%  might  be 
expected  to  die  as  a consequence  of  their  initial  limited  sur- 
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gery.  We  believe  that  the  added  risk  will  ultimately  prove  to 
be  even  less.6 19 

For  those  who  feel  that  this  is  too  great  a risk  to  take  to 
preserve  an  organ  which  serves  no  biologically  vital  function, 
then  aggressive  initial  therapy  is  certainly  warranted.  But 
those  who  desire  to  preserve  their  breasts  should  be  in- 
formed that  the  added  risk  is  small  indeed.  The  ultimate 
choice  belongs  to  the  patient. 

Richard  A.  Evans,  MD 

18930  Memorial  North,  Suite  202.  Humble.  TX  77338 

John  S.  Stehlin,  Jr,  MD 

St  Joseph  Professional  Bldg,  Houston,  TX  77002 
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What  risk  partial  mastectomy — a response 

Since  the  1 950s,  several  important  events  have  occurred 
that  have  allowed  for  certain  options  in  the  treatment  of 
cancer  of  the  breast.  Since  the  advent  of  the  cobalt  60 
radiotherapy  unit  and  subsequent  refinements  in  the  tech- 
niques of  radiotherapy,  it  has  become  well  recognized  that 
this  modality  can  destroy  malignant  cells,  especially  in  the 
microscopic  form.  Chemotherapy  and  immunotherapy  have 
since  become  effective  options,  as  have  ablation  and  hor- 
monal manipulation.  In  order  to  utilize  properly  the  options, 
however,  staging  of  breast  cancer  became  imperative. 
Those  patients  with  Stage  1 disease  had  the  best  results, 


and  it  was  in  this  group  that  modifications  soon  were  tried. 

By  using  mammography  and  whole-organ  studies  of  the 
breast,  Drs  Harry  S.  Gallagher  and  John  Martin  described 
minimal  breast  disease  and  gathered  new  information  about 
its  natural  history.  All  of  this  knowledge  came  to  us  in  a rela- 
tively short  period  of  time,  creating  confusion  about  its  best 
use.  However,  with  end  result  reporting  and  the  acceptance 
of  staging,  this  confusion  is  beginning  to  clear. 

The  principles  for  good  prognosis  and  good  therapy  re- 
main important:  ( 1 ) local  and  regional  control  by  surgery, 
x-ray  therapy,  or  chemotherapy,  or  some  combination  of 
these  modalities  is  necessary;  (2)  lymph  node  metastasis 
and  local  signs  of  disease  lower  the  end  results  regardless  of 
therapy;  (3)  death  usually  occurs  because  of  distant  metas- 
tasis. Therefore,  it  is  in  the  Stage  1 and  minimal  breast 
disease  category  that  more  alternative  procedures  present 
themselves.  It  is  just  as  wrong  to  state  that  everyone  with 
breast  cancer  should  undergo  partial  mastectomy  as  it  is  to 
say  that  they  should  all  undergo  classical  radical  mastec- 
tomy: both  types  of  treatment  have  a place.  If  partial 
mastectomy  is  to  be  used,  it  behooves  the  surgeon  to  stage 
the  patient  s disease  accurately,  which  requires  an  axillary 
sampling  procedure.  Regional  control  requires  that  the  entire 
area  including  the  breast  and  axilla  be  treated.  In  the  past, 
this  treatment  was  radical  mastectomy  or  modified  radical 
mastectomy.  But  the  series  of  Dr  Eleanor  D.  Montague, 
which  was  mentioned  in  Drs  Evans’  and  Stehlins  editorial 
(page  4),  states  that  a segmental  mastectomy  and  axillary 
sampling  followed  by  radiotherapy  to  the  breast  and  nodal 
areas  of  selected  patients  with  true  Stage  I disease  ap- 
peared to  provide  adequate  treatment  of  the  same  regional 
area.  The  only  circumstance  in  which  a so-called  lumpec- 
tomy alone  could  be  performed  seems  to  be  minimal  breast 
disease,  defined  as  noninvasive  intraductal  carcinoma  under 
0.5  mm  in  diameter.  However,  the  risk  of  unrecognized  mi- 
croscopic foci  of  invasion  remains  after  such  a procedure. 

Local  recurrence  in  the  field  treated  either  by  surgery  or 
x-ray  therapy,  or  both,  definitely  shows  that  the  tumor  is  ag- 
gressive or  the  patient  has  poor  host  resistance.  Local 
recurrence  should  not  occur  in  more  than  4%  of  cases.  Cells 
of  tumors  recurring  in  the  breast  that  has  only  been  partially 
treated,  such  as  by  lumpectomy,  may  not  be  as  aggressive. 
Nevertheless,  recurrence  indicates  inadequate  local  and  re- 
gional treatment.  Distant  metastasis  may  have  occurred  in 
addition.  So,  following  this  type  of  recurrence,  disease  must 
be  restaged. 

I strongly  believe  the  last  paragraph  of  Drs  Evans’  and 
Stehlin  s editorial  needs  to  be  qualified.  It  states  that  “those 
who  desire  to  preserve  their  breasts  should  be  informed  that 
the  added  risk  is  small  indeed."  But  only  in  a select  group  of 
patients  is  this  true,  and  only  after  careful  staging  of  the  dis- 
ease can  this  statement  be  made.  The  patient  should  be 
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informed  that  the  final  outcome  will  be  judged  against  results 
in  patients  who  underwent  radical  mastectomy,  and  that  the 
number  of  patients  receiving  segmental  resection  and  axil- 
lary sampling  followed  by  x-ray  therapy  is  small. 

Nevertheless,  it  is  true  that  the  final  results  to  date  are 
similar  to  radical  surgery.  Final  judgment  must  be  reserved, 
however,  until  the  results  are  in  following  a 1 5-,  20-,  or  30- 
year  period.  Only  if  these  facts  are  fully  explained  to  the  pa- 
tient in  this  group  does  the  ultimate  choice  belong  to  the 
patient. 

Richard  G.  Martin,  MD 

6723  Bertner  Avenue,  Suite  #C9.023,  Houston,  TX  77030 

Gilles  de  la  Tourette’s  syndrome* 

In  1 885,  George  Gilles  de  la  Tourette  described  a syndrome 
of  multiple  tics,  vocalizations,  coprolalia,  and  echolalia.  Now, 
almost  1 00  years  later,  it  has  become  clear  that  the  syn- 
drome is  not  rare  but  that  the  level  of  recognition  is  low.  In  a 
series  of  80  children  with  Tourette’s  syndrome,  the  average 
delay  in  diagnosis  was  more  than  four  years  from  the  onset 
of  symptoms.  Even  more  disturbing,  in  85%  of  the  cases  the 
diagnosis  was  first  made  by  a friend  or  relative  who  stumbled 
across  information  concerning  the  condition  in  the  lay  press. 

The  basic  criteria  currently  accepted  for  the  diagnosis 
of  Tourette’s  syndrome  can  be  summarized  as  “tics  and  a 
noise.” 1 The  number  and  pattern  of  the  tics  change  in  char- 
acter and  severity  over  time.  Any  individual  tic  is  indistin- 
guishable from  the  transient  tics  of  childhood,  which  include 
eye  blinking,  head  turning,  and  shoulder  shrugging.  The 
noises  or  vocalizations  initially  may  be  subtle,  consisting 
of  sniffing,  throat  clearing,  or  coughing.  The  more  dramat- 
ic vocalizations  (ie,  loud  shrieks  and  cries)  are  easier  to 
diagnose. 

Many  other  dramatic  symptoms  have  been  reported  as 
part  of  Tourette’s  syndrome.  These  include  coprolalia,  echo- 
lalia, palilalia,  copropraxia,  echopraxia,  complex  stereotyped 
movements,  and  various  types  of  compulsive  behaviors.  It  is 
now  clear,  from  the  thorough  work  of  Shapiro  and  coworkers,2 
that  these  symptoms  are  not  required  for  the  diagnosis.  The 
first  diagnostic  difficulty,  therefore,  is  the  insistence  on  re- 
quiring these  symptoms. 

Another  reason  for  difficulty  in  diagnosis  is  the  fact  that  the 
initial  symptoms  are  indistinguishable  from  habit  spasms  or 
transient  tics  of  childhood.  When  these  occur,  a psychologi- 
cal etiology  is  generally  assumed,  often  without  supportive 
evidence.  Any  child  with  a tic  should  be  followed  regularly, 
and  the  diagnosis  of  Tourette's  syndrome  considered  if  the 
pattern  evolves  and  if  involuntary  noises  appear. 


* For  further  information  on  Gilles  de  la  Tourette’s  syndrome,  see  the  article  on 
page  46,  "Familial  Gilles  de  la  Tourette’s  disease  associated  with  tuberous 
sclerosis,"  by  Kenneth  Lee  Matthews,  MD. 
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There  are  two  pressing  reasons  for  early  diagnosis.  First, 
the  symptoms  can  be  a great  social  handicap,  especially 
to  the  child  in  school,  and  can  produce  stresses  within 
the  family.  Treatment  is  possible  and  can  ameliorate  these 
problems.  Secondly,  inappropriate  and  largely  ineffective 
treatment  can  be  avoided.  The  symptoms  are  frequently 
assumed  to  be  a manifestation  of  a severe  underlying  psy- 
chological disturbance  and  entry  into  psychotherapy  is  rec- 
ommended. This  rarely  produces  any  sustained  benefit. 

The  only  consistently  effective  therapy  at  this  time  is  the 
use  of  haloperidol.  This  provides  complete  or  good  relief  of 
symptoms  in  80%  of  patients.  Unfortunately,  50%  of  patients 
will  have  some  side  effects,  lethargy  and  depression  being 
the  most  common.  These  can  be  minimized  by  introducing 
the  drug  at  low  dose  levels,  increasing  the  dose  slowly,  and 
realizing  that  in  many  patients  it  will  be  necessary  to  strike  a 
compromise  between  the  therapeutic  response  and  the  side 
effects  of  the  drug. 

There  are  a number  of  other  important  aspects  of  Tou- 
rette's syndrome  which  are  not  covered  in  standard  texts. 
Approximately  one-half  of  patients  have  other  family  mem- 
bers affected  with  chronic  tic  disorders.  In  half  of  these 
families  the  other  individuals  meet  the  diagnostic  criteria  of 
Tourette’s  syndrome.  In  the  remaining  families,  the  other  in- 
dividuals have  chronic  motor  tics  but  no  abnormal  vocaliza- 
tions. The  genetic  data  imply  that  Tourette’s  syndrome  may 
not  be  an  absolutely  discrete  condition,  but  may  only  lie  on 
the  more  severe  end  of  a continuum  of  chronic  tic  disorders. 

It  has  also  become  evident  that  there  is  a group  of  children 
whose  symptoms  first  become  manifest  during  treatment 
with  stimulant  drugs  (dextroamphetamine  or  methylpheni- 
date)  prescribed  for  attention  deficits  or  motor  hyperactivity.4 
In  the  majority  of  these  cases,  the  tic  disorder  remained  after 
the  stimulant  was  discontinued,  but  it  did  respond  to  halo- 
peridol. Any  child  who  is  treated  with  these  drugs  should  be 
monitored  for  the  development  of  tics,  and  if  they  occur,  the 
medication  should  be  discontinued  immediately. 

The  diagnosis  of  Tourette's  syndrome  is  not  difficult  if  the 
possibility  is  kept  in  mind  whenever  a child  with  tics  is  seen. 
Follow-up  examinations  should  be  regular  and  directed  to- 
ward the  early  recognition  of  the  changing  pattern  of  tics  and 
noises.  At  that  point,  the  option  of  treatment  can  be  dis- 
cussed with  the  child  and  family.  Any  child  who  receives 
stimulant  drugs  should  also  be  followed  closely  for  the  onset 
of  a tic  disorder. 

Gerald  S.  Golden,  MD 

Director,  Division  of  Child  Development  and  the  Division  of  Pediatric 
Neurology,  UT  Medical  Branch,  Galveston,  TX  77550. 
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4:145-148,1978, 

4,  Golden  GS:  The  effect  of  central  nervous  system  stimulants  on  Tourette 
syndrome.  Ann  Neurol  2:69-70,  1977. 

Screening  for  glucose-6-phosphate 
dehydrogenase  deficiency 

Anyone  involved  in  direct  service  delivery  is  aware  of  the 
need  to  consider  genetic  components  contributing  to  the 
clinical  problems  of  patients  seen  in  the  physician's  office. 
Certain  genotypes  predispose  to  or  are  associated  with 
disease  and  may  lead  to  the  disease  in  progeny.  Social 
progress  through  sanitation,  nutrition,  housing,  and  educa- 
tion has  brought  about  a decline  in  infant  mortality,  and  more 
congenital  and  genetic  conditions  are  seen  in  the  surviving 
young. 

Deficiency  of  glucose-6-phosphate  dehydrogenase  ac- 
tivity in  red  cells  is  the  most  common  genetic  enzyme  de- 
ficiency in  humans.  This  is  a sex-linked  recessive  disorder, 
and  of  at  least  80  different  mutations  affecting  the  enzyme, 
the  African  and  Mediterranean  types  have  been  studied  the 
most.  It  is  estimated  that  1 00  million  people  throughout  the 
world,  mainly  Blacks  and  Mediterraneans,  have  this  disor- 
der.1 The  distribution  of  the  variant  forms  of  G 6 PD  deficien- 
cy throughout  the  world  is  probably  due  to  partial  protection 
provided  by  the  variant  enzyme  against  malaria.  The  African 
variant  of  G 6 PD  occurs  in  1 0%- 1 5%  of  American  Black 
men.  The  Mediterranean  variant  is  found  in  areas  on  both 
sides  of  the  Mediterranean  Sea.  Various  ethnic  groups  carry 
the  following  estimated  risk  of  occurrence  for  men:  Greeks, 
0-7%— 1 2.5%;  Sardinians,  4%-30%;  Iraqis,  24%;  Iranians, 
15%;  Arabs,  4%— 8%;  Yemen,  5%;  and  Kurdish,  53%.  Two 
additional  deficient  variants  are  found  among  South  Asian 
men:  Chinese,  5.5%;  and  Filipinos,  13%3. 

In  the  African  variant,  the  hemolytic  drugs  destroy  only  the 
red  cells  older  than  approximately  50  days.  Cells  younger 
than  50  days  have  sufficient  enzyme  activity  to  be  protected 
against  oxidative  damage.  Thus,  an  average  dose  of  oxi- 
dizing drug  may  result  in  hemolysis  of  about  50%  of  the 
person’s  total  red  blood  cells.  Low-normal  enzyme  levels  are 
often  found  during  and  soon  after  a hemolytic  episode  be- 
cause of  the  large  number  of  young  red  blood  cells  in  the 
circulation.  This  can  mislead  the  physician  who  is  unaware  of 
the  influence  of  age  on  cell  enzyme  level.  In  the  Mediterra- 
nean form  of  G 6 PD  deficiency,  even  the  young  red  cells  are 
enzyme  deficient  and  hemolytic  drugs  and  agents  destroy  a 
much  larger  fraction  of  the  red  blood  cell  population.  It  is 
hazardous  to  challenge  a person  with  a drug  likely  to  pro- 
duce a hemolytic  episode,  because  oxidative  agents  may 
produce  fatality  from  acute  anemia  in  people  with  the  Medi- 
terranean variant. 

An  extremely  rare  situation  occurs  when  a person  has  1 % 


or  less  of  G 6 PD  activity,  in  that  hemolysis  will  occur  even  in 
the  absence  of  medication  or  oxidizing  agents  and  these 
people  will  have  chronic  anemia.  Psychosis  has  also  been 
reported  in  people  who  have  G 6 PD  deficiency  and  have 
been  given  oxidative  medications  or  agents.2 

Hemolysis-inducing  medications  include  sulfonamides, 
antipyretics  and  analgesics,  antimalarials,  nitrofurans,  and 
other  prescription  and  over-the-counter  medications.  Two 
hemolytic  drugs  given  simultaneously  produce  additive 
effects.  Administration  of  hemolytic  medications  to  a person 
with  an  infection  or  with  kidney  or  liver  failure  may  cause 
more  severe  hemolysis  than  administration  of  the  same 
agent  to  a healthy  person  deficient  in  G 6 PD.  Bacterial  and 
viral  infections  may  produce  hemolysis  even  without  an  ox- 
idizing agent  being  given  to  the  patient. 

The  incidence  of  gene-related  disorder  in  high  risk  popula- 
tions requires  that  the  physician  be  vigilant  regarding  the 
need  for  screening.*  The  incidence  of  G 6 PD  deficiency 
in  high-risk  populations  is  known  and  the  carrier  state  in 
women  can  usually  be  determined  by  the  presence  of  inter- 
mediate levels  of  G 6 PD.f  If  the  laboratory  prepares  the 
reagents,  the  cost  of  the  test  is  about  the  same  as  the  cost  of 
a routine  urine  analysis.  The  test  for  G 6 PD  deficiency  is 
simple,  accurate,  and  rapid  and  will  aid  the  physician  in  pre- 
scribing alternative  medication  for  patients  and  in  counseling 
patients  to  avoid  known  and  commonly  used  agents  in  order 
to  maintain  optimum  health. 

Beverly  Sutton,  MD 

Chief  of  Child  Psychiatry,  Austin  State  Hospital,  41 10  Guadalupe 
Austin,  TX  78751. 
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' The  magnitude  of  the  G 6 PD  problem  seen  in  the  physician’s  office  varies 
with  the  patient  population  (percentage  with  Black  and  Mediterranean  ances- 
try) and  the  specialty  (family  practice,  urology,  and  obstetrics  specialists 
frequently  use  the  known  oxidative  agents). 

t Rarely,  a woman  may  be  G 6 PD  deficient  because  of  a homozygous  reces- 
sive state  or  a heterozygous  carrier  state  wherein  most  of  the  x chromosomes 
with  G 6 PD  function  are  inactivated. 
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CYCL4PEN-IV  (cyclocillin) 
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Cyclocillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillm 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 


streptococci 

Bronchitis  and  pneumonia  caused  by  S pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* - 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabihs. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cvclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclocillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine  Oxygen,  I V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 


appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclocillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion  studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclocillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclocillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hoy  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclocillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clmica 
appraisal  is  necessary  during  therapy  and  possibly  for  Several 
months  after.  Persistent  infection  may  require  treatment  tor  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  -rious  degrees  of, renal  impairment  may 
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i equally  spaced  doses) 

ADULTS 

CHILDREN* 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

250  mg  q. i d. 

50  mg/kg/day  q.i.d. 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

250  mg  to  500  mg 

q.  i.d.f 

50  to  100  mg/kg/dayt 

250  mg  to  500  mg 

q.  i.d.f 

50  to  100  mg/kg/dayt 

500  mg  q.i.d. 

100  mg/kg/day 

Urinary  Tract  _ . 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults. 
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Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.1 

In  1 17  patients,  73  with  bronchitis/pneumonia 
caused  by  S . pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN--W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 

*Sased  on  Ta  Vi  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratorie 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 

Laboratories  • Philadelphia,  Pa  19101 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


CVCL4PEN  - W 

/ . •||*  \ 250  and  500  mg  Tablets 

(cyclacillin)  ^ 

\ / / 5 ml  Suspension 

more  than  just  spectrum 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times  — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 
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The  original  dipyridamole. 
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Persantine 

(dipyridamole) 


During  the  17  years  that  Persantine 
has  been  used  for  long-term  therapy  of 
chronic  angina  pectoris,*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine®  (dipyridamole) 

Chronic  Angina  Pectoris 

Tablets  of  25  mg  and  75  mg 


‘INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

"Possibly"  effective:  For  long-term 
therapy  of  chronic  angina  pectoris 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 
full  prescribing  information. 

fE)  Boehringer 
Ingelheim 

Boehringer  Ingelheim  Ltd 

Ridgefield,  CT  06877 
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Can  you  fill  these  shoes? 


This  is  a challenging  opportunity 
for  you  to  establish  a new  practice 
as  an  obstetrician/gynecologist 
with  Lifemark. 

We’re  one  of  the  country’s 
fastest-growing  hospital  man- 
agement companies.  As  such, 
we  have  much  to  offer  you. 

You  can  receive  financial  as- 
sistance in  starting  up  your  prac- 
tice. The  most  modern  equip- 
ment and  offices  will  be  avail- 
able to  you.  And  you'll  have 


the  freedom  to  practice  as  you 
choose,  establishing  your  own 
procedures  for  OB/GYN  care 
with  the  full  support  of  your  hos- 
pital’s administration. 

Positions  are  open  through- 
out our  system,  especially  the 
Sunbelt  cities.  And  our  reloca- 
tion consultants  will  help  you 
settle,  so  your  family  will  feel  at 
home  right  away. 

Want  to  know  more?  Then 
contact  the  Director  of  Physician 


Relations,  Lifemark  Corporation, 
PO.  Box  3448,  Houston,  Texas 
77001,  or  phone  (713)  621-8131. 

If  you  can  fill  some  mighty 
small  shoes,  we  have  a big  job 
for  you. 

UmfllARK 

Hospital  Management,  Inc. 

3800  Buffalo  Speedway,  Houston,  Texas 
77098.  Mailing  address:  RO.  Box  3448, 
Houston,  Texas  77001,  (713)  621-8131. 


NEWS 


TMA  IN  ACTION 

Legislation,  fees  reimbursement 
studied  by  Executive  Board 

Legislative  issues,  reimbursement  of 
professional  services,  and  a status  re- 
port on  a current  study  on  physician 
fees  were  primary  topics  for  the  Texas 
Medical  Association's  mid-winter  Exec- 
utive Board  meeting  in  Austin. 

The  Board  endorsed  support  of  leg- 
islation continuing  the  Texas  Medical 
Liability  Insurance  Underwriting  Asso- 
ciation (JUA)  for  physicians  who  still 
need  insurance  through  the  JUA  and 
for  the  protection  of  patients  in  the  case 
of  negligence.  The  Board  also  ap- 
proved continued  support  of  bills  that 
would  alleviate  professional  liability 
problems  not  enacted  earlier  by  the 
Texas  Legislature,  such  as  collateral 
source,  structured  awards,  and  bad 
faith  cause  of  action. 

The  Board  adopted  a recommenda- 
tion that  TMA  oppose  reimbursement 
of  professional  services  under  Medi- 
care Part  A (Reasonable  Cost).  In 
its  action,  the  Board  stated  that  pro- 
fessional services  should  be  reim- 
bursed only  under  Part  B (Reasonable 
Charge)  and  that  Part  A and  Part  B 
should  not  be  mixed.  The  issue  was 
raised  because  Medicare  reimburse- 
ment procedures  for  Part  B outpatient 
services  provide  that  the  beneficiary  is 
billed  on  a reasonable  charge  basis 
and  owes  the  deductible  and  coin- 
surance for  physician  services.  How- 
ever, if  the  hospital  is  unable  to  collect 
the  Medicare  patient’s  share  of  the 
charge,  it  may  be  written  off  as  a bad 
debt.  The  debt  is  thus  reimbursed  to 
the  hospital  under  the  “reasonable 
cost”  concept  of  payment  which  pre- 
vails for  hospitals  under  Medicare  Part 
A.  The  Council  on  Socioeconomics,  in 
its  report  to  the  Executive  Board,  com- 
mented: “This  raises  two  specters.  The 
hospital  outpatient  department  gains  a 
competitive  advantage  over  the  physi- 
cian through  the  ‘bad  debt’  write-off 
which  is  advantageous  to  the  patient 


who  may  not  or  cannot  pay  the  deduct- 
ible or  coinsurance.  This,  in  turn, 
makes  the  outpatient  department  more 
attractive  to  the  patient.  Another  likely 
consequence  is  for  hospitals  to  prefer 
salaried  physicians  which  would  permit 
a fee-for-service  charge,  backed  up  by 
a bad  debt  write-off.”  The  council 
added  that  it  felt  the  change  would  be 
counterproductive  to  the  Association's 
cost  containment  efforts  to  establish  a 
system  of  reimbursing  physicians  for 
procedures  done  in  the  office,  a less 
expensive  setting  for  the  patient  in 
many  cases. 

In  the  realm  of  medical  education, 
the  Executive  Board  supported  the 
concept  of  reimbursing  teaching  hospi- 
tals, through  an  appropriate  mecha- 
nism, for  the  extraordinary  costs  of 
medical  education;  supported  the 
maintenance  of  the  state's  medical  ed- 
ucation enrollment  at  its  present  level  in 
order  to  meet  the  state’s  physician 
manpower  projected  needs;  and  con- 
tinued its  support  for  emphasis  on 
family  practice  and  primary  care  resi- 
dencies. The  Board  also  reiterated 
TMA’s  position  supporting  adequate 
funding  for  the  existing  Texas  schools 
for  doctors  of  medicine  and  opposing 
formation  of  new  medical  schools. 


Warren  Tingley,  MD,  Arlington,  chair- 
man of  the  Ad  Hoc  Committee  on 
Physician  Fees,  provided  the  Board 
with  a detailed  status  report  on  the 
committee’s  studies  of  physicians’  fees 
and  reimbursement.  A complete  report 
for  physicians  is  due  to  be  completed 
this  spring. 

Other  topics  discussed  by  the  Board 
were  positions  on  low-level  nuclear 
waste  disposal  sites,  generic  prescrib- 
ing, triplicate  prescription  forms,  and 
raising  the  drinking  age  in  Texas  from 
18  to  19. 

The  Executive  Board  meets  again  in 
Austin  on  April  5. 

Winter  meeting  examines 
future  of  health  planning 

Health  planning,  the  predicted  physi- 
cian surplus,  medical  ethics,  and  is- 
sues facing  the  96th  Congress  and 
67th  Texas  Legislature  were  high- 
lighted during  the  Texas  Medical  Asso- 
ciation’s Winter  Leadership  Con- 
ference, Jan  31 , in  Austin.  Six  guest 
speakers,  including  congressional 
Representative  Phil  Gramm  (D- 
Bryan),  Texas  Representative  Bennie 
Bock  II  (D-New  Braunfels),  American 
Medical  Association  officials,  and  two 
panels  made  up  of  TMA  council  and 


m rrebiuem  ur  uurwooa  Neal  congratulates  uui  i mi luersuri  on  ms  ^oin  anniversary  ot  service  t 
Association  as  assistant  executive  director.  The  Board  of  Trustees  presented  Mr  Anderson  with  a 
commemorative  plaque  during  its  January  meeting 
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committee  chairmen,  spoke  before  an 
audience  numbering  almost  1 ,000  phy- 
sicians and  spouses. 

Tom  E.  Nesbitt,  MD,  a past  president 
of  the  AMA  and  member  of  the  Gradu- 
ate Medical  Education  National 
Advisory  Committee  (GMENAC),  pre- 
sented an  evaluation  of  the  controver- 
sial report  which  predicts  an  over- 
supply of  physicians  in  the  US.  The 
GMENAC  report,  initiated  in  1977  and 
released  last  September,  concluded 
that  there  was  a physician  shortage  in 
1 978;  that  the  supply  was  balanced  in 
1 980;  that  by  1 990,  there  will  be  70,000 
excess  physicians;  and  that  by  the 
year  2000,  there  will  be  a physician 
glut  numbering  between  140,000 
and  1 50,000.  Based  on  its  findings, 
GMENAC  recommended  that  there  be 
a 17%  aggregate  decrease  in  US  medi- 
cal school  class  size  over  a five-year 
period. 

Recognizing  the  general  opposition 
to  the  report,  Dr  Nesbitt  asserted  the 
study  was  "not  a government  docu- 
ment, but  a collaborative  effort  be- 
tween the  private  and  public  sector." 

He  called  upon  the  private  sector  to  as- 
sist in  following  the  GMENAC  recom- 
mendations. 

Two  top  AMA  officials  also  partici- 
pated in  the  program.  Joseph  F.  Boyle, 
MD,  vice  chairman,  AMA  Board  of 
Trustees,  spoke  out  against  govern- 


ment health  planning.  Arguing  that 
medical  professionals  should  not  be  left 
out  of  the  health  planning  process,  Dr 
Boyle  recommended  that  “local  com- 
munities of  experts  in  the  health  care 
field  should  look  at  the  medical  needs 
of  a community,  determine  its  re- 
sources, and  seek  out  the  resources  to 
fulfill  those  needs  without  Washington 
imposing  arbitrary  guidelines  for  peo- 
ple to  follow.”  Boyle  asserted  that 
health  planning  in  its  present  form  is 
actually  rationing  care  and  maintained 
that  the  American  public  is  not  in  favor 
of  such  a concept. 

James  S.  Todd,  MD,  member  of  the 
AMA  Board  of  Trustees  and  chairman 
of  the  AMA  Ad  Hoc  Committee  on  Prin- 
ciples of  Medical  Ethics,  addressed  the 
new  principles  adopted  by  the  AMA  last 
July.  Acknowledging  that  the  new  prin- 
ciples have  not  been  met  with  universal 
enthusiasm,  Dr  Todd  said  the  commit- 
tee was  striving  to  produce  standards 
that  could  be  aspired  toward  rather 
than  producing  rules  which  required 
adherence.  He  said,  “A  profession  so 
quick  to  accept  scientific  change 
should  not  be  reluctant  to  accept  the 
professional  and  social  consequences 
of  that  change.”  The  new  principles,  he 
added,  “clearly  and  positively  spell  out 
both  the  natural  freedoms  and  unques- 
tionable obligations  of  a respectable 
profession.” 


Congressman  Phil  Gramm  shared 
his  sense  of  Washington,  DC,  as  he  ex- 
plained how  such  issues  as  hospital 
cost  containment  and  national  health 
insurance  did  not  make  it  through  Con- 
gress last  session.  “Government  is  not 
capable  of  solving  our  medical  prob- 
lems,” he  said.  But  he  noted  that  there 
are  problems  and  that  competition 
must  work  in  the  medical  market  or 
government  will  again  try  to  intervene. 
Regarding  health  planning,  Gramm 
said  he  hopes  to  see  federal  health 
planning  funding  cut  by  50%  in  1 982. 

By  1 983,  he  asserted,  there  should  be 
no  federal  funds  allocated  for  health 
planning.  He  also  predicted  that,  along 
with  health  planning,  funds  for  profes- 
sional standards  review  organizations 
(PSROs)  will  dry  up.  Gramm  touched 
on  the  issue  of  an  oversupply  of  physi- 
cians and  acknowledged  a strong 
movement  in  government  to  do  away 
with  federal  subsidies  for  health 
education. 

Looking  at  the  November  elections, 
Gramm  said,  “In  20  years,  we  have 
never  had  a better  government.  Be  pa- 
tient, for  in  two  to  four  years  we  cannot 
reverse  the  trend  of  the  past  30  years, 
but  we  will  stop  that  trend.” 

John  S.  Zapp,  DDS,  director,  AMA 
Washington  Office,  added  to  Repre- 
sentative Gramm’s  Washington  view. 
Referring  to  the  November  elections 
and  the  new  administration,  Zapp  said, 
“We  are  realistic,  not  euphoric.”  He 
added  that  no  one  knows  just  yet  where 
medicine  will  fit  in  the  97th  and  98th 
Congress.  The  new  administration  will 
be  much  less  regulatory,  less  intrusive, 
and  won’t  initiate  new  programs.  It  will 
be  a states’  rights-oriented  Congress, 
he  maintained. 

Key  issues  to  watch  for,  he  said,  in- 
clude health  planning  laws,  PSRO, 
national  health  center  for  medical  tech- 
nology, and  health  manpower. 

Rep  Bennie  Bock  II,  chairman  of  the 
Sunset  Advisory  Commission  (SAC), 
spoke  about  his  involvement  with  the 
Sunset  process  in  evaluating  the  Texas 


Dr  Jim  Bob  Brame,  chairman  of  TMA's  Council  on  Health  Facilities,  and  Dr  John  P.  Coughlin,  chairman  of 
the  Council  on  Socioeconomics,  field  questions  from  the  audience  during  January  conference. 
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State  Board  of  Medical  Examiners 
(TBME).  Noting  the  makeup  of  the  SAC 
with  four  House  members  and  four 
Senators,  he  said  nothing  could  be 
passed  by  the  commission  without  a 
full  majority  vote.  “This  was  the  case 
with  the  TBME,"  he  said.  “No  vote  was 
taken  that  was  affirmative  or  negative. 
The  Sunset  commission  did  not  do  any- 
thing because  it  was  not  able  to  agree 
on  anything." 

Bock  said  he  supports  the  TMA  bill 
which  recreates  the  TBME  and  the  so- 
called  medical  practice  act  and  will 
work  for  passage  of  this  bill. 

The  winter  meetings  were  attended 
by  977  physicians.  In  addition  to  the 
conference,  there  were  79  board, 
council,  and  committee  meetings  and 
three  postgraduate  courses. 

TEXPAC  builds  data  base, 
elects  new  officers 

The  Texas  Medical  Association  Board 
of  Trustees  and  TEXPAC  Board  of  Di- 
rectors unanimously  endorsed  imple- 
mentation of  a computer  political  data 
base  for  TEXPAC  during  the  January 
meetings  in  Austin.  The  data  base  will 
combine  political  statistics  from  pre- 
vious elections  and  1 980  census  data. 
Such  a base  will  enable  TEXPAC  to 
analyze  the  political,  economic,  and 
ethnic  profile  of  Texas  legislative  dis- 
tricts and  will  assist  in  TEXPAC  divi- 
sions on  candidate  support. 

Working  with  Tarrance  and  Associ- 
ates of  Houston  on  preliminary  devel- 
opment, TEXPAC  Executive  Director 
Gary  Anderson  anticipates  that  the 
system  will  be  operational  by  January 
1982. 

The  TEXPAC  Board  of  Directors  also 
elected  a new  slate  of  officers  during  its 
annual  January  meeting.  The  new 
board  includes  Charles  M.  Sloan,  MD, 
Dallas,  chairman;  Hugh  Lamensdorf, 

MD,  vice  chairman;  Weldon  G.  Kolb, 

MD,  LaMarque,  secretary;  and  Gary 
Anderson,  treasurer.  Making  up  the  ex- 
ecutive committee  are  Everett  Bratcher, 
MD,  San  Antonio;  Thomas  E.  Dent, 


MD,  El  Paso;  and  C.  L.  Montgomery, 
MD,  Lubbock. 

In  addition,  five  key  committee  chair- 
men were  named.  These  are  Dr 
Bratcher,  Candidate  Evaluation  Com- 
mittee (CEC);  Dr  Lamensdorf,  Member- 
ship; Willis  Starnes,  Galveston,  Com- 
munications; J.  Graham  Bray,  Jr,  MD, 
Abilene,  Organization;  and  Auxiliary 
member  June  Bratcher,  San  Antonio, 
Candidate  Support. 

May  meeting  includes  programs 
for  CMS  officers,  hospitals 

During  the  Texas  Medical  Association's 
Annual  Session  in  Dallas,  the  TMA 
Committee  on  Continuing  Education 
and  Subcommittee  on  Accreditation  will 
conduct  a workshop  titled,  "CME  Ac- 
creditation: Is  Your  Hospital  or  Society 
Ready?"  Scheduled  for  Thursday,  May 
28,  at  9 am,  this  two-hour  workshop  will 
offer  assistance  to  institutions  and  or- 
ganizations interested  in  gaining  con- 
tinuing medical  education  accredita- 
tion. One  advantage  of  having  such 
accreditation  is  that  it  authorizes  an  in- 
stitution or  organization  to  determine 
which  of  its  programs  meet  the  criteria 
for  Category  1 credit  of  the  American 
Medical  Association  Physician’s  Rec- 
ognition Award.  The  major  focus  at  this 
workshop  will  be  on  the  criteria  for  ac- 
creditation. Those  interested  in  attend- 
ing the  workshop  should  contact  the 
Office  of  Medical  Education,  TMA, 

1801  N Lamar  Blvd,  Austin  78701 ; 
512-477-6704. 

Also  on  Thursday,  the  Board  of 
Councilors,  together  with  the  TMA 
Council  on  Socioeconomics,  is  spon- 
soring a meeting  for  county  medical 
society  officers.  This  meeting  begins  at 
2 pm  and  runs  to  5 pm.  The  update  will 
focus  on  the  relationship  between 
county  medical  societies  and 
organized  medicine.  Speakers  include 
>ue  O.  D.  Ware,  MD,  Board  of  Coun- 
cilors chairman,  who  will  describe  the 
3oard  and  its  relation  to  county  medical 
societies;  Milton  V.  Davis,  speaker, 

TMA  House  of  Delegates,  who  will  ad- 


dress the  obligations  of  a CMS  officer 
to  his  or  her  society  and  the  TMA;  Don 
Anderson,  TMA  assistant  executive  di- 
rector and  director  of  TMA's  Socioeco- 
nomics Division,  who  will  discuss  TMA 
structure,  council  and  staff  functions 
and  their  relation  to  individual  physi- 
cians; and  Ben  White,  executive  direc- 
tor of  the  Bexar  CMS  who  will  address 
the  component  committees  of  a county 
medical  society  and  how  they  function. 
In  addition,  TMA  General  Counsel 
Rocky  Wilcox  will  discuss  current  legal 
issues  affecting  medicine;  John  P. 
Coughlin,  MD,  chairman,  TMA  Council 
on  Socioeconomics,  will  address  is- 
sues regarding  physicians  and  their 
practices;  Jim  White,  director,  TMA 
Medical  Systems  Delivery  and  Practice 
Management,  will  speak  on  state  and 
federal  reimbursement;  and  Jim  Bob 
Brame,  MD,  chairman,  Council  on 
Health  Facilities,  will  discuss  current 
issues  regarding  hospital  practice. 

Pharmaceutical  grants  assist 
TMA  in  continuing  education 

Thirteen  pharmaceutical  companies 
have  joined  the  Texas  Medical  Associa- 
tion in  its  continuing  medical  education 
efforts  during  the  1 981  Annual  Session 
and  fall  and  winter  conferences.  The 
companies  have  given  their  support  to 
CME  through  grants-in-aid  to  the  scien- 
tific programs  of  the  Association.  They 
include  Bristol-Myers  Co,  Syracuse, 

NY;  Eli  Lilly  & Co,  Evansville,  Ind; 
Hoechst-Roussel  Pharmaceuticals, 

Inc,  Somerville,  NJ;  Hoffmann-La 
Roche  Inc,  Nutley,  NJ;  Marion  Labora- 
tories, Inc,  Kansas  City,  Mo;  Mead 
Johnson  & Co,  Evansville,  Ind;  Merck 
Sharp  & Dohme,  West  Point,  Penn; 
Merrell  National  Laboratories,  Cincin- 
nati, Ohio;  Pfizer  Pharmaceuticals, 

New  York,  NY;  A.  H.  Robins  Co,  Rich- 
mond, Va;  Sandoz  Pharmaceuticals, 
East  Hanover,  NJ;  Syntex  Laboratories, 
Inc,  Palo  Alto,  Calif;  and  Wyeth  Labora- 
tories, Philadelphia,  Penn. 
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Liability  Insurance : 

Texas  Doctors  are  Taking 
Care  of  Each  Other. 

TMA  created  a nonprofit 
Trust  eliminating  the  need 
for  an  expensive  sales  force 
and  high  commercial 
operating  expenses.  All  of 
what  would  be  "profits'  ac- 
crue to  the  Trust's  policy- 
holders. This  means  lower 
premiums.  Physician- 
owned  TMLT  has  grown  tc 
more  than  1,400  partici- 
pants and  more  are  join- 
ing every  day. 

Professionalism — 

A Key  Word. 

TMLT's  executive  staff 
of  insurance  profes- 
sionals has  been  re- 
cruited from  across  the 
nation.  They're  known 
as  TMLT's  medical  lia- 
bility insurance  experts 
for  Texas.  The  staff  is 
available  to  all  Texas 
Medical  Association  mem- 
bers for  consultation  on  risk 
management — patient 
safety — or  any  of  your  liabil- 
ity insurance  needs.  The 
staff  knows  the  insurance 
business  and  can  provide 
the  most  for  every  premium 


FAT. 


dollar.  This  means  "Quality 
through  sound  manage- 
ment and  administration." 

TMLT  delivers — It  gives 
the  word  "Trust"  new 
meaning. 

Fiduciary  responsibility, 
sound  investment  policies 
and  discretionary  man- 
agement preserve  and 
safeguard  the  Trust's  funds. 
These  funds,  with  the  Trust's 
other  services,  are  building 
toward  future  stabilization 
of  professional  liability  in- 
surance providing  Texas 
physicians  with  coverage 
at  the  lowest  possible  cost. 

For  medical  liability  consul- 
tation call  our  offices  today. 
512/454-6781 

m t 

TEXAS  MEDICAL 
LIABILITY  TRUST 

"A  health  care  liability  claim  trust 
created  by  the  Texas  Medical 
Association." 

1016  LaPosada  / Suite  176 
P.O.  Box  15403 
Austin,  Texas  78761 

Call  Toll-Free 
1-800-252-9179 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae . and  S 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIOENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict  s and  Fehling's 
solutions  and  also  with  ClimtesP  tablets  but  not  with 
Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy — Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100).  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis.  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
/YepaT/c — Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  hoaoeoR] 


• Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell,  R G Douglas,  Jr , and  J E 
Bennett),  p 487  New  York  John  Wiley  & Sons,  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchltis*-are 
sensitive  to  treatment  with  Ceclor.’ 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor,7 
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Auxiliary  supports  child 
auto  restraint  program 

Either  you  wear  them  or  you  don't . . . 
seat  belts  that  is.  Most  drivers  feel  justi- 
fied in  their  choice,  no  matter  how 
many  safety  slogans  are  aimed  at 
them.  But  what  about  the  little  pas- 
senger? 

The  Texas  Medical  Association  Aux- 
iliary (TMAA),  together  with  three  other 
sponsors,  is  conducting  a public  aware- 
ness campaign  to  increase  the  number 
of  children  in  seat  belts  or  infant  car- 
riers. Joining  with  the  Texas  Safety 
Association,  the  Texas  Extension 
Homemakers  Association,  and  Traffic 
Safety  Section,  Department  of  High- 
ways and  Public  Transportation,  the 
TMAA  is  supporting  the  TOTS  (Texas 
Occupant  Traffic  Safety)  program. 

Statistics  speak  for  themselves.  The 
Texas  Department  of  Highways  and 
Public  Transportation  reports  that  chil- 
dren are  more  likely  to  die  in  accidents 
than  from  childhood  diseases.  Even 
more  children  are  injured  when  a driver 
brakes  hard  or  swerves  to  avoid  an  ac- 
cident. It  is  estimated  that  parents 
permit  more  than  90%  of  child  pas- 
sengers to  ride  unrestrained — either  by 
infant  carriers,  child  seats,  or  seat 
belts.  In  a crash,  the  unrestrained  child 
flies  into  the  dashboard  or  windshield. 

In  a 30  mph  crash,  this  is  equal  to  a fall 
from  a three-story  building. 

County  medical  society  auxiliaries 
have  already  organized  safety  semi- 
nars for  pediatricians,  nurses,  auto 
dealers,  and  police  officers,  and  have 
provided  listings  of  local  outlets  where 
crash-tested  restraints  may  be  ob- 
tained. Other  groups  are  getting  the 
message  out  through  bumper  stickers, 
billboards,  and  magazine  articles. 

Bringing  the  campaign  to  new  moth- 
ers, the  four  cooperative  sponsors 
have  arranged  for  hospital  meal  trays  to 
carry  placemats  with  the  auto  restraint 
message  in  maternity  wards.  Program 
sponsors  will  distribute  these  to  local 
hospitals.  Some  hospitals  are  cooper- 
ating with  training  sessions  for  new 
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mothers  before  they  take  their  babies 
home. 

Basically,  the  TMAA  advocates  par- 
ents using  crash-tested  infant  carriers, 
a child  seat,  or  seat  belt  depending 
upon  a child's  size  and  age.  The  infant 
carrier  is  a safety  seat  which  holds  a 
baby  in  a semireclining  position  facing 
the  rear  of  a car.  It  has  a built-in  safety 
harness  to  hold  the  baby  in  the  carrier 
and  is  also  held  by  the  standard,  fixed 
seat  belt.  This  safety  measure  should 
be  used  until  the  infant  is  able  to  sit  up 
alone. 

The  child  seat  holds  the  child  upright 
and  facing  forward,  has  a built-in  safety 
harness,  and  is  also  held  in  place  by  a 
standard,  fixed  seat  belt.  A young  child 
should  continue  using  this  seat  until 
over  40  pounds  and  40  inches  tall. 

The  seat  belt,  for  both  children  and 
adults,  should  fit  snugly  with  the  belt 
situated  low  and  snug  on  the  hips. 

Texas  hospitals  attain 
CME  accreditation 

TMA’s  Committee  on  Continuing  Edu- 
cation has  taken  action  on  several 
applications  for  continuing  medical  ed- 
ucation accreditation.  Approval  for  two- 
year  provisional  accreditation  was 
granted  to  the  Tarrant  County  Hospital 
District,  Fort  Worth.  The  Hendrick  Med- 
ical Center,  Abilene,  was  resurveyed 
and  granted  continued  provisional  ac- 
creditation for  two  years. 

Continuing  medical  education  ac- 
creditation, for  example,  authorizes  an 
institution  or  organization  to  determine 
which  of  its  programs  meet  the  criteria 
for  Category  1 credit  of  the  AMA  Physi- 
cian’s Recognition  Award.  Institutions 
and  organizations  interested  in  ac- 
creditation may  contact  the  Office  of 
Medical  Education,  Texas  Medical  As- 
sociation, 1801  North  Lamar  Blvd, 
Austin,  TX  78701 ; 512-477-6704. 


HEALTH  LINE 

Government  programs  aid 
refugee  health  care 

Caring  for  the  refugees  residing  in 
Texas  has  raised  a multitude  of  ques- 
tions among  health  care  providers.  The 
Texas  Department  of  Human  Re- 
sources (TDHR)  reports  that  there  are 
some  60,000  Indochinese  refugees  in 
Texas.  They  constitute  the  largest  ref- 
ugee group  in  the  state,  a group  which 
also  includes  Soviet  Europeans,  Chi- 
nese, Chilians,  and  Rumanians. 

Under  the  National  Refugee  Pro- 
gram, these  people  are  allowed  a 
variety  of  federally  funded  services 
such  as  health  care,  cash  grants,  social 
services,  and  food  stamps.  However,  to 
qualify,  the  refugee  must  be  a legally 
admitted  alien  from  specific  countries 
designated  by  the  Immigration  and  Nat- 
uralization Service  (INS). 

Debbie  Desmond,  TDHR  Refugee 
Program  Specialist,  noted  that  it  is  not 
necessary  for  a Medicaid  provider  to 
identify  the  specific  refugee  status  of 
an  alien.  The  INS  and  the  state  Medic- 
aid agency  will  establish  eligibility  for 
individuals,  and  the  hospital  staff  and 
other  health  providers  can  rely  on 
these  agencies  for  such  determi- 
nations. 

Beginning  this  month,  there  will  be  a 
limit  on  how  long  a refugee  may  receive 
assistance  under  the  program.  Ref- 
ugees may  receive  Medicaid  and  other 
public  assistance  for  up  to  three  years 
from  their  date  of  entry  to  the  US.  How- 
ever, should  a refugee  find  a job  and 
receive  an  income  which  exceeds  the 
eligibility  criteria,  program  benefits  will 
be  stopped.  Extensions  on  medical 
benefits  are  available  to  refugees,  as 
they  are  also  available  for  Medicaid  re- 
cipients in  certain  other  programs. 

The  health  care  services  available  to 
refugees  include  assistance  with  medi- 
cal bills  through  Medicaid.  Sponsors  of 
refugees  (individuals,  churches,  clubs, 
etc)  have  no  legal  responsibility  for 
payment  of  health  care  expenses  in- 
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curred  by  refugees.  Such  social  ser- 
vices as  family  planning  counseling 
and  services  to  the  elderly  are  also 
available. 

Physicians  wishing  more  detailed  in- 
formation on  Medicaid  coverage  for 
refugees  should  contact:  (for  program 
information)  Ms  Debbie  Desmond,  Ref- 
ugee Program  Specialist,  TDHR,  PO 
Box  2960,  Austin  78769:  512-835- 
0440,  ext  2473;  (for  Medicaid  informa- 
tion) Purchased  Health  Services  Divi- 
sion, TDHR,  PO  Box  2960,  Austin 
78769;  51 2-458-1335;  (for  claims  pro- 
cessing information)  National  Heritage 
Insurance  Company,  7800  Shoal  Creek 
Blvd,  Suite  100  E,  Austin,  78757; 
512-458-5111. 

New  law  assists 
rural  hospitals 

Rural  hospitals  in  the  Medicare  pro- 
gram will  remain  open  because  of  a 
provision  in  a new  bill  which  was 
passed  Dec  5, 1 980.  Congress  ap- 
proved and  President  Carter  signed 
into  law  the  Omnibus  Reconciliation 
Act  of  1 980  (PL  96-499).  One  provi- 
sion of  the  law  exempts  rural  hospitals 
(50  beds  or  less)  from  certain  require- 
ments for  Medicare  funding.  The  provi- 
sion was  supported  by  Sen  Lloyd 
Bentsen. 

Linder  this  provision,  the  HHS  Secre- 
tary is  authorized  to  waive  the  24-hour 
nursing  requirement  for  such  hospitals. 
Without  this  action,  rural  hospitals 
would  have  had  to  comply  with  the 
same  guidelines  which  apply  to  city 
hospitals  even  though  urban  hospitals 
work  with  a larger  pool  of  physicians 
and  registered  nurses.  One  guideline 
required  hospitals  to  have  registered 
nurses  on  duty  24  hours  a day.  Hospi- 
tals in  smaller  communities  do  keep 
registered  nurses  on  24-hour  call,  but 
often  do  not  have  enough  nurses  in  the 
community  to  have  one  on  duty  around 
the  clock. 

With  the  new  provision,  smaller  hos- 
pitals are  exempt  from  the  24-hour  on- 


duty  regulation  and  instead  must  have 
registered  nurses  on  24-hour  call. 

Foundation  reviews 
grant-making  goals 

Slowing  health  care  cost  increases  and 
placing  more  emphasis  on  returning 
patients  to  an  independent  existence 
following  an  illness  are  two  new  inter- 
ests undertaken  by  the  Robert  Wood 
Johnson  Foundation,  one  of  the  coun- 
try’s largest  health  grant-makers. 

In  the  foundation’s  1 980  annual  re- 
port published  in  March,  Foundation 
President  David  E.  Rogers,  MD,  said  to 
help  in  restraining  health  care  costs, 
the  foundation  wants  to  aid  doctors  and 
others  developing  health  care  ap- 
proaches that  will  maintain  quality  and 
result  in  cost  savings  for  patients.  "Pri- 
ority will  be  given  to  projects  with  the 
potential  of  making  material  improve- 
ments in  reducing  the  rate  of  health 
care  cost  increases  nationally,"  he  said. 

In  his  description  of  the  founda- 
tion’s second  new  program  interest,  Dr 
Rogers  writes:  “It  is  our  hope  that  more 
attention  to  factors  and  attitudes  and 
approaches  which  return  people  swiftly 
to  independent  existence  following  an 
acute  illness  or  with  a chronic  condition 
and  even  in  the  face  of  some  impair- 
ment may  help  American  medicine  to 
move  beyond  what  many  regard  as  its 
preoccupation  with  the  prevention  of 
death.” 

More  than  any  other  health  concern, 
he  explains,  people  are  worried  about 
maintaining  their  ability  to  be  indepen- 
dent and  productive.  Physicians  and 
patients  alike  want  to  know  if  the  use  of 
increasingly  complex  and  expensive 
medical  technology  will  truly  improve 
the  quality  of  life. 
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Reagan  appoints  Brandt 
to  federal  health  post 

AUSTIN  University  of  Texas  Vice 
Chancellor  Ed  Brandt,  MD,  PhD,  has 
accepted  a post  as  the  Assistant  Sec- 
retary for  Health  of  the  US  Department 
of  Health  and  Human  Services. 

Dr  Brandt  has  been  vice  chancellor 
for  health  affairs  of  The  University  of 
Texas  System  since  1977,  and  before 
that  served  as  executive  dean  of  The 
UT  Medical  Branch  at  Galveston.  He  is 
nationally  recognized  for  his  contribu- 
tions to  family  and  preventive  medicine 
and  community  health  programs. 

Commenting  on  his  appointment,  Dr 
Brandt  said,  “I  am  honored  by  this  op- 
portunity to  serve  as  Assistant  Secre- 
tary for  Health.  I have  no  illusions  about 
the  difficulty  of  the  tasks  that  lie  ahead. 
But  I feel  a great  sense  of  pleasure  in 
being  given  this  chance  to  participate  in 
our  nation’s  health  program.” 

Dr  Brandt  received  his  MD  and  PhD 
from  The  University  of  Oklahoma  Col- 
lege of  Medicine,  which  later  presented 
him  with  the  first  Outstanding  Alumni 
Service  Award.  He  also  holds  a BS  in 
mathematics  from  the  University  of 
Oklahoma  as  well  as  an  MA  in  mathe- 
matics from  Oklahoma  State  University. 
Dr  Ed  Brandt  was  appointed  Assistant  Secretary 
for  Health  of  the  Department  of  Health  and  Human 
Services. 
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A TREATMENT  FOR  ALCOHOLIS 

THAI'S  65  PROOF. 


The  treatment  is  Aversion  Therapy, 
What  it  does  is  train  problem  drinkers 
to  avoid  alcohol.  And  it  works.  The 
proof  is  a 65%  * success  rate  among 
those  who  come  to  us  for  help. 

Schick  Shadel  Hospital  is  a state  , 
licensed  hospital  and  JCAH  ac- 
credited. We’re  also  a Blue  Cross/ 
Blue  Shield  member  hospital.  Our  pa- 
tients are  treated  by  skilled  physi- 
cians and  nurses  trained  in  alcohol 
withdrawal  and  counter-conditioning 
therapy.  Experienced  counselors,  in- 
cluding psychiatrists  and  psycholo- 


gists, are  also  consulted  to  help  recov- 
ering alcoholics  identify  and  deal 
with  problems  related  to  the  disease. 

The  cost  for  treatment  at  the 
Schick  Hospital  may  be  claimed 
under  Medicare/Medicaid,  Blue 
Cross/ Blue  Shield,  and  many  other 
major  medical  insurance  plans.  Pa- 
tients are  admitted  24  hours  a day 
and  are  provided  with  limousine  ser- 
vice from  the  airport. 

For  more  information  about  the 
therapy  and  facilities  available,  send 
for  the  Schick  Hospital  brochure.  Re- 


member, alcoholism  is  a disease  that 
can  be  treated  medically.  Just  ask  ami 
of  the  thousands  of  recovered  Schick 
patients.  They’re  the  living  proof. 

* Source:  Facts  Consolidated  Study 


Schick  Shadel  Hospital  I 

Medical  Director  in  Fort  Worth:  Call  colic : 
817/284-9217  or  Metro  817/589-0444. 
4101  Frawley  Drive/Fort  Worth,  TX  761 
For  referral  information:  817/589-0444 


Cutter 


to  rabies  is 
Hyperab-  Rabies 
Globulin  (Human) 
of  choice. 

is  recommended 
U.S.  Public  Health 
and  the  American 
College  of  Surgeons. 

Antirabies  serum  of  equine 
origin  produces  serum  sick- 
ness in  approximately  40% 
adults  and  15%  of  children. 
Anaphylactic  shock 
occur. 

Hyperab. ! the  only  rabies 
globulin  of  human 
virtually  eliminates 
hazards.  Ho  serious  side 
have  been  reported 
with  its  use. 

Hyperab ; is  readily  avail- 
able in  convenient  dosage 
form.  Tb  order,  contact  an 
authorized  Cutter  Biological 
dealer  or  Cutter  distribu- 
tion center. 

yperab 

Rabies  Immune 
Globulin(Human) 


Hyperab' 

RABIES  IMMUNE 
GLOBULIN  (HUMAN) 

DESCRIPTION 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is  a 
sterile  solution  of  antirabies  gamma  globulin  (IgG)  con- 
centrated by  cold  alcohol  fractionation  from  plasma  of 
donors  hyperimmunized  with  rabies  vaccine  Hyperab® 
globulin  is  a 16.5%  ± 1.5  solution  of  gamma  globulin 
from  venous  blood  in  0.3M  glycine,  preserved  with 
1:10,000Thimerosal  (a  mercury  derivative)  Its  pH  is  ad- 
justed with  sodium  carbonate  The  product  is  stan- 
dardized against  USA  Standard  Antirabies  Serum.  The 
USA  unit  of  potency  is  equivalent  to  the  International 
Unit  (IU)  for  rabies  antibody. 

This  product  is  prepared  from  human  venous  plasma 
Each  individual  unit  of  plasma  has  been  found  nonreac- 
tive for  hepatitis  B surface  antigen  using  the  radio- 
immunoassay method  of  counter-electrophoresis: 

INDICATIONS 

Treatment  of  rabies,  once  clinical  disease  becomes 
apparent,  is  rarely  if  ever  successful-  Rabies  vaccine 
(duck-embryo  origin,  Lilly  Laboratories)  with  or  without 
Rabies  Immune  Globulin  (Human)  — Hyperab®  should, 
therefore  be  given  to  all  persons  suspected  of  exposure 
to  rabies,  particularly  to  severe  exposure  Whenever 
possible.  Hyperab®  globulin  should  be  injected  as 
promptly  as  possible  after  exposure.  If  initiation  of 
treatment  is  delayed  for  any  reason,  however,  Rabies 
Immune  Globulin  (Human)  should  be  given  just  the 
same,  regardless  of  the  interval  between  exposure  and 
treatment 

Rabies  virus  is  usually  transmitted  by  the  bite  of  a 
rabid  animal,  but  can  occasionally  penetrate  abraded 
skin  with  the  saliva  of  infected  animals.  Progress  of  the 
virus  after  exposure  is  believed  to  follow  a neural  path- 
way, and  the  time  between  exposure  and  clinical  rabies 
is  a function  of  the  proximity  of  the  bite  (or  abrasion)  to 
the  central  nervous  system  and  the  dose  of  virus  in- 
jected The  incubation  is  usually  2 to  6 weeks,  but  can 
be  longer  After  severe  bites  about  the  head  and  neck,  it 
may  be  as  short  as  10  days. 

After  initiation  of  the  vaccine  series,  it  takes  2 weeks 
or  longer  for  development  of  immunity  to  rabies.  Since 
most  vaccine  failures  have  occurred  in  cases  of  severe 
exposure,  the  value  of  immediate  immunization  with 
preformed  rabies  antibody  cannot  be  over-emphasized 
Recommendations  for  use  of  passive  and/or  active 
immunization  after  exposure  to  an  animal  suspected  of 
having  rabies  were  detailed  by  WHO.  and  by  the  US 
Public  Health  Service  Advisory  Committee  on  Immuni- 
zation Practices  (ACIP). 

INJECTION  PROCEDURE 

A portion  of  the  Hyperab®  globulin  dose  should  be 
used  to  infiltrate  the  wound.  The  rest  is  injected  intra- 
muscularly, 

CONTRAINDICATIONS 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is 
contraindicated  in  repeated  doses,  once  vaccine  treat- 
ment has  been  initiated.  Repeating  the  dose  may  bring 
about  interference  with  full  expression  of  active  immunity 
expected  from  the  vaccine.  Hyperab®  globulin  is  also 
contraindicated  in  individuals  who  are  known  to  have  an 
allergic  response  to  gamma  globulin  or  thimerosal. 

PRECAUTIONS 

NEVER  ADMINISTER  Hyperab®  globulin  INTRA- 
VENOUSLY. 

ADVERSE  REACTIONS 

Slight  soreness  at  the  site  of  injection,  and  slight  tem- 
perature elevation,  may  be  noted  at  times  Sensitization 
to  repeated  injections  of  human  globulin  is  extremely  rare 
In  the  course  of  routine  injections  of  a large  number  of 
persons  with  human  gamma  globulin,  there  have  been 
a few  isolated  occurrences  of  angioneurotic  edema,  ne- 
phrotic syndrome,  and  anaphylactic  shock  after  injec- 
tion Because  of  their  rarity,  it  is  difficult  to  determine 
whether  such  reactions  are  incidental,  or  causally 
related  to  the  gamma  globulin. 

No  instances  of  transmission  of  hepatitis  B (homolo- 
gous serum  jaundice)  have  been  reported  from  the  use 
of  human  gamma  globulin  prepared  by  the  fractionation 
methods  employed  by  Cutter  Laboratories.  Inc 

HOW  SUPPLIED 

Rabies  Immune  Globulin  (Human)  — Hyperab®  is 
packaged  in  2-ml  and  10-ml  vials  with  a potency  of  150 
International  Units  per  ml.  (IU/ml.).  The  2-ml  vial  con- 
tains a total  of  300  IU  which  is  sufficient  for  a child 
weighing  15  kg  (33  lb  ).  The  10-ml.  vial  contains  a total 
of  1500  IU  which  is  sufficient  for  an  adult  weighing  75 
kg.  165  lb  ). 


WHY  I’M 

A UNITID  WAY 
VOLUNTEER 


Home:  Seattle,  Washington 
Career:  Artistic  Director 


Age:  57 

Married:  Four  children 

Interests:  Drama,  writing,  travel 
and  volunteering  for  United  Way 


"Getting  involved  is  more  than 
signing  a pledge  card  once  a year. 
It  means  giving  some  time. 

"Between  my  job  and  my  family,  I 
don't  have  much  time  to  give.  But  I 
do  know  the  hours  I devote  to 
United  Way  make  a difference.  A 


real  difference. 

"That's  because  United  Way  is  an 
organization  that  works.  It's  made 
up  of  all  kinds  of  people- volun- 
teers-working  hard  and  making 
tough  decisions  to  meet  the  com- 
munity's human  care  needs. 

"More  than  anything.  United  Way 
takes  me  out  of  the  make-believe 
world  I work  in,  into  the  drama  of 


human  life. 

"Volunteering  for  United  Way  is 
more  than  what  I ask  of  myself,  it's 
what  i owe  myself . . . and  my 
community" 


Tharricstoyou... 
rt  works... 
for  ALL  OF  US  United  Way 


A Public  Service  of  "mis  fctagazme  & The  Amortising  Council 


He  held  many  teaching  and  administra- 
tive positions  at  the  University  of  Okla- 
homa and  at  the  university’s  medical 
center,  reaching  full  professor  in  1 967. 
He  later  served  as  dean  of  the  Medical 
and  Graduate  Schools  and  executive 
dean  at  UT  Medical  Branch  at  Gal- 
veston. 

Dr  Brandt  has  served  as  consultant 
to  the  TMA  Council  on  Medical  Educa- 
tion and  as  chairman  of  the  Ad  Hoc 
Committee  on  Physician  Manpower.  He 
has  also  been  a committee  member  of 
many  national  and  regional  medically- 
oriented  associations.  He  has  served 
as  chairman  of  the  National  Institutes 
of  Health  Primate  Center's  Review 
Committee,  chairman  of  the  TMA’s 
Committee  on  Access  to  Health  Care, 
chairman  of  the  AMA's  Section  on  Med- 
ical Schools,  and  chairman  of  the  AMA 
Committee  on  Accreditation  of  Con- 
tinuing Medical  Education.  He  has 
authored  numerous  articles,  including 
many  for  Texas  Medicine. 

Four  BME  openings 
due  this  month 

AUSTIN  Terms  of  four  members  of  the 
Texas  State  Board  of  Medical  Exam- 
iner’s (BME)  expire  this  month:  Clifford 
Burross,  MD,  Wichita  Falls;  Jesse 
Ibarra,  MD,  Temple;  Michael  Cal- 
abrese, DO,  El  Paso;  and  Charles 
Wysong,  MD,  McKinney.  The  vacan- 
cies occur  at  a time  of  legislative 
controversy  regarding  the  composition 
of  the  BME,  which  is  undergoing  Sun- 
set review  during  this  legislative  ses- 
sion. Gubernatorial  appointments  in 
the  past  two  years  have  eliminated  two 
of  the  three  doctor  of  osteopathy  slots 
on  the  1 2-member  board,  causing  the 
Texas  Osteopathic  Medical  Association 
to  make  their  number  one  legislative 
priority  the  statutory  guarantee  of  at 
least  three  members  on  the  board. 

TMA  is  opposed  to  statutory  provision, 
pointing  out  that  all  physicians  operate 
under  the  same  license,  the  Texas 
Constitution  and  the  Medical  Practice 
Act  prohibit  discrimination  between 


schools  of  medicine,  and  a composition 
based  upon  population  ratio  would 
leave  the  osteopaths  less  than  one  on 
the  1 2-member  board. 

Gubernatorial  appointments 

AUSTIN  Max  E.  Johnson,  MD,  San 
Antonio,  has  been  appointed  as  the 
physician  member  to  the  Texas  State 
Board  of  Vocational  Nurse  Examiners. 

In  addition  to  LVNs,  the  Board  of  Vo- 
cational Examiners  has  a physician, 
hospital  administrator,  and  a registered 
nurse. 

Senate,  House  honor  late 
TDH  commissioner 

AUSTIN  The  late  James  E.  Peavy,  MD, 
was  honored  by  the  67th  Texas  Legis- 
lature with  a Senate  concurrent  resolu- 
tion commending  his  work  in  public 
health. 

Dr  Peavy,  former  commissioner  of 
health  and  director  of  the  Texas  De- 
partment of  Health,  died  Jan  1 1 , 1 980, 
at  age  68.  During  his  1 6-year  tenure  as 
commissioner,  the  health  department 
grew  from  a few  activities  budgeted  at 
$5  million  per  year  to  an  array  of  some 
33  divisions  and  more  than  60  pro- 


He helped  extend  basic  public  health 
services  from  59  to  all  254  Texas  coun- 
ties by  introducing  the  regional  public 
health  program.  Preventable  diseases, 
with  the  advent  of  new  vaccines,  de- 
clined during  his  administration.  Dr 
Peavy  had  credited  the  1971  Texas 
School  Immunization  Law  with  being  a 
major  contributor  to  the  success  of  the 
state's  immunization  program. 

Senate  Concurrent  Resolution  Num- 
ber 1 5 states:  “As  government  con- 
cerns itself  more  with  the  public’s 
health,  men  of  medicine  must  be  found 
who  are  also  capable  administrators, 
and  the  State  of  Texas  has  lost  one  of 
these  unique  individuals  with  the  death 
of  Dr  James  E.  Peavy  . . 

It  concludes:  “Resolved  by  the  Sen- 
ate of  the  State  of  Texas,  the  House  of 
Representatives  concurring,  that  the 
67th  Legislature  hereby  pay  tribute  to 
the  life  of  Dr  James  E.  Peavy  and  offer 
sympathy  to  the  members  of  his  family 
. . . and  that  when  the  Legislature  of 
the  State  of  Texas  adjourns  this  day  it 
do  so  in  memory  of  Dr  James  E.  Peavy, 
former  Texas  Commissioner  of  Health.” 

The  resolution  was  adopted  by  the 
Senate  Jan  20,  and  by  the  House  Jan 
22,  1981. 


grams  supported  by  annual  expendi- 
tures of  $100  million. 

A bipartisan  group  of  state  senators  and  representatives  introduced  the  TMA-backed  version  of  a new 
medical  practice  act  in  February.  Pictured  are  several  bill  sponsors,  including  from  left:  Rep  Lynn  Nabers, 
Rep  Bill  Messer,  and  Sen  John  Wilson 
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Chiropractic  antitrust  suit 
thrown  out  of  jury  trial 

CHICAGO  A suit  filed  in  October  1976 
against  the  AMA  and  several  other  or- 
ganizations for  conspiring  to  monopo- 
lize health  care  services  was  thrown 
out  of  a jury  trial  in  January  1981.  The 
five  chiropractors  charged  the  defen- 
dants with  conspiring  to  unreasonably 
restrain  licensed  chiropractors  in  com- 
peting with  the  delivery  of  health  care 
services.  They  also  charged  that  the 
defendants  conspired  to  isolate  and 
eliminate  chiropractic  as  an  unscientific 
cult  and  the  practice  of  chiropractic  as 
a hazard  to  public  health.  AMA  attorney 
Max  Wilbur  said  he  interpreted  the 
jury’s  unanimous  verdict  of  not  guilty 
following  a seven-week  trial  as  a vote 
of  confidence  in  the  medical  profes- 
sion. The  attorney  for  the  chiropractors, 
George  McAndrews,  said  he  would  ap- 
peal the  verdict.  McAndrews  is  the 
brother  of  the  dean  of  Palmer  College 
of  Chiropractic  in  Davenport,  Iowa. 

The  jury’s  decision  in  this  case  will 
have  no  effect  on  settlements  made 
last  year  by  two  defendants,  the  Ameri- 
can Academy  of  Physical  Medicine  and 
Rehabilitation  and  the  American  Os- 
teopathic Association.  Both  agreed  to 
injunctions  and  the  payment  of  legal 
fees  to  the  chiropractors. 

Four  other  antitrust  lawsuits  involving 
chiropractic  are  still  pending:  a Novem- 
ber 1 976  antitrust  suit  on  behalf  of  all 
chiropractors  and  chiropractic  patients 
in  New  Jersey  to  seek  access  to  radiol- 
ogy facilities  and  services  and  to  gain 
receipt  of  reports  on  x-rays;  a 1 977 
antitrust  suit  on  behalf  of  all  Pennsyl- 
vania chiropractors  seeking  access  to 
laboratory  and  radiology  facilities  and 
services  and  reports  on  such  services; 
a 1 979  antitrust  suit  on  behalf  of  the  cit- 
izens of  New  York  against  the  AMA  and 
the  Medical  Society  of  New  York;  and 
an  October  1 979  antitrust  action  by  the 
Committee  on  Health  Care  Equaliza- 
tion of  the  Iowa  Chiropractic  Society 
against  the  AMA  for  conspiring  to  re- 
strain chiropractic  practice  in  Iowa. 
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AMA/APA  to  study 
physician  suicides 

CHICAGO  A one-year  pilot  study  of 
physician  suicide,  authorized  by  the 
AMA  House  of  Delegates  at  the  1 980 
interim  meeting,  will  be  conducted  by 
the  AMA  in  cooperation  with  the  Ameri- 
can Psychiatric  Association.  The  study 
will  attempt  to  identify  suicides  and 
possible  suicides  through  a review  of 
AMA  records  and  medical  examiners 
reports  in  five  pilot  states.  The  AMA  re- 
port said  that  “suicide  takes  an  appre- 
ciable toll  of  the  physician  population." 
The  Board  of  Trustees  has  noted  that 
information  is  likely  to  “provide  the  ad- 
ditional focus  for  detection  and  treat- 
ment programs  . . . and  supplemental 
efforts  in  medical  education  to  identify 
and  deal  with  high  risk  factors  before 
they  become  lethal  to  the  practition- 
ers . . 

New  HHS  boss  to  focus  on 
costs,  fraud  & abuse 

WASHINGTON  Former  Pennsylvania 
Sen  Richard  Schweiker  breezed 
through  the  Senate  Finance  Commit- 
tee confirmation  hearings  for  his  ap- 
pointment as  HHS  Secretary.  In  addi- 
tion to  his  concern  with  the  entitlement 
programs  that  consume  so  much  of  his 
budget  he  said  that  “more  emphasis 
must  be  placed  on  eliminating  fraud, 
waste,  and  abuse.  It  will  be  my  inten- 
tion to  give  strong  support  to  the 
Inspector  General’s  Office  in  this  re- 
gard and  to  work  closely  with  the 
General  Accounting  Office  as  well.” 

As  one  example,  Schweiker  said  that 
he  intends  to  work  with  the  Justice  De- 
partment to  attack  fraud  and  abuse  of 
the  Medicaid  program. 

Schweiker  also  said  that  the  Reagan 
Administration  probably  will  not  support 
a comprehensive  national  health  insur- 
ance program  but  that  its  approach  to 
the  problem  might  be  to  combine  cata- 
strophic coverage  and  a program  to  fill 
in  the  gaps  for  the  1 0%  of  the  popula- 
tion who  have  no  coverage. 

He  said  that  he  was  against  any  fed- 


eral regulation  approach  to  hospital 
cost  containment,  but  that  it  was  his  in- 
tention to  resurrect  a voluntary  effort  to 
reduce  increasing  costs  of  medical 
care.  He  also  said  that  he  would  rein- 
force and  not  threaten  these  programs 
with  antitrust  suits. 

Schweiker  said  that  a lot  can  be  done 
in  home  health  care  delivery,  especially 
for  the  elderly,  and  he  would  look  at  re- 
imbursement procedures  to  encourage 
the  reinvestment  of  resources  in  lesser 
costing  health  care  as  an  alternative  to 
putting  the  elderly  in  nursing  homes. 

Freshman  Sen  Steven  D.  Symms 
(R-ldaho)  asked  Schweiker  about 
PSROs,  pointing  out  that  the  AMA 
House  of  Delegates  had  recently  op- 
posed them  after  originally  supporting 
them.  Schweiker  said  that  PSROs 
would  be  at  the  top  of  the  list  of  pro- 
grams for  reevaluation.  He  said  he  had 
made  no  final  judgment,  but  that  pre- 
liminary figures  indicating  that  PSROs 
are  spending  more  money  than  they 
are  saving  are  discouraging. 

In  response  to  a question  by  Sen 
Max  Baucus  (D-Mont),  Schweiker  said 
he  would  “like  to  be  remembered  as 
the  HHS  Secretary  who  put  preventive 
medicine  at  the  top  of  the  health  care 
agenda.”  He  stated  he  would  especially 
support  research  in  this  area,  and  that 
he  believes  in  an  emphasis  on  keeping 
people  well  to  avoid  disease.  “I’m  a two 
mile  a day  jogger,”  he  said.  “I  intend  to 
continue  my  efforts  in  health  promotion 
and  disease  prevention  within  the  de- 
partment, emphasizing  cost  effective, 
preventive  health  care  strategies.” 

GMENAC  loses  charter 

WASHINGTON  The  decision  by  for- 
mer HHS  Secretary  Harris  not  to 
recharter  the  Graduate  Medical  Educa- 
tion National  Advisory  Committee 
(GMENAC)  was  a setback  for  support- 
ers who  wanted  to  make  the  committee 
a permanent  advisory  group. 

The  committee  last  year  issued  a 
lengthy,  controversial  report  urging  re- 
ductions in  medical  school  enrollments. 
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The  AMA  opposed  making  GMENAC 
permanent.  An  AMA  task  force  warned 
that  this  would  make  it  more  likely  that 
GMENAC  recommendations  would  be 
readily  transformed  into  federal  regu- 
lations. 

Harris'  move  leaves  the  option  open 
to  new  HHS  Secretary  Schweikerto 
proceed  on  GMENAC's  status.  The 
House-passed  health  manpower  bill 
last  year  contained  a provision  cement- 
ing GMENAC's  status,  but  the  Senate 
bill  was  silent  on  the  subject. 

Health  subcommittees 
face  early  deadline 

WASHINGTON  The  adjourning  96th 
Congress  left  the  incoming  Congress  a 
list  of  1 6 separate  programs  extended 
from  the  previous  session  that  must  be 
reauthorized  between  now  and  May 
15th.  First  on  all  the  health  subcommit- 
tee agendas  are  the  Health  Profession 
Education  amendments,  which  were 
deadlocked  in  the  last  days  of  the  96th 
Congress.  Major  differences  between 
the  House  and  Senate  versions  of  the 
legislation,  which  would  have  dras- 
tically altered  federal  financial  involve- 
ment in  medical  and  health  profes- 
sional education,  forced  a carry-over  of 


the  program  under  a limited  continuing 
budget  resolution.  House  Interstate 
and  Foreign  Commerce  Health  Sub- 
committee Chairman  Henry  Waxman 
(D-Calif)  will  reintroduce  the  House 
version,  conduct  “severely  abbrevi- 
ated” hearings,  and  wait  for  a Senate 
response  in  the  Senate  Human  Re- 
sources Committee,  now  chaired  by 
Sen  Orrin  Hatch  (R-Utah). 

NEWSMAKERS 

HILDE  BRUCH,  MD,  Houston,  has 
been  selected  by  the  American  Psychi- 
atric Association  to  receive  the  1 981 
Founder’s  Award  and  the  Agnes  Purcell 
McGavin  Award  for  outstanding  contri- 
butions to  the  profession.  The  awards 
will  be  presented  during  the  May  meet- 
ing of  the  association. 

ROBERT  BERNSTEIN,  MD,  the  Texas 
Commissioner  of  Health  and  a retired 
major  general  of  the  Army  Medical 
Corps,  has  been  elected  director  of  the 
Army  Medical  Department  Museum 
Foundation,  Inc.  Dr  Bernstein  served 
as  commander  of  Walter  Reed  Army 
Medical  Center,  retired  from  the  Army 


in  February  1 978,  joined  the  Texas  De- 
partment of  Health  in  March  of  that 
year,  and  assumed  the  position  of  com- 
missioner in  December  1 979.  He 
serves  as  a consultant  to  the  TMA 
Council  on  Health  Affairs. 

JOHN  H.  HARRIS,  JR,  MD,  professor 
and  chief  of  emergency  radiology  at 
The  University  of  Texas  Medical  School 
at  Houston,  has  been  installed  as  chair- 
man of  the  board  of  chancellors  of  the 
American  College  of  Radiology. 

LOUISE  CONNALLY  STRONG,  MD, 
Houston,  is  the  first  recipient  of  the  Sue 
and  Radcliffe  Killam  Professorship  at 
The  University  of  Texas  System  Cancer 
Center.  Dr  Strong  is  an  associate  pro- 
fessor of  medical  genetics,  biology,  and 
pediatrics  at  the  cancer  center.  Accord- 
ing to  UT  Cancer  Center  President 
CHARLES  A.  LEMAISTRE,  MD,  the 
professorship,  which  is  limited  to  five- 
year  terms,  will  be  used  to  encour- 
age the  growth  and  development  of 
younger  physicians  and  scientists 
whose  work  in  cancer  therapy,  re- 
search, or  prevention  warrants  special 
consideration  and  encouragement. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  2/28/81  value  of  $1 0,000  investment  made  one,  three,  and  five  years  ago. 

Date  of  Investment 

Equity  Funds 

2/28/80 

2/28/78 

2/28/76 

Mercantile  Bank  R-10  Stock  Fund 

T.  Rowe  Price  Growth  Stock  Fund 

$12,675 

$12,538 

$20,842 

$17,092 

$20,337 

$15,222 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

Rowe  Price  New  Income  Fund 

$ 9,766 
$10,087 

$10,203 

$11,467 

$11,786 

$13,594 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
21/2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  3/9/81 
Approximate  unit  prices  as  of  2/28/80: 
Mercantile  Bank  HR- 10  Stock  Fund 
Mercantile  Bank  HR-10  Fixed  Income  Fund 


11.75  % (Through  3/18/81) 
8.00  % 

14.383%  (Through  3/11/81) 

16.25  % 

$21.22 

$14.87 
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WILLIAM  L.  CROFFORD,  MD,  Dallas, 
is  the  new  president  of  the  Texas  So- 
ciety of  Pathologists,  Inc  (TSP).  Other 
newly  elected  officers  include  ELEA- 
NOR S.  IRVINE,  MD,  Wichita  Falls, 
president  elect;  VAN  Q.  TELFORD, 

MD,  Richardson,  vice  president;  and 
J.  S,  WILKENFELD,  MD,  Houston,  sec- 
retary-treasurer. Named  to  receive  the 
1981  George  T.  Caldwell  Gold  Medal 
Award  during  the  TSP  annual  meeting 
was  JOHN  D.  MILAM,  MD,  Houston.  Dr 
Milam  is  a past  president  of  the  society 
and  currently  serves  as  chairman  of  the 
TMA  Special  Committee  on  Blood 
Banking  and  Blood  Transfusion. 

RICHARD  L.  WINSLOW,  MD,  and 
BRUCE  C.  TAYLOR,  MD,  Dallas  retina 
specialists,  and  retina  photographer 
Anna  Wiley  won  first  place  for  their  sci- 
entific exhibit  at  the  American  Academy 


of  Ophthalmology  meeting.  The  exhibit, 
“Spontaneous  Vitreous  Hemorrhage: 
Etiology  and  Management,”  utilized 
retinal  photographs  and  stereoscopic 
slides  with  audio  accompaniment  to  il- 
lustrate a four-year  study  of  31 1 pa- 
tients seen  with  spontaneous  vitreous 
hemorrhage.  It  will  be  shown  during  the 
TMA  Annual  Session  in  Dallas,  May 
27-30. 

BURTON  COMBES,  MD,  professor  of 
internal  medicine  has  been  awarded  a 
Distinguished  Service  Award  from  the 
American  Association  for  the  Study  of 
Liver  Diseases.  Dr  Combes  is  the  chair- 
man of  the  board  for  the  American  Liver 
Foundation. 

JARRETT  E.  WILLIAMS,  MD,  an  Abi- 
lene pathologist,  has  been  honored  by 
Hendrick  Medical  Center  in  Abilene 


with  the  naming  of  the  new  laboratory 
facility,  the  Williams  Laboratory.  The 
hospital’s  first  pathologist  and  former 
medical  director  of  the  laboratory,  Dr 
Williams  is  now  the  senior  member  of 
Clinical  Pathology  Associates.  Dr 
Williams  and  his  wife,  the  first  donors  to 
the  Hendrick  Medical  Center  Founda- 
tion, were  honored  for  their  generosity 
and  for  “the  incredible  contributions  Dr 
Williams  has  made  to  the  quality  of 
health  care  in  the  West  Texas  area.” 

VERNON  B.  GLENN,  JR,  MD,  a Linden 
physician,  has  been  selected  by  Gover- 
nor Clements  to  serve  on  the  Texas 
Medical  Education  Management  Effi- 
ciency Council.  A past  president  of  the 
TMA  Committee  on  Rural  Health,  Dr 
Glenn  has  practiced  in  Linden  for  28 
years  and  is  co-founder  of  the  Glenn- 
Garrett  Clinic. 


Imagine...  if  there  weren't  an 
American  Medical 
Association 

Who  Would... 

represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medical 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410, 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY"- 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Eugene  M.  Hoyt,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L Hinds,  MD 
C.-TL  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Adm  nistrator 
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TEXAS  MEDICINE 


Welcome  to  Dallas 
Housing, 

Advance  Registration  and 
Ticket  Order  Forms 


Featuring 

50  Guest  Speakers  plus  400  special  and  TMA-member 
speakers . 

22  Section  Programs  Allergy;  Colon  and  Rectal  Surgery; 
Digestive  Diseases;  Diseases  of  the  Chest;  Family  Practice; 
j Internal  Medicine;  Neurological  Surgery;  Neurology;  Nuclear 
Medicine;  Obstetrics  and  Gynecology;  Occupational  Medicine; 
i Ophthalmology;  Otolaryngology;  Pathology;  Pediatrics; 

Physical  Medicine  and  Rehabilitation;  Plastic,  Reconstructive, 
and  Maxillofacial  Surgery;  Psychiatry;  Public  Health; 

Radiology;  Surgery;  Urology. 

AMA  — TMA  Postgraduate  Courses  are  scheduled 
Wednesday,  May  27,  through  Saturday,  May  30.  Basic  and 
Advanced  Cardiac  Lite  Support  courses  are  scheduled 
Wednesday  and  Thursday,  May  27-28.  Completion  of  courses 
will  qualify  attendees  for  Category  1 credit,  AMA  Physician's 
Recognition  Award.  (Registration  information  will  be  sent  to 
the  membership  in  a separate  mailing.) 

Office  Evaluation  of  Headache  • Antibiotic 
Update — 1981  • Recurrent  Urinary  Tract  Infections  in 
Children  • Myocardial  Infarction:  Update  on 
Management  • Pediatric  Neurology  for 
Pediatricians  • Update  on  Care  of  Neonate  • Child  Abuse 
and  Neglect  • Office  Dermatology  • Pediatric 
Gastroenterology — What’s  New  • Developmental 
Disabilities  • Recognition  and  Management  of  Pulmonary 
Embolism  • Cardiac  Arrhythmias:  Causes,  Diagnosis  and 
Treatment  • Chronic  Obstructive  Lung  Disease  • Basic 
Electrocardiography  • Diagnosis  and  Treatment  of  Common 
Gastrointestinal  Disorders  • Office  Gynecology  • 

Intermediate  Electrocardiography 

12  Curbstone  Consultations  person-to-person  conversational 
discussions  of  cases  and  problems  of  general  medical  interest. 

12  Continental  Breakfast  Presentations  open  to  physicians  in 
all  specialties  and  in  family  practice.  Join  speakers  for  short 
lectures  and  informal  discussions  Thursday,  Friday,  and  Saturday 
mornings. 

35  Specialty  Society  Programs  • 12  Special  Committee 
Symposia  • 200  Scientific  and  Technical  Exhibits  • Forum 
of  Original  Research  • Physicians’  and  Spouses’  Art  and 
Hobby  Exhibit. 

Sports/Entertainment  golf,  tennis,  Run  for  Fun,  fraternity 
and  alumni  parties,  class  reunions. 


DALLAS 
CONVENTION 
CENTER 
May  27-31 

General  Meeting  Luncheons 

Friday,  May  29,  12:15  p.m.,  Convention  Center.  Henry  J. 
Heimlich,  M.D.,  who  recently  received  recognition  as  a speaker 
from  the  International  Platform  Association,  will  capture  the 
attention  of  attendees  with  his  remarks  on  Space-Age  Medicine.  A 
pioneer  in  space-age  research,  Dr.  Heimlich  will  provide  new 
directions  in  medicine  and  discuss  innovative  diagnostic  and 
corrective  tools  and  techniques  which  are  now  available.  The 
speaker  is  well  known  for  his  Heimlich  Maneuver,  which 
has  saved  many  choking  victims,  and  for  his  work  in 
bio-engineering  in  the  development  of  a portable  oxygen  supply 
for  patients  with  lung  disease.  A popular  news  and  talk  show 
speaker,  Dr.  Heimlich  is  noted  not  only  for  his  medical 
expertise,  but  his  fine  sense  of  humor  and  speaking  ability. 

Saturday,  May  30,  12:15  p.m..  Convention  Center.  Television 
and  radio  personality  Art  Linkletter  will  be  on  the  rostrum.  His 
wit  and  engaging  manner  have  inspired  all  ages  for  30  years. 

His  People  are  Funny  weekly  TV/radio  show  won  three  Emmy 
awards,  and  his  book,  Kids  Say  the  Darndest  Things , is  an  all- 
time  favorite.  Recipient  of  numerous  awards  and  honorary 
degrees,  his  chief  interest  today  is  his  fight  against  drug  abuse. 
Luncheon  With  Art  Linkletter  will  brighten  your  day. 


Guest  Speakers 

Joseph  E.  Acker,  Jr.,  M.D. 

Knoxville,  Tennessee 
cardiovascular  diseases 

William  H.  Beierwaltes,  M.D. 

Ann  Arbor,  Michigan 

nuclear  medicine,  internal  medicine 

Peter  H.  Byles,  M.D. 

Syracuse,  New  York 
anesthesiology 

Gilbert  S.  Campbell,  M.D. 

Little  Rock,  Arkansas 
thoracic  surgery 

Timothy  N.  Caris,  M.D. 

San  Antonio,  Texas 
internal  medicine 
(cardiovascular  diseases) 

Robert  C.  Cefalo,  M.D.,  Ph.D 
Chapel  Hill,  North  Carolina 
obstetrics  and  gynecolbgy 
(maternal  and  feral  medicine) 

Chaplain  Herman  Cook 

Dallas,  Texas 

clinical  pastoral  education 

Robert  S.  Eliot,  M.D. 

Omaha,  Nebraska 
internal  medicine 
(cardiovascular  diseases) 

Stefan  S.  Fajans,  M.D. 

Ann  Arbor,  Michigan 
internal  medicine 
(endocrinology  and  metabolism) 

Patrick  C.  Freeny,  M.D. 

Seattle,  Washington 
radiology 

Robert  V.P.  Hutter,  M.D. 

Livingston,  New  Jersey 
pathology  (oncology) 

Indru  T.  Khubchandani,  M.D. 

Allentown,  Pennsylvania 
colon  and  rectal  surgery 

Gerald  L.  Klerman,  M.D. 

Rockville,  Maryland 
psychiatry 

Saul  Krugman,  M.D. 

New  York,  New  York 
pediatrics 

William  C.  Morse,  Ph.D. 

Ann  Arbor,  Michigan 
psychology 

James  P.  Muldoon,  M.D. 

Grand  Rapids,  Michigan 
colon  and  rectal  surgery 

John  F.  Murray,  M.D. 

San  Francisco,  California 
internal  medicine 
(pulmonary  diseases) 

David  F.  Paulson,  M.D. 

Durham,  North  Carolina 
urology  (neoplastic  diseases) 

Neil  H.  Raskin,  M.D. 

San  Francisco,  California 
neurology 


Rees  B.  Rees,  Jr.,  M.D. 

San  Francisco,  California 
dermatology 

Dennis  M.  Robertson,  M.D. 

Rochester,  Minnesota 
ophthalmology 

Albert  L.  Rhoton,  M.D. 

Gainesville,  Florida 
neurological  surgery 

David  B.  Sachar,  M.D. 

New  York,  New  York 

internal  medicine  (gastroenterology) 

Jay  P.  Sanford,  M.D. 

Bethesda,  Maryland 

internal  medicine  (infectious  diseases) 

Edward  F.  Scanlon,  M.D. 

Evanston,  Illinois 
surgery  (oncology) 

Alfred  L.  Scherzer,  M.D. 

New  York,  New  York 
pediatrics 

E.S.  Siker,  M.D. 

Pittsburgh,  Pennsylvania 
anesthesiology 

Charles  R.  Smart,  M.  D. 

Salt  Lake  City,  Utah 
surgery 

Clifford  C.  Snyder,  M.D. 

Salt  Lake  City,  Utah 
plastic  surgery 

Richard  A.  Sternbach,  Ph.D. 

La  Jolla,  California 
pain  management 

Donald  D.  Stevenson,  M.D. 

La  Jolla,  California 
allergy,  internal  medicine 

Thoralf  M.  Sundt,  Jr.,  M.D. 

Rochester,  Minnesota 
neurological  surgery 

G.  Douglas  Talbott,  M.D. 

Smyrna,  Georgia 

internal  medicine  (pharmacology) 

Philip  Thorek,  M.D. 

Chicago,  Illinois 
surgery 

H.  Michael  D.  Utidjian,  M.D. 

New  York,  New  York 
preventive  medicine 
(toxicology  and  epidemiology) 

Maurice  Victor,  M.D. 

Cleveland,  Ohio 
neurology 

Theodore  R.  Waugh,  M.D. 

New  York,  New  York 
orthopaedic  surgery 

Jack  Weinberg,  M.D. 

Chicago,  Illinois 
geropsychiatry 

Ephriam  B.  Wilkinson,  M.D. 

Memphis,  Tennessee 
orthopaedic  surgery 


Make  your  reservations  now! 

Reservations  not  accepted  by  telephone.  Select  your  first,  second 
and  third  choice  of  hotels  from  the  list  below,  complete  the 
housing  request  card  and  mail  it  to  the  Dallas  Housing  Service. 
Preferences  will  be  honored  whenever  possible,  and  confirmation 
of  reservations  will  be  sent  directly  to  you  from  the  hotel. 


1 . Sheraton-Dallas  Hotel 


5.  Holiday  Inn-Downtown 


3. 


(Delegates  Housing) 

Singles 

S4 1 — $4  3 

Singles 

S49-S69 

Twins 

$50 

Doubles 

S64-S84 

Double/ Doubles 

$50 

Twins 

$64-$84 

Suites  2 room 

$1 15  up 

Suites  2 room 

$ 1 45  up 

3 room 

$ 160  up 

3 room 

$235  up 

6.  Grenelefe  Hotel 

Hyatt  Regency  Hotel 

(formerly  the  Ramada  Inn- 

(Program  Participants  and 

Downtown) 

General  Housing) 

Singles 

$52 

Singles 

$55- $7  3 

Doubles 

$62 

Doubles 

S71-S89 

Double/Doubles 

$62 

Twins 

$7 1 — $89 

Suites  2 room 

$ 125  up 

Double/Doubles 

$7  1 — $89 

3 room 

$225  up 

Suites 

$175  up 

7.  Dallas  Hilton  Hotel 

Dallas  Convention  Center 

Singles 

$49-$69 

(Scientific  Sessions/Exhibits/ 

Doubles 

$65  — $85 

House  of  Delegates) 

Twins 

$65  — $85 

Double/Doubles 

$80-$85 

Plaza  of  the  Americas 

Suites  2 room 

$140  up 

(Auxiliary  Headquarters) 

3 room 

$ 195  up 

Singles 

$60- $80 

Doubles 

$75  — $85 

Twins 

$75— $95 

Suites  2 room 

$185  up 

3 room 

$255  up 

Some  hotels  may  require  a first 

night's  deposit  to  guarantee  a room 

for  late  arrival.  If 

you  have  already  sent  in  a priority  housing 

form,  please  do 

not  duplicate  your  reservation. 

Changes  and  cancellations  may 

be  made  after  receipt  of 

confirmation  by  calling  the  Dallas  Housing  Service  at 
214-655-1384. 


Advance  Registration  Form 
Fill  out  both  sides  and  mail  today! 

Save  time  and  effort  by  registering  in  advance.  Fill  out  the  card 
at  the  right,  mail  it  to  TMA,  and  your  registration  packet  will 
be  waiting  for  you.  There  is  no  registration  fee  for  TMA 
members.  Registration  materials  may  be  picked  up  at  the 
Convention  Center  or  the  Sheraton-Dallas. 

A form  for  ordering  tickets  to  the  General  Meeting  Luncheons 
is  located  on  the  back  of  this  advance  registration  card.  Save 
time  by  ordering  your  tickets  now. 


WHAT’S  NEW 


What’s  new  in  pediatrics:  mental  retardation, 
macroorchidism,  and  marker  x chromosome 

R.  Rodney  Howell,  MD 

More  than  40  years  ago  Penrose ' noted  in  a survey  of  an 
institution  for  the  mentally  retarded  that  there  was  a substan- 
tial preponderance  of  males.  He  found  no  evidence  of  an  x- 
linked  recessive  form  of  retardation  and  assumed  that  this 
finding  was  bias  of  ascertainment. 

Additional  surveys  over  the  years  have  demonstrated  a 
similar  disproportion  of  males  in  such  institutions.'  The  ex- 
tent of  this  disproportion  has  varied  from  21  % to  86%.  It  was 
suggested,  in  1 971 , that  x-linked  forms  of  retardation  ac- 
count for  a substantial  number  of  these  males.2  This  form  of 
j inheritance  would  follow  the  same  lines  that  are  well  known 
for  Duchenne’s  muscular  dystrophy  and  classic  hemophilia. 

In  1 974  a survey  of  Turner  and  Turner 1 examined  the  en- 
tire population  of  New  South  Wales  in  Australia  to  ascertain, 
without  bias,  the  relative  numbers  of  retarded  males  in  the  IQ 
range  of  30  to  55.  Their  survey  examined  not  only  the  institu- 
tionalized population,  but  the  entire  population  of  the  state. 
They  demonstrated  a male  excess  over  females  of  32%  and 
found  substantially  greater  numbers  of  males  with  other  re- 
tarded male  relatives  when  compared  with  females.  They 
made  the  observation,  as  had  Renpenning 1 earlier,  that 
these  males  appeared  generally  normal  with  the  exception 
of  significant  retardation. 

Further  study  of  males  with  x-linked  retardation  has  dem- 
onstrated a significant  portion  with  macroorchidism.3  Other 
subtle  findings  such  as  a slight  increase  in  head  circum- 
ference, prominence  of  the  forehead,  enlarged  ears,  and  pale 
blue  irides  have  been  noted.  The  degree  of  mental  retarda- 
tion among  these  affected  males  has  usually  been  moder- 
ate, but  has  varied  from  very  severe  to  mild. 

Testicular  sizes  are  not  measured  during  the  usual  physi- 
cal examination;  boys  with  obviously  large  testes  simply  are 
perceived  to  be  “very  well  endowed."  Males  with  x-linked  re- 
tardation have  normal  testicular  sizes  until  puberty,  but  at 
that  time  the  testes  enlarge  to  well  above  normal  size.  Testi- 
cular size  has  traditionally  been  estimated  with  an  orchid- 
ometer  (which  is  merely  a series  of  egg-shaped  solids  of 
various  volumes  which  can  be  directly  compared  with  the 
testes).  Additionally,  the  testicular  volumes  can  be  estimated 
by  direct  measurement  and  subsequent  volume  calculation. 

Chromosomes  studied  in  the  usual  fashion  in  these  men 
are  completely  normal.  A very  important  recent  discovery 
has  been  that  a significant  number  of  males  with  x-linked 
mental  retardation  and  macroorchidism  have  an  abnormality 
when  their  chromosomes  are  assessed  in  a special  (folic- 

R.  Rodney  Howell,  MD,  Professor  and  Chairman,  Department  of  Pediatrics, 
The  University  of  Texas  Health  Science  Center,  Texas  Medical  Center,  6431 
Fannin,  Houston,  TX  77030. 


acid-deficient)  medium.  This  abnormality  has  been  termed  a 
“fragile  site"  and  appears  as  a constriction  in  the  long  arm 
of  the  x chromosome  (Fig  1 ).  It  is  technically  referred  to  as 
the  Xq27  fragile  site.  Its  exact  cause  is  unknown,  but  it  is 
clearly  a very  reliable  chromosomal  marker  for  this  form  of 
retardation.45 

Equally  important  is  the  recent  study  from  Australia  which 
demonstrated  that  carrier  females  for  this  chromosomal  ab- 
normality can  present  with  mild  mental  retardation.  These 
authors  estimated  that  perhaps  10%  of  all  mild  mental  retar- 
dation in  girls  could  reflect  the  heterozygous  state  in  x-linked 
mental  retardation.6 

Approximately  one-third  of  the  families  with  x-linked  men- 
tal retardation  are  affected  with  macroorchidism  and  fragile-x 
syndrome.  Some  females  who  are  clearly  carriers,  however, 
do  not  demonstrate  the  fragile-x  chromosome  by  current 
technology.6 

It  appears  that  the  fragile-x  syndrome  is  a most  important 
cause  of  mental  retardation  (perhaps  even  more  prevalent 


1 Chromosomal  preparation  from  a white  blood  cell  from  a male  with  marker 
x chromosome.  The  fragile  site,  a constricted  area,  in  the  long  arm  of  the  x is 
indicated  by  the  arrow.  (Prepared  by  Dr  Charleen  Moore.) 
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than  Down’s  syndrome)  that  can  be  specifically  diagnosed. 
Because  of  its  familial  nature,  implications  to  families  are  of 
even  greater  importance.7 

At  the  current  time,  examination  of  the  retarded  male  must 
take  into  account  the  fragile-x  syndrome.  Testicular  size 
must  be  quantitated  by  an  experienced  observer  and  cyto- 
genetic studies  using  special  culture  medium  and  conditions 
must  be  a part  of  the  examination  of  such  individuals. 

Of  great  family  importance,  prenatal  diagnosis  for  this  con- 
dition should  be  possible,  although  at  the  current  time  this 
has  not  been  done.  Prenatal  sex  determination  is  appropri- 
ate, however,  in  carrier  families.  Use  of  this  technique  will  be 
a part  of  future  genetic  counseling. 
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TEXAS  MEDICINE 


with 


A double-blind,  con- 
trolled study  of  28 
patients  employing 
maximal  treadmill 
exercise  stress  tests. 


1.  Antianginal  efficacy  of  oral  therapy 
with  isosorbide  dinitrate  capsules. 
Lee  G,  Mason  DT,  Amsterdam  EA, 
Miller  RR,  and  DeMaria,  AN. 

Chest  73:327-333, 1978. 


ISORDII THHBIDS  capsules 

(ISOSORBIDE  DINITRATE)  sustained-action  capsules,  40  mg 


• gradual  release  provides  up  to  ten  hours  of  sustained  prophylaxis  against  angina 
pectoris  attacks 

bid  dosage  is  frequently  satisfactory  to  prevent  angina  attacks... dosage  range  1 capsule 
bid  to  qid 

stable... retains  potency  without  significant  loss  or  variation  under  normal  conditions 
(room  temperature,  c 73  F) 


^Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  — National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not  in- 
tended to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication;  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  and  nitrates  during  the  early 
days  of  the  acute  phase  of  myocardial  infarction  (the  period  during  which  clin- 
ical and  laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing  Fleadache  is  com- 
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Camps  for  children 
with  diabetes 

Camps  for  children  with  diabetes  mellitus  present 
outstanding  opportunities  to  assist  these  children 
(and  their  families)  in  coping  with  the  problems  of  this 
chronic  disease.  Not  only  is  there  the  opportunity  for 
them  to  receive  peer  support,  but  to  have  the  advantage 
of  learning  how  to  better  live  with  diabetes.  Texas  has 
four  such  camps  which  more  than  700  children  attend 
each  summer.  Although  the  programs  in  each  of  these 
camps  differ  somewhat,  they  all  increase  the  self-es- 
teem of  the  child  and  lessen  anxiety  within  the  family. 
This  article  explores  the  objectives  of  such  camps  and 
comments  on  the  reasons  why  all  children  should 
attend. 


Summer  camps  for  children  with  diabetes  mellitus  have 
come  a long  way  since  their  inception  in  1 925  in  Detroit.  At 
that  first  camp,  only  four  children  were  participants,  while  in 
1 980,  it  is  estimated  that  approximately  1 0,000  children  at- 
tended the  almost  90  camps  in  North  America.  The  first  few 
camps  in  this  country  were  designed  primarily  to  afford  the 
child  an  enjoyable  experience  without  much  emphasis  on  ei- 
ther diabetes  regulation  or  education.  During  the  next  few 
years  however,  it  was  recognized  that  the  camp  setting  was 
ideal  for  one  or  both  of  these  endeavors.  Today,  virtually  all 
camps  include  some  components  of  each.  Observational  re- 
search and  some  interventional  research  have  also  become 
part  of  many  camping  programs. 

One  of  the  major  reasons  for  the  tremendous  growth  in 
camps  for  children  with  diabetes  is  that  most  regular  summer 
camps  will  not  accept  such  children.  The  lack  of  in-residence 
professionals  who  are  knowledgeable  about  diabetes  is  the 
major  reason  for  this  decision  on  the  part  of  camp  directors. 

In  addition,  most  parents  are  somewhat  reluctant  about 
sending  their  children  to  a summer  camp  unless  there  is 
someone  present  with  expertise  in  recognizing  and  manag- 
ing problems  that  might  occur.  The  reasons  for  reluctance  on 
the  part  of  both  parties  is  understandable. 

Another  reason  for  the  expansion  in  camp  programs  re- 
lates to  the  fact  that  physicians  have  come  to  recognize  the 
innate  good  that  virtually  always  comes  from  a child's  experi- 
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ence  at  camp.  The  feeling  of  loneliness  shared  by  many 
children  with  diabetes  abates  in  this  setting.  Peer  interaction 
and  the  sense  of  belonging  to  a group  bolster  the  morale  of 
the  child  and  raise  self-esteem.  Observing  older  children 
who  have  "made  it"  lessens  anxiety.  Parents  see  a more 
self-reliant  child  and  decrease  their  own  over-protective- 
ness. Thus,  regardless  of  the  type  of  camp  program,  all  will 
share  one  thing — success  in  helping  the  child  to  cope  with 
the  presence  of  the  disease  and  with  its  demands.  Virtually 
all  children  and  their  families  gain  from  a camp  experience. 

Most  camping  programs  for  children  with  diabetes  are  in 
residential  camps  where  all  campers  have  diabetes.  How- 
ever, there  are  some  residential  camps  where  children  with 
diabetes  and  children  with  other  handicapping  illnesses  are 
mixed.  In  addition,  there  are  a few  “diabetic  camps"  which 
also  accept  "regular”  or  nondiabetic  campers.  Most  of  the 
following  discussion  will  concern  residential  camps  where 
the  child  with  diabetes  is  exclusive  or  predominant  in  num- 
ber. Other  types  of  camps  available  include  day  camps, 
family  camps,  and  weekend  workshop  camps. 

In  Texas  there  are  four  residential  camps  for  children  with 
diabetes.  The  oldest  of  these,  Camp  Sweeny  in  Gainesville, 
operates  three  sessions  each  summer  for  a total  of  about 
300  children.  The  newest  is  the  West  Texas  Rotary  Camp  in 
Floydada  which  takes  about  30  children  in  its  session.  The 
Texas  Lions  League  operates,  along  with  The  University  of 
Texas  Medical  Branch  in  Galveston,  two  camps  each  sum- 
mer: a June  session  for  1 75  children  at  the  Texas  Lions 
Camp  in  Kerrville  and  an  August  session  for  1 50  children  at 
Camp  Rio  Vista  in  Huntsville.  Most  of  the  following  will  relate 
more  specifically  to  the  Texas  Lions  Camps  than  to  others. 

Purposes  of  camps  for  children  with  diabetes 

The  goals  or  objectives  of  camps  for  children  with  diabetes 
mellitus  are  noted  in  Fig  1 . These  objectives  have  been  mod- 
ified from  those  used  during  the  past  22  years  at  the  Texas 
Lions  camps  for  children  with  diabetes  and  from  similar  ob- 
jectives approved  and  endorsed  by  the  committee  on  camps 
of  the  American  Diabetes  Association  in  1 976.  The  objec- 
tives listed  under  “A”  in  Fig  1 should  be  maxims  for  all  camps 
which  accept  diabetics,  while  those  under  “B”  are  discretion- 
ary. It  seems  appropriate  to  briefly  discuss  each  of  these 
objectives  for  they  include  the  reasons  why  virtually  all  such 
children  go  (or  are  sent)  to  camp. 

Maxims  for  camps 

Provision  of  facilities  and  personnel  necessary  to  assure  an 
enjoyable,  recreational  camping  experience  are  essential  for 
all  such  camps.  Children  choose  to  go  to  camp  because  it’s 
fun,  and  parents  generally  allow  them  to  do  so  for  similar 
reasons.  If  the  enjoyable  aspects  are  downgraded,  children 
will  be  reluctant  to  attend  and,  certainly,  loath  to  return  for  the 
second  time.  The  recreational  program  needs  to  be  diverse 
and  most  have  found  it  highly  desirable  to  give  the  children  a 
variety  of  program  options  from  which  to  choose.  These  op- 
tions should  include  any  activities  that  would  ordinarily  be 
part  of  a nondiabetic  camp  program.  There  should  be  an  am- 
ple number  and  variety  of  activities  to  meet  the  demands  of 
the  age  groups  included  and  should  include  activities  requir- 
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ing  a variety  of  skills,  from  the  more  sedate  (eg,  arts  and 
crafts,  music,  camp  crafts,  etc)  to  the  more  rigorous  (eg, 
swimming,  horseback  riding,  competitive  sports,  etc).  Since 
exercise  is  such  an  integral  part  of  diabetes  management, 
the  scheduling  of  the  recreational  program  must  be  coordi- 
nated with  the  medical  care  program. 

Personnel  who  direct  and  supervise  the  program  activities 
should  be  mature  adults  who  are  selected  with  appropriate 
attention  to  their  moral  and  ethical  character  as  well  as  their 
skill  in  their  performance  area.  Young  adults  with  diabetes 
who  are  in  control  of  their  lives  can  serve  a vital  role  as  a 
model  for  younger  children  and  should  be  sought  as  either 
program  counselors  or  as  junior  members  of  the  medical 
staff.  It  is  generally  recommended  that  the  ratio  of  campers 
to  staff  (program  and  medical)  not  exceed  3 to  1 . 

Provision  of  a safe  and  healthy  environment  in  which  to 
carry  out  the  program  is  essential.  The  American  Diabetes 
Association  (ADA)  has  endorsed  the  accreditation  standards 
of  the  American  Camping  Association  (Camp  Standards  and 
Interpretations)  or  of  other  state  regulatory  authorities  who 
have  standards  equal  to  those  of  the  American  Camping  As- 
sociation. These  minimum  requirements  apply  to  both  the 
“site"  and  the  “recreational  program."  Attention  to  these 
guidelines  will  insure  a safe  and  relatively  hazard-free 
environment. 

The  medical  care  program  must  be  one  of  excellence.  It  is 
highly  desirable  that  the  medical  director  be  someone  who 
has  expertise  in  the  overall  care  of  children,  as  well  as  in  the 
handling  of  juvenile  onset  diabetes  mellitus.  The  quality  of 
the  program  is  better  insured  if  the  medical  director  or  asso- 
ciate medical  director  is  in  full-time  attendance  at  the  camp. 
The  ADA  Standards  for  Camps  for  Children  with  Diabetes 
(1976)  has  recommended  a minimum  of  one  physician,  four 
nurses  (or  equivalents)  and  two  dietitians  (or  equivalents)  for 
each  1 00  campers.  It  has  been  recommended  that  they  be  in 
constant  attendance  during  the  camp.  It  is  not  considered 
sufficient  for  nonlicensed  physicians  alone  to  be  left  in 
charge  of  the  day-to-day  care  of  these  children. 

Adequate  medical  facilities  on  the  campsite  should  include 
an  infirmary  for  the  handling  of  both  diabetic  and  nondiabetic 
problems  and  at  least  one  infirmary  bed  for  each  50  campers 
in  attendance.  The  ability  to  carry  out  the  day-to-day  care  for 
these  children  requires  facilities  for  urine  sugar  and  ketone 
analysis,  blood  glucose  analysis,  insulin  administration, 
treatment  of  the  usual  diabetic  emergencies  (hypoglycemia, 
ketosis,  and  ketoacidosis,  etc),  acute  nondiabetic  problems 
(upper  respiratory  infections,  external  otitis,  gastroenteritis, 
dermatologic  problems,  homesickness,  etc),  and  appropriate 
record  keeping.  It  is  generally  recommended  that  each  camp 
have  a local  hospital  to  serve  as  a backup  for  the  child  who 
requires  additional  investigation  or  treatment.  When  pos- 
sible, it  is  recommended  that  the  medical  director  or  his 
associate  have  privileges  at  such  a facility. 

Peer  interaction  is  perhaps  one  of  the  easiest  camp  goals 
to  accomplish  but  it  is  also,  perhaps,  the  most  important.  A 
child  with  diabetes  most  often  does  not  know  another  child 
with  this  disorder.  They  cannot  derive  the  benefit  of  seeing  or 
hearing  how  a friend  handled  diabetes  or  how  diabetes  can 
fit  into  everyday  living.  Usually,  the  child  feels  alone  and  this 


“aloneness”  is  very  disconcerting,  particularly  when  one’s 
foremost  desire  is  to  be  similar  to  one's  peers.  Camp  offers  a 
respite  from  this  aloneness.  Peer  support  and  peer  pressure 
are  the  most  important  aspects  of  any  camp  program.  The 
child  is  able  to  see  others  with  similar  problems  and  to  visual- 
ize how  certain  situations  have  been  handled.  He  learns  that 
the  fears  and  concerns  of  these  peers  are  also  his,  and  he  is 
validated.  He  learns  how  these  peers  handle  themselves, 
and  he  is  strengthened.  He  sees  another  child  his  age  as- 
sume responsibility,  and  he  is  encouraged  about  his  abilities 
to  do  similarly. 

Facilitation  of  the  learning  of  appropriate  attitudes,  knowl- 
edge, and  skills  which  are  necessary  for  effective  living  is 
one  of  the  major  objectives  of  most  camps.  The  children  are 
in  an  ideal  learning  environment,  and  they  are  thrown  into 
daily  contact  with  health  team  members.  The  opportunities 
for  them  to  learn  are  so  great  that  it  would  be  almost  criminal 
if  they  did  not  do  so.  This  does  not  mean  that  the  camp  set- 
ting is  turned  into  a classroom,  for  this  would  most  often  not 
be  in  keeping  with  other  camp  objectives.  Formal  educa- 
tional sessions  would  probably  be  repugnant  to  most  chil- 
dren and  would  be  viewed  as  intrusions  into  their  summer 
vacation.  Therefore,  a setting  and  an  air  of  informality  in  the 
process  of  education  is  essential. 

Education  at  camp,  as  in  any  other  setting,  must  have  sev- 
eral ingredients  if  it  is  to  be  successful.  Some  of  these 

1 .  Objectives  for  camps  for  children  with  diabetes 

A.  All  residential  camps  for  children  with  diabetes  should : 

1 . Provide  those  facilities  and  personnel  necessary  to  assure  an  enjoyable 
recreational  camping  experience. 

2.  Provide  an  appropriate  site  and  program  (recreational  and  medical) 
necessary  to  assure  a safe  and  healthy  environment. 

3.  Ensure  peer  interaction. 

4.  Facilitate  the  learning  of  appropriate  attitudes,  knowledge,  and  skills 
which  are  necessary  for  effective  living  with  diabetes. 

5.  Promote  the  development  of  independence  and  self-reliance  while 
increasing  self-esteem  and  self-concept. 

6.  Facilitate  a smooth  reentry  of  the  child  back  into  the  home  environment. 

7.  Provide  a brief  respite  for  parents  from  the  daily  rigors  of  diabetes  care. 

B.  Some  residential  camps  for  children  with  diabetes  will: 

1 . Assist  the  child  in  establishing  diabetic  control  by  making  appropriate 
adjustments  in  medical  management. 

2 Facilitate  maturation  by  fostering  programs  designed  to  increase 
independence,  self-reliance,  and  self-discipline. 

3.  Provide  an  educational  experience  for  health  professionals  in 
management  of  childhood  diabetes. 

4.  Assist  children  wishing  to  enter  into  nondiabetic  camping  programs. 

5.  Conduct  structured  observational  research  or  appropriate 
interventional  research  designed  to  benefit  the  life  of  children  with 
diabetes. 
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ingredients  are  that  the  educational  program  must:  (1 ) take 
into  account  affective  areas  (feelings)  as  well  as  traditional 
cognitive  and  skill  areas;  (2)  be  individualized  to  the  needs  of 
the  child;  (3)  be  age-related;  (4)  be  taught  by  skilled  persons 
who  can  incorporate  the  new  learning  into  everyday  living 
schemes;  (5)  be  an  active  process  with  the  child  a partici- 
pant rather  than  an  observer;  and  (6)  have  a consistent 
philosophy  relative  to  the  care  of  diabetes. 

A good  educational  program  requires  a larger,  more  expe- 
rienced, and  more  mature  medical  staff.  An  educational 
program  which  has  the  appearance  of  informality  requires  a 
great  deal  more  time  and  educational  skill  than  does  one 
which  is  formal.  For  instance,  at  each  of  the  two  Texas  Lions 
Camps,  the  medical  staff  consists  of  22  to  24  individuals. 

The  staff  must  be  with  the  children  in  small  group  settings 
and  must  be  constantly  on  the  alert  to  take  advantage  of 
situations  which  present  a suitable  opportunity  for  facilitating 
knowledge.  Examples  of  this  type  might  be:  (1 ) discussion — 
following  treatment  of  a hypoglycemic  episode — of  why  hy- 
poglycemia occurs  and  how  it  might  be  prevented;  (2)  dis- 
cussion of  what  happens  to  the  body  when  a youngster  is 
seen  “pigging-out"  at  mealtime;  (3)  discussion,  perhaps  dur- 
ing a camp  exercise  period,  of  what  exercise  does  to  the 
body  and  how  the  body  responds. 

The  educational  program  must  be  age-appropriate  and 
should  be  individualized  to  the  child’s  needs.  Children  be- 
tween 6 and  9 years  of  age  primarily  need  to  learn  certain 
skills  (eg,  urine  testing,  recording,  insulin  administration, 
food  exchange  recognition,  etc)  with  minimal  supporting  fac- 
tual data.  Children  from  10  years  upward  need  increasing 
cognitive  skills  with  respect  to  what  they  are  doing  with  their 
diabetes.  They  need  to  acquire  a knowledge  base  to  comple- 
ment their  skills.  The  early  teenager  needs  reinforcement  in 
these  areas,  but,  moreover,  needs  to  see  how  he  or  she  can 
apply  the  knowledge  and  skills  into  their  present  and  ever- 
changing  world.  They  need  to  acquire  attitudinal  guidelines 
that  will  enable  them  to  meet  the  future  and  its  unknowns: 
leaving  home,  college,  dating,  marriage,  jobs,  pregnancy,  etc. 

A consistent  philosophy  as  it  applies  to  the  medical  care  of 
diabetes  is  essential  for  the  camp  setting.  Everyone  must 
teach  the  same  concepts;  otherwise  the  educational  pro- 
gram can  become  confusing  and  chaotic.  This  does  not 
mean  that  the  older  children  should  not  be  made  aware  of 
the  controversies  involving  care  of  diabetes,  but  it  is  the 
medical  staff’s  responsibility  to  put  such  controversies  into 
proper  perspective.  The  liberal  use  of  slightly  older  persons 
with  diabetes  as  role  models  is  vital  for  an  effective  educa- 
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tional  program.  Campers,  particularly  teenagers,  should  be 
allowed  to  have  loosely  structured  encounters  with  such  per- 
sons in  order  to  learn  how  they  have  handled  common  and 
difficult  life  situations.  These  role  models  must,  of  course,  be 
carefully  selected,  for  their  impact  on  the  children  is  often 
great. 

The  development  of  independence  and  self-reliance  must 
be  one  of  the  major  objectives  of  such  camps.  Many  children 
with  diabetes  are  overly  protected  by  their  families  and  are 
not  allowed  to  mature  normally.  This  overprotective  environ- 
ment is  born  mostly  out  of  parental  anxiety  and  out  of  an 
underestimation  of  the  child’s  abilities.  Such  environmental 
behavior  patterns  decrease  a child’s  feeling  of  self-worth  and 
impede  normal  psychosocial  growth. 

A camping  program  can  make  considerable  inroads  into 
such  an  abnormal  family  interaction.  The  children  see  that 
they  are  able  to  function  without  the  constant  attention  of 
parents.  In  addition  the  children  see  other  older  children  who 
have  “made  it"  to  a state  of  independent  functioning.  The 
learning  of  new  knowledge  and  skills  gives  them  the  added 
feeling  of  being  able  to  do  so  likewise. 

Facilitation  of  a smooth  reentry  into  the  home  environment 
is  essential.  The  parents  of  many  children  who  go  to  camp 
are  ill-informed  concerning  diabetes.  Their  knowledge  of  the 
intricacies  of  diabetes  is  often  deficient.  The  child,  returning 
from  camp,  may  have  acquired  such  new  knowledge,  and 
his  capabilities  may  well  exceed  those  of  the  parents.  Such  a 
situation  is  intimidating  to  many  parents  and  their  initial  reac- 
tion may  have  the  effect  of  invalidating  the  child’s  newly 
discovered  concepts.  If  there  has  been  an  overprotective 
home  policy,  such  is  likely  to  return.  Only  now  the  child  may 
be  less  willing  to  be  overprotected.  Conflicts  in  overall  man- 
agement arise,  and  the  child  is  likely  to  regress  under  such 
pressure:  his  comprehension  becomes  clouded,  his  skills  re- 
cede, and  he  reverts  to  pre-camp  behavior.  Much  worse,  he 
may  become  distrustful  of  both  his  parents  and  his  physician 
in  the  face  of  such  apparent  inconsistency  in  adult  behavior. 

It  is  the  responsibility  of  the  medical  staff  to  ensure  that 
this  does  not  occur.  Programs  designed  to  educate  the  fam- 
ily are  integral  to  a successful  camping  experience.  Most 
camps  discuss  the  child’s  individual  camp  experience  with 
the  family  and  assist  them  in  reentry.  Other  camps  have 
more  elaborate  group  sessions  designed  to  impart  knowl- 
edge, to  allay  parental  fears,  and  to  modify  conflicting 
behaviors.  Some  of  these  programs  allow  for  interaction 
among  families,  thus  serving  some  of  the  same  functions  as 
the  child’s  camping  experience.  At  Texas  Lions  camps,  in 
addition  to  an  individual  session  with  each  family,  there  is  a 
structured  group  program  which  ranges  from  four  to  seven 
hours.  Whole  family  camps  are  available  in  some  areas  and 
are  particularly  useful  with  the  newly  diagnosed  patient. 

To  assure  a smooth  reentry  into  the  home  environment, 
the  camp  medical  staff  must  also  communicate  with  the 
child’s  physician  and  other  health  team  members.  The  local 
physician  must  be  aware  of  the  diabetic  care  philosophies  of 
the  camp  and  must  make  his  own  plans  either  to  accept, 
alter,  or  invalidate  those  learned  by  the  child  and  family  at 
camp.  It  is  totally  inappropriate  for  the  child  (and  the  family) 
to  be  caught  between  conflicting  philosophies  and  medical 


TEXAS  MEDICINE 


care  principles. 

The  provision  of  a brief  respite  for  parents  from  the  rigors 
of  diabetic  care  is  always  noted  as  one  of  the  major  objec- 
tives of  camps,  and  well  it  should  be.  Caring  appropriately  for 
the  child  with  diabetes  is  often  a full-time  job  and  the  poten- 
tial for  family  tensions  is  enormous.  The  parents  deserve  this 
vacation  from  these  everyday  concerns.  Many  parents  use 
this  as  a time  for  personal  relaxation  and  review  of  their  own 
needs.  Many  times  parents  try  to  coordinate  their  other  chil- 
dren's private  trips  or  recreational  activities  (nondiabetic 
camps,  visits  with  friends,  visits  with  grandparents,  etc)  to 
coincide  with  the  diabetic  camp.  At  times  like  this  or  when 
there  is  only  one  child  in  the  home,  the  parents  can  utilize 
this  period  as  an  adult  vacation.  It  is  probably  ill-advised,  in 
most  instances,  for  the  parents  and  other  children  to  use  this 
period  as  a family  vacation. 

Discretionary  activities  for  camps 

Assistance  in  the  establishment  of  control  of  diabetes  would 
appear  as  if  it  should  be  one  of  the  mandatory  objectives 
for  such  camps.  To  some  extent  it  is,  in  that  everyone  who 
operates  a camp  program  wishes  to  ensure  that  children 
achieve  optimum  control.  Herein  lies  the  problem.  Children 
attending  most  camps  return  to  a variety  of  physicians  and 
health  philosophies  at  the  conclusion  of  camp.  Even  though 
the  medical  staff  at  camp  may  believe  that  a multiple-dose 
insulin  regimen  is  the  better  approach  for  achieving  good 
control,  the  child  may  be  returning  to  a physician  who  is 
adamant  in  his  belief  that  a one-shot-per-day  routine  is  satis- 
factory or  to  a family  who  is  strongly  opposed  to  a change 
in  the  insulin  schedule.  Unless  the  camp  medical  staff  can 
effect  an  understanding,  it  is  perhaps  best  to  control  diabetes 
within  the  overall  framework  to  which  the  child  will  be  return- 
ing, by  merely  changing  insulin  dosage  or  diet  without 
modification  in  schedule. 

If  the  educational  program  at  camp  emphasizes  control,  it 
would,  however,  be  totally  inappropriate  for  there  to  be  no 
attempts  at  control  at  camp.  A camp’s  actions  speak  more 
loudly  than  its  words.  In  such  instances  the  camp  medical 
staff  has  the  responsibility  for  communicating  its  care  phi- 
losophies to  referring  physicians. 

Encouragement  of  the  child’s  maturing  has  already  been 
noted  earlier  as  an  essential  program  for  all  camps,  but 
some  camps  have  specific  recreational  and/or  health  pro- 
grams that  are  geared  to  increase  independence  and  self- 
reliance.  The  wilderness  camps  are  examples  and  several 
other  experimental  programs  have  been  developed.  One 
highly  successful  one  conducted  at  Camp  Manison  in 
Friendswood  (Texas)  by  The  University  of  Texas  Medical 
Branch  at  Galveston  and  the  Texas  Lions  League  several 
years  ago  placed  diabetic  camp  “graduates”  into  a regular 
camp  program  where  they  were  encouraged  to  take  full  re- 
sponsibility for  their  health.  These  children’s  success  in 
doing  so  was  of  tremendous  psychological  help  to  them. 

Provision  of  an  educational  experience  for  health  profes- 
sionals is  potentially  one  of  the  most  rewarding  and  cost- 
efficient  of  the  objectives.  There  is  no  better  way  to  learn 
about  the  appropriate  care  of  children  with  diabetes  than  to 
live  with  them  for  periods  of  two  to  four  weeks.  Such  an  ex- 


perience should  be  mandatory  training  for  all  diabetes 
educators  who  plan  to  work  with  children.  Diabetologists  who 
manage  children  gain  invaluable  insights  during  such  peri- 
ods and  are  better  able  to  work  with  them  afterwards.  Some 
camps  have  special  programs  for  physicians  and  health 
team  members  who  refer  their  patients  to  camp.  This  in- 
creases their  skills  in  handling  these  children  when  they 
return  home. 

To  provide  assistance  for  children  wishing  to  enter  into 
nondiabetic  camps  is  a hidden  objective  in  most  camping 
programs,  but  is  overt  in  some.  Most  regular  camps  will  not 
take  children  who  have  diabetes  but  some  will,  if  the  child 
has  diabetic  camping  experience  and  is  certified  as  being 
capable  of  caring  for  himself.  Since  children  with  diabetes 
must  compete  in  the  nondiabetic  world,  many  diabetologists 
believe  it  desirable  to  graduate  their  campers  into  such  regu- 
lar camping  programs.  A child  who  does  well  in  such  an 
environment  receives  a tremendous  boost  to  his  self-con- 
fidence and  self-esteem. 

Research  in  a camping  program  is  almost  an  anathema  to 
some,  but  a few  good  investigations  have  occurred  within 
camps,  and  the  wealth  of  material  available  in  such  a captive 
environment  adds  an  attractive  feature.  Most  such  research 
is  observational  in  nature  and  most  has  had  to  do  with  usual 
activities  proceeding  at  camp  (ie,  urine  testing  or  blood  test- 
ing results,  knowledge  assessments,  behavioral  assess- 
ments, etc).  A few  interventional  studies  have  been  con- 
ducted and,  with  these,  greater  care  must  be  taken  to 
ensure  the  rights  of  the  child.  Needless  to  say,  all  investiga- 
tions conducted  at  camp  should:  (1 ) be  approved  by  a 
committee  on  human  research;  (2)  have  informed  consent 
from  both  parents  and  child;  and  (3)  be  concordant  with  the 
other  objectives  of  the  camp.  Specifically,  the  research  pro- 
gram should  not  compete  with  the  primary  objectives  noted 
earlier. 

Advantages  of  camp  and  camp  attendance 

The  advantages  of  a camp  experience  for  children  are  enor- 
mous and  the  disadvantages  very  few.  The  physician  and 
parent  must  look  at  the  objectives  and  program  of  each 
camp  in  order  to  decide  if  their  patient  or  child  should  attend. 
The  physician  should  not  be  influenced  negatively  by  the 
parents’  unwillingness  to  be  separated  from  their  child.  This 
is  often  a verbal  manifestation  of  their  desire  to  overprotect 
and  shelter  their  child.  Likewise,  neither  physician  nor  parent 
should  be  swayed  by  their  child’s  protestations,  for  such  are 
often  only  representative  of  their  concerns  about  the  new  or 

39 


Volume  77  April  1981 


Children  with  diabetes 


unknown.  Most  often  these  will  be  the  same  children  who 
object  to  departure  at  the  conclusion  of  camp.  It  is  this  au- 
thor's opinion  that  all  children  with  diabetes  should  attend  at 
least  one  camp  session.  Separation  anxiety  is  common  for 
both  parents  and  children,  but  homesickness  is  usually 
transient. 

Children  develop  new  attitudes,  learn  cognitively,  and  ac- 
quire new  skills  at  all  ages,  but  they  tend  to  do  so  more  at 
one  age  than  at  another.  Ideally,  there  appear  to  be  three 
developmental  learning  stages  when  children  might  gain  the 
most  from  camp.  Although  the  ages  listed  below  are  some- 
what arbitrary,  they  might  serve  as  broad  guidelines. 

A “skills-and-knowledge”  stage  usually  involves  the  child 
from  6 to  9 years  of  age.  Although  there  are  certain  highly 
desirable  attitudes  to  be  learned  at  this  age,  these  children 
primarily  learn  a few  facts  (eg,  cause  of  hypoglycemia,  ac- 
tion of  insulin,  food  exchange  recognition,  etc)  and  skills  (eg, 
correct  testing  and  recording  of  urine  sugar,  administration  of 
insulin,  etc). 

During  a comprehension-and-application  stage,  which 
usually  involves  the  child  from  about  9 to  1 4 years  of  age, 
knowledge  becomes  understanding  and  the  child  begins  to 
apply  this  understanding  to  day-to-day  living.  For  example, 
he  learns  of  the  complex  interactions  of  insulin,  food,  and 
exercise  and  sees  how  to  juggle  these  to  achieve  control;  he 
is  able  to  understand  the  pathogenesis  of  ketosis  and  to  initi- 
ate appropriate  treatment;  and  he  is  able  to  comprehend 
some  of  the  causes  of  hypoglycemia  and  to  make  necessary 
adjustments. 

A stage  of  emotional  maturation  and  analysis-synthesis 
primarily  relates  to  the  child  over  1 4 years  of  age.  It  is  a new 
stage  of  life,  and  as  these  children  enter  adolescence  they 
need  new  tools  with  which  to  work.  Peer  support  and  ap- 
proval is  all  important  and  there  is  a need  for  an  under- 
standing of  how  diabetes  will  affect  their  ultimate  function  as 
adults.  From  a purely  cognitive  stage,  the  child  is  now  able  to 
synthesize  factual  information  and  to  analyze  most  everyday 
situations  so  as  to  fit  diabetes  into  them. 

Financial  aspects 

Camps  have,  as  with  everything  else,  become  very  expen- 
sive, but  virtually  all  sponsoring  agencies  have  camper-aid 
programs  where  either  partial  or  full  camperships  are  avail- 
able to  those  in  need.  The  Texas  Lions  camps  for  children 
with  diabetes  are  probably  the  only  programs  in  the  nation 
where  no  one  is  charged  for  attendance.  Full  per  diem  is 
provided  by  the  Lions  and  Lionesses  of  the  State  of  Texas. 

40 


Various  pharmaceutical  houses  have  helped  minimize  the 
cost  escalation  by  continuing  to  donate  their  products. 

Special  types  of  camps 

Wilderness  camps  have  become  popular  in  certain  areas 
and  include  such  disciplines  as  mountain-hiking  camps,  ski 
camps,  and  sailing-canoeing  camps.  These  are  usually  re- 
served for  a few  children  who  have  previously  mastered  the 
objectives  of  diabetic  camps  and  have  a desire  to  learn  how 
to  handle  themselves  in  certain  “wilderness"  situations.  A 
competent  medical  staff  must  always  be  in  attendance  in 
order  to  prevent  potential  problems.  Such  programs  are  lim- 
ited in  scope  but  have  been  quite  successful. 

Day  camps  for  children  with  diabetes  are  now  available  in 
several  areas  of  the  United  States.  They  are  generally  estab- 
lished within  large  metropolitan  areas  and  may  be  one  of  the 
answers  to  increasing  costs  for  residential  camping.  The  pro- 
gram staff  is  often  recruited  from  volunteers  or  may  be  part  of 
the  regular  day  camp  staff.  Medical  staff  is  often  easier  to 
recruit  because  of  the  absence  of  an  overnight  commitment. 
As  with  residential  camps,  each  program  must  establish  its 
own  goals  and  objectives. 

Weekend  workshops  are  primarily  oriented  toward  educa- 
tion and  may  be  held  on  the  premises  of  residential  camps  or 
in  other  locations.  They  have  been  used  successfully  for 
teenagers,  young  adults,  and  adults  with  diabetes  or  for  par- 
ent groups.  It  is  helpful  to  have  the  educational  program 
interrupted  by  some  recreational  type  activities. 
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tStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  PDR.  A brief 
summary  follows: 


WARNING 

This  drug  Is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  progres- 
sive renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  develops 
or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium 
tablets  should  not  be  used.  Hyperkalemia  can  occur, 
and  has  been  associated  with  cardiac  irregularities 
It  is  more  likely  in  the  severely  ill,  with  urine  volume 
less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Period- 
ically. serum  K+  levels  should  be  determined  If 
hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K+  intake  Associated  widened  QRS  com- 
plex or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  laundice,  throm- 


bocytopenia, other  adverse  reactions  seen  in  adults 
Thiazides  appear  and  triamterene  may  appear  in 
breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  chil- 
dren is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  deter- 
minations [particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids)  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those 
with  suspected  or  confirmed  renal  insufficiency 
Watch  for  signs  of  impending  coma  in  severe  liver 
disease  If  spironolactone  is  used  concomitantly, 
determine  serum  K+  frequently,  both  can  cause  K+ 
retention  and  elevated  serum  K+  Two  deaths  have 
been  reported  with  such  concomitant  therapy  [in 
one,  recommended  dosage  was  exceeded,  in  the 
other  serum  electrolytes  were  not  properly  moni- 
tored). Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  re- 
actions, Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic 
anemia  have  been  reported  with  thiazides.  Triam- 
terene is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients  The  following  may  occur  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  [diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion [in  hypokalemia),  decreasing  alkali  reserve  with 


possible  metabolic  acidosis  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine  Hypo- 
kalemia, although  uncommon,  has  been  reported 
Corrective  measures  should  be  instituted  cautiously 
and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide  should 
laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia  Serum  PBI  levels  may  decrease  with- 
out signs  of  thyroid  disturbance.  Calcium  excretion 
is  decreased  by  thiazides,  Dyazide'  should  be  with- 
drawn before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis,  rash, 
urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea, 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneumo- 
nitis have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components 
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compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1,  2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


38|45  146 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrtn  3 (Ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 
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Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain. 

Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  7% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness:  headache,  nervousness  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
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Familial  Gilles  de  la 
Tourette’s  syndrome 
associated  with 
tuberous  sclerosis 

Two  brothers  were  diagnosed  with  Gilles  de  la  Tourette’s 
syndrome  and  successfully  treated  with  haloperidol. 
Evidence  of  tuberous  sclerosis  was  present  in  both 
brothers  and  the  father.  The  association  of  Gilles  de  la 
Tourette’s  syndrome  and  tuberous  sclerosis  supports 
the  postulate  of  a genetically  determined  neuroana- 
tomical  lesion  causing  Gilles  de  la  Tourette’s  syndrome. 
A review  of  the  literature  regarding  possible  organic 
etiologies  is  included. 


Although  Gilles  de  la  Tourette’s  syndrome  has  long  been  rec- 
ognized, there  has  been  a resurgence  of  interest  during  the 
past  1 5 years.  This  is  partly  attributable  to  the  noticeability  of 
the  symptomatology:  sudden  involuntary  movements,  in- 
cluding vulgar  gestures  (copropraxia);  explosive  involuntary 
utterances — both  inarticulate  noises  (barks,  yelps,  grunts, 
coughs)  and  articulated  obscenities  (coprolalia);  imitative 
phenomena,  both  verbal  (echolalia)  and  behavioral  (echo- 
praxia).1  As  defined  by  the  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders  (third  edition),  Gilles  de  la  Tourette’s  dis- 
order is  characterized  by  “recurrent,  involuntary,  repetitive 
rapid  movements  (tics)  including  multiple  tics.  The  tics  typ- 
ically involve  the  head  and,  frequently,  other  parts  of  the 
body  such  as  the  torso  and  upper  and  lower  limbs.  The  vocal 
tics  include  . . . clicks,  yelps,  barks,  sniffs,  and  coughs  or 
words.”  Age  of  onset  ranges  from  2 to  1 5 years.  The  tics  are 
exacerbated  by  stress  and  can  be  voluntarily  suppressed  for 
several  minutes.2  Other  factors  contributing  to  renewed  inter- 
est include  the  research  potential  for  studying  catecholamine 
antagonists  as  a treatment  modality,3  the  opportunity  to 
pursue  etiologic  factors  in  the  nature-nurture  or  biogenic- 
psychogenic  controversies,  and  the  relatively  high  treat- 
ment success  rates  obtained  with  haloperidol4  compared 
with  treatment  success  rates  in  most  other  psychiatric 
syndromes. 

The  first  description  of  the  Gilles  de  la  Tourette’s  syndrome 
was  provided  in  1 825  by  Itard.5  Gilles  de  la  Tourette,6  after 
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whom  the  syndrome  is  named,  implicated  hereditary  con- 
ditions after  finding  a family  with  two  affected  sisters  and 
another  family  with  three  affected  persons — a father,  his 
son,  and  the  father’s  sister.  Although  several  hundred  cases 
are  now  reported  in  the  literature,  and  case  registers  may 
contain  as  many  as  a thousand  cases,  family  histories  have 
been  viewed  as  noncontributory  until  recently.7-13  Two  sets  of 
twins  have  been  reported,  but  in  each  case  only  one  twin  has 
the  syndrome.414 

In  1 973  Friel 15  described  three  family  members  having  the 
Gilles  de  la  Tourette’s  syndrome.  Two  adult  sisters  were  in 
treatment  for  several  years.  Of  their  six  children,  four  had 
motor  tics,  but  only  one  had  the  vocal  utterances  as  well. 

Friel  believed  this  was  a hereditary  occurrence  of  Gilles  de  la 
Tourette’s  syndrome,  but  blood  and  urine  studies,  electroen- 
cephalograms, and  chromosomal  studies  failed  to  confirm 
his  belief.  He  does  suggest  that  the  condition  is  due  to  hyper- 
activity of  the  dopaminergic  systems  in  the  corpora  striata. 
Shapiro4  reported  summary  data  on  34  patients  with  Gilles 
de  la  Tourette’s  syndrome.  Among  his  findings  was  evidence 
that  there  is  not  an  increased  family  history  of  Gilles  de  la 
Tourette’s  syndrome,  family  history  of  tics,  or  family  history  of 
mental  illness  compared  to  other  populations,  leading  to  the 
conclusion  that  heredity  is  an  unlikely  factor  in  the  syndrome. 
Further  analysis  of  the  patients  revealed  that  a high  number 
of  patients  (50%-77%)  had  evidence  of  organic  impairment 
assessed  in  several  parameters.  Although  support  for  an 
organic  etiology  is  incomplete,  Shapiro16  believes  that  the 
syndrome  is  neurophysiologic  and  that  present  indirect  evi- 
dence supports  an  organic  etiology  hypothesis  rather  than  a 
psychological  hypothesis. 

Frost17  reported  a family  study  of  a man  with  Gilles  de  la 
Tourette’s  syndrome.  Although  no  nuclear  family  member 
had  the  disease,  1 4 of  1 9 relatives,  about  whom  information 
could  be  obtained,  had  either  tics  or  indicators  of  mental  ill- 
ness, or  both.  Guggenheim11  reported  on  a familial  occur- 
rence of  Gilles  de  la  Tourette’s  syndrome  in  which  1 7 of  43 
family  members  over  five  generations  had  evidence  of  a mul- 
tiple tic  syndrome.  She  strongly  believes  a genetic  transmis- 
sion theory  by  autosomal  dominant  inheritance  mechanism 
explains  the  presence  of  disease  in  two  male  cousins.  She 
finds  this  analogous  to  the  inheritance  of  primary  gener- 
alized epilepsy.  Erenberg  and  Rothner9  report  positive  family 
histories  in  eight  of  ten  patients  and  indicate  that  genetic  as- 
pects of  the  disease  are  becoming  increasingly  apparent, 
but  suggest  no  specific  mechanism.  Wilson 18  summarizes 
the  evidence  pointing  to  a genetic  hypothesis. 

Eldridge19  discussed  genetic  and  other  issues  in  21 
families  selected  from  the  1 20  families  belonging  to  the 
Tourette’s  Syndrome  Association  of  New  York  City.  These 
families,  chosen  because  of  the  high  frequency  of  motor  and / 
or  vocal  tics  in  family  members  of  the  identified  patients, 
might  give  evidence  of  etiology  through  the  clustering  of 
symptoms.  Relatives  in  1 8 of  the  21  families  selected  for 
study  had  either  the  complete  syndrome  or  a partial  man- 
ifestation. Their  data  implied,  but  could  not  confirm,  a genetic 
inheritance  mode.  They  do  point  out,  however,  that  the  ma- 
jority of  patients  with  Gilles  de  la  Tourette’s  syndrome,  in 
contrast  to  those  in  their  study,  do  not  have  evidence  of  fa- 
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milial  incidence.  A specific  detectable  biochemical  abnor- 
mality was  not  observed  in  the  clustering  of  patients  studied. 
Wassman20  reported  on  studies  of  14  families,  mostly  of 
Jewish  or  Eastern  European  descent,  in  which  all  but  one 
family  had  multiple  family  member  involvement  with  Gilles  de 
la  Tourette’s  syndrome.  They  suggest  that  one  form  of  the 
disease  may  be  an  autosomal  recessive  illness.  They  theo- 
rize that  their  familial  data,  along  with  the  current  biochemi- 
cal-enzymatic research,  strongly  suggest  a genetically  me- 
diated illness.  Merskey21  reported  a case  of  multiple  tics 
with  vocalizations  which  was  labeled  a partial  Tourette’s  syn- 
drome, although  others  would  have  considered  the  symp- 
toms sufficient  to  meet  the  criteria  of  a full  syndrome.  Per- 
tinent to  the  report  was  the  XYY  karyotype  which  Merskey 
felt  was  more  than  a coincidental  finding.  He  proposes  that 
the  extra  chromosome  promotes  neurological  abnormality. 

Moldofsky22  examined  the  thesis  that  Gilles  de  la  Tou- 
rette’s syndrome  is  a metabolic  disorder  and  that  it  is  geneti- 
cally determined.  The  presence  of  self-mutilating  behavior 
in  Tourette’s  syndrome  and  Lesch-Nyhan  syndrome,  an  x- 
linked  recessive  disorder  of  uric  acid  metabolism,  prompted 
speculation  that  these  disorders  might  be  associated.  Analy- 
sis of  genetic  information  of  Tourette’s  syndrome  patients 
revealed  no  specific  sex-linked  dominant  mode  of  inheri- 
tance, but  did  suggest  a recessive  mode  of  genetic  influ- 
ence. Metabolic  studies  showed  no  disorder  of  uric  acid  me- 
tabolism in  Tourette’s  syndrome,  thus  closing  speculation 
that  Lesch-Nyhan  syndrome  is  related.  The  study  did  sug- 
gest that  a disorder  of  dopamine  metabolism  is  present, 
thus  paralleling  Lesch-Nyhan  syndrome.  Van  Woert23  and 
Singer24  found  evidence  supporting  that  of  Moldofsky  and 
indicate  that  Tourette  syndrome  reflects  an  imbalance  be- 
tween central  neurotransmitters  dopamine  and  serotonin. 

There  is  a growing  body  of  research  concerning  the  bio- 
chemistry of  Tourette’s  syndrome.  The  excellent  research  of 
Cohen25-26  has  built  upon  that  of  Moldofsky,  Van  Woert,  and 
Singer.  Most  studies  have  been  of  a clinical  nature,  however, 
and  report  the  results  of  various  medication  trials  in  the  treat- 
ment program.  Responses  to  medications  have  prompted 
theories  regarding  biochemical  functioning.  Pary27and 
Klawans28  each  report  a case  of  Tourette’s  syndrome  occur- 
ring after  six  years  of  chlorpromazine  therapy.  They  there- 
fore implicate  dopamine  metabolism  in  the  syndrome  and  hy- 
persensitivity to  dopamine  receptor  sites  in  particular.  My- 
erhoff 3 found  that  amphetamine  exacerbated  symptoms. 
Pollack,12  Bremness  and  Sverd,29  and  Fras  and  Karlavage30 
reported  methylphenidate-induced  Tourette  syndrome. 
Mitchell  and  Matthews31  report  a case  exacerbated  by  pemo- 
line. Since  amphetamine,  methylphenidate,  and  pemoline 
block  catecholamine  receptor  sites,  the  cases  reported  sug- 
gest an  excess  of  catecholamine  influences. 

Moldofsky22  and  Shapiro4  indicate  that  haloperidol  is  the 
drug  of  choice  in  Tourette’s  syndrome,  probably  because  of 
its  dopamine  receptor  blocking  activity.  Ross32  reports  that 
pimozide,  with  a more  specific  antidopaminergic  action  than 
haloperidol,  is  equally  or  more  effective. 

Aspects  of  serotonin  metabolism  have  also  been  ad- 
dressed. Fras3033  and  Caine34  report  no  therapeutic  effect 
from  tricyclic  antidepressants.  Desipramine,  with  its  primary 


norepinephrine  effect,  did  not  exacerbate  symptoms  as  did 
chlorimipramine,  imipramine,  and  amitriptyline,  which  affect 
serotonin  metabolism.  Stahl,35  on  the  hypothesis  that  Tou- 
rette’s syndrome  may  be  partly  caused  by  serotonin  underac- 
tivity, administered  physostigmine  to  a patient  who  showed 
improvement.  Gonce10  likewise  administered  clonazepam,  a 
benzodiazepine  with  serotonin  stimulating  activity,  to  a se- 
ries of  patients  and  found  clinical  improvement. 

The  following  report  concerns  siblings  who  have  Gilles  de 
la  Tourette’s  syndrome  and  who  also  have  signs  of  tuberous 
sclerosis. 

Case  history 

The  primary  patient  (R)  is  a 13-year-old  Caucasian  boy 
treated  in  health  science  center  facilities  and  affiliated  clinics 
from  age  4 until  age  1 0 when  the  family  moved  to  another 
state  where  treatment  continued  in  community  mental  health 
center  facilities.  The  secondary  patient  (T)  is  a 1 0-year-old 
full  sibling  who  resides  with  his  parents  and  brother  and  who 
began  treatment  at  age  8,  about  six  months  before  the  fam- 
ily’s move  out  of  state. 

R is  the  eldest  of  two  children.  He  was  born  at  full  term, 
weighing  3.6  kg  (8  lb).  Labor  lasted  1 2 hours.  His  mother  had 
“measles”  at  the  end  of  the  first  trimester.  R held  his  head  up 
at  8 weeks,  turned  over  at  10  weeks,  sat  alone  at  8 months, 
crawled  at  9 months,  and  walked  alone  at  1 8 months.  His 
first  word  was  spoken  at  8 months,  other  words  at  1 8 months, 
and  a two-word  sentence  at  30  months.  Toilet  training  was 
accomplished  at  3V2  years.  The  mother  describes  R as 
always  being  active  and  relatively  well-coordinated.  He 
learned  to  ride  a bicycle  at  4V2  years  of  age.  When  frustrated, 
R was  frequently  impulsive,  destructive,  and  repeatedly  bit 
his  wrists  when  aggravated.  Nursery  school  enrollments 
were  not  successful  because  of  these  behaviors.  Thus, 
referral  was  arranged  for  this  "hyperactive-MBI”  child. 

At  age  4,  R was  initially  referred  by  his  pediatrician  to  a 
neurology  0110101)603056  of  hyperactivity  recalcitrant  to  basic 
pediatric  treatment,  ie,  star  charts  and  methylphenidate.  The 
neurology  clinic  obtained  electroencephalographic  (EEG)  re- 
cordings which  were  felt  to  be  “an  abnormal  awake  paroxys- 
mal record’’  and  indicated  that  “the  presence  of  multifocal 
spike  discharges  has  a high  correlation  with  chronic  seizures 
and  mental  retardation.” 

Psychological  testing  and  speech  and  hearing  evaluation 
were  accomplished  through  the  child  psychiatry  clinic.  Lan- 
guage was  primarily  gestural,  but  he  did  use  the  words  "tri- 
angle,” “horse,”  and  “cow,”  as  well  as  counted  “one,  two, 
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three,  four.”  Overall  functioning  on  the  Leiter  Test,  however, 
revealed  an  IQ  between  45  and  50.  Counseling  for  the  par- 
ents on  behavioral  management  continued  for  three  months, 
while  different  clinics  gave  methylphenidate,  chlorproma- 
zine,  thioridazine,  and  anticonvulsants,  all  with  minimal 
improvement. 

During  the  academic  year,  when  R was  five  years  old,  he 
continued  in  speech  and  language  therapy  but  was  even- 
tually excluded  when  his  behavior  was  deemed  uncontrol- 
lable. At  the  parents’  request,  all  medications  were  stopped 
without  significant  change  in  behavior.  Further  diagnostic 
conferences  indicated  that  diagnoses  of  organic  brain  syn- 
drome, aphasia,  and  mental  retardation  were  likely  and  that 
autism  and  schizophrenia  were  unlikely. 

When  R was  6 years  old,  outpatient  educational  programs 
withdrew  their  availability  because  of  R’s  impulsiveness,  ag- 
gressiveness, cursing,  obscene  gestures,  and  activity  level. 
He  was  subsequently  admitted  to  a residential  treatment  unit 
where  he  stayed  for  three  years,  making  considerable  be- 
havioral and  educational  progress  with  the  careful  and  con- 
sistent structure,  family  and  individual  therapy,  and  moderate 
doses  of  thioridazine. 

While  the  physical  examination  was  being  conducted  after 
admission,  several  findings  were  noted.  R appeared  initially 
to  have  acne,  but  in  fact  had  sebaceous  adenomata  over  the 
bridge  of  his  nose  and  cheeks.  Retinal  tumors  were  noted 
on  ophthalmologic  examination.  Because  of  the  familial  inci- 
dence of  the  suspected  tuberous  sclerosis,  other  family 
members  were  also  examined  for  dermatologic  and  retinal 
pathology.  The  younger  sibling,  T,  had  fewer  sebaceous 
adenomata  and  fewer  retinal  tumors,  but  each  was  clearly 
present.  The  mother  and  father  had  no  dermatologic  lesions, 
but  the  father  had  a few  retinal  nodules.  Neither  the  mother 
or  father  had  other  evidence  of  tuberous  sclerosis,  nor  was 
there  a positive  family  history  for  tuberous  sclerosis,  mental 
illness,  or  epilepsy. 

After  discharge,  at  the  age  of  9,  from  the  residential  treat- 
ment facility  to  his  family  and  special  education  classes, 

R’s  behavior  worsened,  with  major  stresses  being  school, 
church,  neighborhood  children,  visits  to  stores,  etc.  Planned 
follow-up  visits  were  not  attended.  Referral  was  made  by 
school  personnel  for  outpatient  psychiatric  treatment  since 
residential  care  was  no  longer  available.  Thioridazine  was 
increased  from  25  mg  to  75  mg  daily  for  a month,  but  lack  of 
clear  clinical  improvement  coupled  with  the  progressing  hy- 
perphagia  and  obesity  led  to  discontinuance  of  the  drug. 

In  accordance  with  clinical  reports  of  Tourette’s  syndrome 
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improvement  when  treated  with  haloperidol,  this  drug  was 
started  at  a dose  of  1 mg  twice  daily.  During  the  next  two 
weeks  the  hyperphagia  ceased,  weight  began  to  decrease, 
and  the  mother  and  teacher  reported  a marked  reduction, 
but  not  cessation,  of  the  impulsiveness,  aggressiveness, 
cursing,  and  gestures.  Improvements  continued  for  two 
months  and  the  gains  were  maintained  until  the  family  moved 
to  another  state  a year  later.  Peabody  Picture  Vocabulary 
Test  Full  Scale  IQ  before  moving  was  1 02. 

One  month  before  moving,  the  mother  brought  T,  the 
younger  son,  and  discussed  the  teacher’s  comments  that  T 
had  been  more  active  than  most  children  in  her  class  during 
the  year,  but  that  the  behavior  was  tolerable  until  he  began 
cursing  and  making  obscene  gestures,  seemingly  uncon- 
trollably, when  angry.  The  mother  reluctantly  admitted  that  in 
desperation  she  had  given  some  of  R’s  medication  to  T over 
a two-week  period,  during  which  the  symptoms  improved. 
The  haloperidol  for  T was  now  stopped  and  thioridazine  25 
mg  tablet  was  given  twice  daily  for  two  weeks  to  determine  if 
the  behaviors  were  a play  for  maternal  attention  and/or 
medication.  The  symptoms  returned,  the  thioridazine  was 
discontinued  and  haloperidol  was  started  at  a dose  of  one- 
half  milligram  twice  daily.  Symptoms  improved  within  a week. 

Contact  with  the  mother  has  been  maintained  and  she  in- 
dicates that  the  haloperidol  is  being  continued  and  that  both 
boys  are  doing  well,  with  T in  regular  classes  and  R in  spe- 
cial education  classes  with  some  regular  classes.  The  motor 
and  vocal  tics  now  occur  only  occasionally,  although  they 
remain  more  frequent  in  R than  in  T. 

Discussion 

This  case  is  not  the  first  report  of  familial  Gilles  de  la  Tou- 
rette’s syndrome,  nor  is  it  the  first  to  postulate  a specific 
factor  in  the  etiology  of  the  illness.  However,  it  may  be  the 
first  case  report  that  does  both. 

It  is  possible  to  question  whether  the  symptoms  of  R 
represent  the  spontaneous  onset  of  Gilles  de  la  Tourette’s 
syndrome  or  represent  a drug-induced  symptom  complex. 
Chlorpromazine  and  methylphenidate  have  both  been  re- 
ported to  induce  these  symptoms.  It  is  likely  that  thioridazine 
as  well  could  be  responsible.  The  presence  of  clear  symp- 
toms in  R before  the  use  of  methylphenidate  would  imply  that 
the  symptoms  are  spontaneous  rather  than  drug-induced. 
The  presence  of  symptoms  in  T,  who  had  no  known  prior  use 
of  methylphenidate,  chlorpromazine,  or  thioridazine,  would 
also  contradict  the  drug-induced  hypothesis.  The  steady 
progression  of  symptoms  when  the  methylphenidate  was 
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stopped  would  also  weakly  imply  a Gilles  de  la  Tourette’s 
syndrome  exacerbated,  perhaps,  by  methylphenidate  rather 
than  a drug-induced  illness. 

The  signs  of  tuberous  sclerosis  in  three  of  four  family 
members  is  significant  when  the  two  most  severely  affected 
members  also  evidence  symptoms  of  Gilles  de  la  Tourette’s 
syndrome.  While  the  tuberous  sclerosis  cannot  be  causally 
linked  with  the  Tourette’s  syndrome,  a presumptive  associa- 
tion is  evident.  Although  it  is  possible  that  the  association  is 
spurious,  it  seems  more  likely  that  the  tuberous  sclerosis 
nodules  may  be  causally  related  to  the  Tourette’s  syndrome 
or  both  may  be  indicators  of  some  other  neuroanatomical 
pathology.  It  is  probable  that  the  Gilles  de  la  Tourette’s  syn- 
drome may  be  caused  by  many  neuroanatomical  lesions  of 
which  tuberous  sclerosis  is  only  one. 

This  case  therefore  supports  two  current  theories  about 
Gilles  de  la  Tourette's  syndrome.  The  family  involvement  and 
presence  of  tuberous  sclerosis  supports  the  theory  that  the 
syndrome  is  genetically  determined.  It  also  supports  the  the- 
ory that  a biochemical  abnormality,  specifically  an  increase 
of  dopaminergic  activity  with  a decrease  of  serotonergic  ac- 
tivity, is  present  and  that  symptoms  are  remitted  or  exacer- 
bated by  medications  which  alter  this  axis. 
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Acute  pulmonary 
blastomycosis 
acquired  in  West 
Texas 

A 19-year-old  man,  who  had  never  traveled  to  an  area  of 
known  epidemic  Blastomyces  dermatitidis,  developed 
pneumonia  diagnosed  by  open  lung  biopsy  as  blas- 
tomycosis. An  unusual  occupational  exposure  to  soil 
inhalation  was  the  apparent  source  of  infection. 


The  geographic  distribution  of  blastomycosis  is  not  as  well 
defined  as  those  of  histoplasmosis  and  coccidioidomycosis 
because  the  lack  of  a specific,  sensitive  skin  testing  antigen 
and  absent  or  poor  serologic  responses  for  blastomycosis 
have  hindered  large-scale  epidemiologic  surveys  of  the  type 
carried  out  for  these  other  systemic  mycoses.1 2 In  addition, 
Blastomyces  dermatitidis,  the  dimorphic  fungus  responsible 
for  blastomycosis,  is  difficult  to  culture  from  natural  soil  or 
vegetable  matter  because  it  is  inhibited  or  lysed  in  the  pres- 
ence of  other  organisms.3  4 Most  cases  of  blastomycosis  in 
the  United  States  originate  in  the  states  located  along  the 
drainage  basins  of  the  St  Lawrence,  Mississippi,  Missouri, 
and  Ohio  rivers,  along  the  western  shore  of  Lake  Michigan, 
or  in  the  southeast.  The  high  plains  of  the  Texas  Panhandle 
are  well  removed  from  the  endemic  areas,  and  the  loose, 
sandy  Panhandle  soil  is  quite  different  from  the  heavier  clay 
of  the  river  basins. 

Blastomycosis  is  usually  acquired  by  inhalation  of  the  fun- 
gal arthroconidia,  and  for  this  reason  the  disease  is  more 
common  in  individuals  who  work  outdoors  in  occupations 
which  involve  disturbing  soil  or  decaying  vegetable  matter. 
The  initial  illness  is  alveolitis  and  pneumonia  (of  varying  se- 
verity) which  can  be  followed  by  dissemination  of  fungus  to 
other  organs.  Because  the  illness  so  frequently  presented 
with  disseminated  disease,  the  entity  of  primary  pulmonary 
blastomycosis  went  unrecognized  for  many  years.56 

Recently,  a young  man  who  had  been  born  and  raised  in 
the  Texas  Panhandle  and  who  had  not  traveled  outside  of 
West  Texas  acquired  pulmonary  blastomycosis.  An  unusual 
occupational  exposure  appears  to  have  been  the  source  of 


infection.  The  significance  of  a detailed  occupational  history 
is  illustrated  by  the  following  case  report. 

Case  report 

A 19-year-old  previously  healthy  man  reported  that  he  had 
the  onset  of  malaise,  night  sweats,  fever,  and  nonproductive 
cough  on  March  1 0, 1 979.  A few  days  later  erythematous 
nodules  appeared  on  the  shins.  A chest  roentgenogram 
showed  bilateral  pulmonary  infiltrates  and  the  patient  was 
hospitalized  and  treated  with  erythromycin,  doxycycline, 
and  clindamycin.  Because  of  persistent  fever  and  roent- 
genographic  abnormalities,  he  was  transferred  to  Health 
Sciences  Center  Hospital  in  Lubbock  on  March  22, 1979. 
Physical  examination  at  that  time  showed  that  the  chest 
was  clear  to  percussion  and  auscultation.  There  were  scat- 
tered maculovesicular  lesions  and  residual  nonpainful 
erythematous  nodules  on  dorsal  and  ventral  surfaces  of  the 
lower  legs.  The  white  cell  count  was  1 4,700/mm 3 with  83 
segs,  0 bands,  1 basophile,  14  lymphocytes,  and  1 mono- 
cyte. Chest  roentgenograms  showed  ill-defined  patchy 
infiltrates  in  both  lung  fields  and  prominence  of  both  hila. 
Tomography  of  the  hila  confirmed  the  presence  of  para- 
bronchial  nodes.  Scanty  amounts  of  sputum  were  obtained 
using  heated  aerosols.  “Normal  flora”  were  present  on  bac- 
terial culture;  no  organisms  were  seen  on  acid-fast  and 
fungal  smears.  Cultures  of  blood,  urine,  and  bone  marrow 
were  negative  for  bacteria  and  fungi.  A marrow  biopsy 
showed  no  evidence  of  granulomas.  Skin  tests  with  inter- 
mediate strength  tuberculin  and  coccidioidin  1 : 1 00  antigen 
were  negative. 

For  the  first  ten  days  of  hospitalization  the  patient  had  a 
daily  temperature  to  38.3  C (1 01  F).  The  maculovesicular 
lesions  on  the  legs  progressed  to  pustules  and  similar  le- 
sions appeared  on  the  arms.  Biopsies  of  two  of  these  lesions 
were  interpreted  as  erythema  multiforme  and  erythema 
nodosum  respectively.  Special  stains  for  acid-fast  bacteria 
and  fungi  were  negative  and  cultures  for  bacteria  and  fungi 
were  subsequently  reported  to  be  negative.  No  antimicrobial 
agents  were  given,  and  the  patient’s  condition  slowly  im- 
proved as  he  defervesced.  Several  of  the  patchy  pulmonary 
infiltrates  developed  lucent  areas  which  were  interpreted  as 
cavitation. 

On  April  19,1 979,  open  lung  biopsy  was  performed.  At 
surgery  the  lung  was  seen  to  be  studded  with  multiple  yellow 
nodules.  Histologically,  these  were  caseating  granulomas 
containing  multinucleated  giant  cells  of  the  Langhans  type. 
Special  stains  for  acid-fast  bacteria  and  fungi  were  negative. 
Antituberculous  therapy  (isoniazid,  rifampin)  was  started 
postoperatively;  the  patient  recovered  uneventfully  and  was 
discharged  four  days  after  the  lung  biopsy. 

Four  weeks  later  the  microbiology  laboratory  reported  that 
a yeast  characterized  by  broad-based  buds  had  been  iso- 
lated from  the  lung  biopsy  specimen.  The  organism  was  sent 
to  the  Texas  Department  of  Health  Laboratory  (Austin)  and 
confirmed  in  July  1 979  as  Blastomyces  dermatitidis  by 
exoantigen  testing.  No  mycobacteria  were  isolated.  By  this 
time  the  patient  was  feeling  entirely  well  and  had  regained 
about  25  lbs.  The  antituberculous  therapy  was  discontinued 


50 


TEXAS  MEDICINE 


and  the  patient  has  remained  well  with  no  signs  of  dissemi- 
nated blastomycosis  during  one  year  of  follow-up.  Serial 
measurements  of  complement  fixing  antibodies  for  fungi 
were  obtained  and  the  results  are  shown  in  Fig  I. 

The  patient  was  born  and  raised  on  a farm  in  West  Texas 
and  had  never  traveled  outside  of  that  area.  He  had  been 
employed  as  a laborer  at  a variety  of  jobs.  About  two  weeks 
before  the  onset  of  this  illness  he  had  started  to  work  at  a firm 
which  prepared  agricultural  fertilizer.  Normally,  this  involves 
mixing  only  chemicals  and  water  but  in  the  spring,  when  high 
winds  are  common  in  West  Texas,  clay  is  added  to  the  chem- 
ical mixture  to  make  the  fertilizer  heavy  enough  that  it  will  not 
be  blown  away  during  application.  The  patient’s  job  was  to 
rip  open  sacks  of  clay,  pick  them  up,  and  dump  them  into  a 
large  hopper  for  mixing  with  the  chemical  and  water  solution. 
The  procedure  raised  great  clouds  of  dust,  and  the  patient 
did  not  wear  a mask.  He  recalled  that  the  clay  had  come  from 
“Virginia  or  West  Virginia”  but  attempts  to  verify  this  at  the 
fertilizer  company  and  through  the  distributor  of  the  soil  were 
unsuccessful.  No  other  individual  working  at  the  fertilizer 
company  reported  having  a respiratory  illness  at  that  time. 

Discussion 

Several  aspects  of  this  case  are  of  interest.  The  lack  of  re- 
liability of  serologic  testing  in  the  diagnosis  of  blastomycosis 
is  well  illustrated.  The  complement  fixation  titer  for  blasto- 
mycosis was  1 :32  one  month  into  his  disease,  but  at  the 
same  time  the  reaction  to  the  yeast  phase  of  histoplasmosis 
was  1 :64  and  to  coccidioidomycosis  was  1:8.  Immunodiffu- 
sion studies  for  blastomycosis,  histoplasmosis,  and  coc- 
ciodioidomycosis  were  negative  on  two  occasions.  This 
pattern  of  cross-reacting  antibodies  is  common  in  blasto- 
mycosis and  points  up  the  importance  of  identification  of  the 
fungus  by  culture  or  with  special  tissue  stains  for  diagnosis. 
The  blastomycin  skin  test  (no  longer  available)  was  fre- 
quently negative  in  active  blastomycosis,  and  its  use  could 
cause  an  artificial  increase  in  complement  fixation  antibody 
titers  to  histoplasmosis.7  8 

By  the  time  the  diagnosis  of  blastomycosis  was  confirmed, 
the  patient  was  well  and  antifungal  therapy  was  not  given. 
Spontaneous  recovery  from  acute  pulmonary  blastomycosis 
has  been  reported,  but  late  dissemination  can  occur,  neces- 
sitating long  follow-up.9  The  combination  of  erythema  mul- 
tiforme and  erythema  nodosum  in  this  case  is  similar  to  the 
“valley  fever”  complex  of  acute  pulmonary  coccidioido- 
mycosis which  portends  a reduced  risk  of  dissemination.'0 
Similar  symptoms  have  been  reported  in  histoplasmosis," 
but  in  both  histoplasmosis  and  blastomycosis,  data  regard- 
ing prognostic  criteria  for  risk  of  dissemination  are  lacking. 
Because  of  the  high  incidence  of  skin  involvement  in  dis- 
seminated blastomycosis,  it  is  extremely  important  that  skin 
lesions  be  biopsied  and  cultured  for  the  presence  of  the 
fungus. 

Although  B dermatitidis  was  grown  from  the  lung  biopsy 
specimen,  careful  search  of  sections  stained  with  special 
fungal  stains  did  not  reveal  any  organisms.  The  morphology 
of  the  granulomas  was  interpreted  as  typical  for  tuberculosis, 
although  acid-fast  bacteria  were  not  seen  in  the  tissue. 

Again,  cultural  or  histologic  confirmation  is  required  for  defi- 


nitive diagnosis  of  granulomatous  diseases.  Although  it  was 
not  possible  to  convert  the  mycelial  phase  of  the  culture  back 
to  the  yeast  phase,  the  organism  was  identified  as  B der- 
matitidis by  exoantigen  testing.'2 

This  patient’s  unique  exposure  to  clay  underscores  the 
fundamental  need  for  a thorough,  complete  occupational  in- 
quiry in  the  evaluation  of  any  patient.  In  this  individual  the 
inhalation  of  dust  during  his  work  was  almost  certainly  the 
source  of  his  infection.  Since  he  had  not  recently  engaged  in 
farming,  gardening,  or  other  earth-moving  activities,  it  is  un- 
likely that  the  disease  is  actually  endemic  in  West  Texas  soil. 
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1 Results  of  complement  fixation  antibody  testing  for  systemic  mycoses  in  a 
patient  with  acute  pulmonary  blastomycosis. 


Date 

Histoplasmosis 

Coccidioidomycosis 

Blastomycosis 

3/26/79 

Yeast 

1:32 

Mycelial 

NR* 

NR* 

1:16 

4/11/79 

1:64 

1:8 

1:8 

1:32 

6/2/79 

NR* 

NR* 

NR* 

1:16 

9/15/79 

NR* 

NR* 

NR* 

1:8 

*NR  = nonreactive 
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Distal 

thromboembolectomy: 
a useful  procedure 

The  development  of  balloon-tipped  embolectomy  cathe- 
ters revolutionized  the  treatment  of  acute  arterial 
thromboembolism,  and  transfemoral  embolectomy  has 
become  a basic  procedure  used  by  most  general  and 
vascular  surgeons.  However,  thrombus  formation  distal 
to  an  embolus  frequently  cannot  be  successfully  ex- 
tracted by  a femoral  approach.  Distal  thrombectomy  at 
the  pedal  level,  an  alternative  to  popliteal  thrombec- 
tomy, offers  several  advantages  and  may  extend  limb 
salvage  in  some  cases. 


The  advent  of  balloon-tipped  embolectomy  catheters  revolu- 
tionized the  treatment  of  acute  peripheral  arterial  throm- 
boembolism;1 however,  quite  frequently  thrombosis  distal  to 
an  embolus  frustrates  the  vascular  surgeon  in  attempting  to 
restore  flow  to  the  distal  lower  extremity. 

Case  report 

A 22-year-old  black  man  was  transferred  for  treatment  of 
acute  ischemia  of  the  right  lower  extremity.  Twenty  hours 
before  transfer  the  patient  received  a low-velocity  gunshot 
wound  to  the  right  lower  quadrant.  At  exploratory  laparotomy 
at  another  hospital,  multiple  holes  in  the  small  bowel  were 
repaired,  and  a lateral  wound  of  the  right  external  iliac  artery 
was  repaired  by  resection  and  end-to-end  anastomosis  with 
running  #5-0  polypropylene  suture.  Following  surgery,  the 
right  femoral  pulse  was  palpable;  however,  by  the  following 
morning  the  right  foot  had  become  cool  and  anesthetic  with 
decreased  ankle  motion,  and  the  femoral  pulse  was  mark- 
edly diminished.  Referral  to  a vascular  surgeon  was 
arranged. 

Following  transfer,  examination  revealed  a very  faint  right 
femoral  pulse  and  no  distal  pulses,  a cold  anesthetic  distal 
leg  and  foot,  and  no  ankle  or  toe  motion.  The  anterior  and 
posterior  compartments  were  firm  to  palpation.  Failure  of  the 
arterial  anastomosis  with  distal  thrombosis  was  suspected, 
and  the  patient  was  taken  immediately  to  the  operating 
room. 

Abdominal  exploration  through  the  previous  incision  re- 
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vealed  thrombosis  below  the  repair,  which  was  narrowed. 
Resection  of  the  anastomosis  and  damaged  proximal  artery 
left  too  little  vessel  to  primarily  repair;  thus,  the  external  iliac 
artery  was  ligated  since  the  potential  bowel  contamination 
made  prosthetic  graft  interposition  hazardous.  After  abdomi- 
nal closure,  a femoral-femoral  crossover  bypass  was  done 
using  an  8 mm  expanded  polytetrafluorethylene  prosthetic 
graft.  Distal  thrombectomy  with  numbers  3 and  4 balloon- 
tipped  embolectomy  catheters  through  the  femoral  arteriot- 
omy  yielded  a large  amount  of  thrombus,  but  in  spite  of  triple 
fasciotomy  of  the  leg,  pedal  pulses  were  absent,  and  the  foot 
appeared  cadaveric. 

Utilizing  3.5x  magnification  (binocular  glasses),  we  ex- 
posed the  posterior  tibial  and  dorsalis  pedis  arteries,  and 
thrombectomies  were  done  proximally  and  distally  with  a 
number  2 balloon-tipped  embolectomy  catheter.  The  trans- 
verse arteriotomies  were  closed  with  interrupted  #7-0 
polypropylene  sutures,  and  following  wound  closure  strong 
pedal  pulses  were  palpable. 

Postoperative  convalescence  was  unremarkable  except 
for  residual  muscle  weakness  in  the  leg.  Delayed  split-thick- 
ness skin  grafts  were  applied  to  the  fasciotomy  incisions. 
Ankle  pressure  was  normal;  pedal  pulses  remained  intact. 

Discussion 

The  important  development  of  balloon-tipped  embolectomy 
catheters  by  Dr  Thomas  J.  Fogarty  extended  the  surgeon’s 
ability  to  handle  acute  vascular  occlusions;2  however,  distal 
lower  limb  salvage  has  frequently  been  compromised  by  the 
inadequate  length  (87.5  cm)  of  the  catheter  to  reach  the  foot 
from  a femoral  arteriotomy.  Many  surgeons  have  chosen  to 
extend  the  thromboembolectomy  by  opening  the  distal 
popliteal  artery  above  the  “trifurcation”  in  order  to  pass  em- 
bolectomy catheters  into  the  foot.  Disadvantages  of  the 
popliteal  approach  include  the  occasional  technical  diffi- 
culties of  working  with  a vessel  deep  in  the  popliteal  space 
that  is  surrounded  by  a venous  plexus  and  frequently  in- 
volved with  significant  atherosclerosis. 

A direct  approach  to  the  posterior  tibial  and  dorsalis  pedis 
arteries  at  the  ankle  and  foot  respectively  now  may  offer  a 
superior  alternative.  Previous  technical  difficulties  in  working 
with  such  small  vessels  have  been  overcome  with  the  use  of 
magnification  and  fine  monofilament  vascular  sutures.  The 
vessels  are  easily  approached  in  their  superficial  locations 
and  rarely  have  significant  atherosclerosis.  The  number  2 
embolectomy  catheter  usually  passes  easily  both  proximally 
to  the  popliteal  artery  and  distally  into  the  foot.  Arteriotomies 
should  be  transverse,  and  interrupted  fine  suture  (#7-0  or 
smaller)  closure  should  be  utilized  to  minimize  narrowing  of 
the  small  vessels.  Quite  possibly,  a more  adequate  throm- 
bectomy is  accomplished  by  the  distal  approach  since  the 
surgeon  can  be  more  certain  of  proximal  pulsatile  flow  and 
the  success  of  thrombectomy  in  the  pedal  vessels. 
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The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Texas 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
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enough  frequency  to  offer  a FREE  analysis  of  your 
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ago)  to  expand  his  protection  while  effecting  a 
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Perhaps  we  can  do  the  same  for  you.  We’re  confi- 
dent that,  when  you  compare  an  API  LIFE  program 
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do  business  with  us. 
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CLINICAL  ABSTRACTS 


Clinical  review  of  patients  with  broken  Harrington  rods. 

Wendell  D.  Erwin,  MD,  Jesse  H.  Dickson,  MD,  and  Paul  R. 
Harrington,  MD.  The  Journal  of  Bone  and  Joint  Surgery,  In- 
corporated, The  Journal  of  Bone  and  Joint  Surgery , vol  62- 
A,  no  8,  December  1 980,  pp  1 302-1 307. 

The  medical  records  and  roentgenograms  of  2,01 6 patients 
who  were  operated  on  from  1 961  through  1 974  using  Har- 
rington spinal  instrumentation  were  reviewed  to  determine 
the  incidence,  clinical  significance,  and  management  of 
broken  distraction  and  compression  rods.  The  cases  were 
divided  into  two  study  groups.  Group  A includes  1,128  pa- 
tients operated  on  from  1 961  through  1 968,  when  no  auto- 
genous iliac-bone  graft  material  was  used,  and  Group  B in- 
cludes 888  patients  operated  on  from  1 969  through  1 974, 
when  autogenous  bone  was  used.  The  incidence  of  broken 
distraction  rods  was  1 2.5%  (141  patients)  in  Group  A and 
2.1%  (19  patients)  in  Group  B.  The  age  of  the  patient  at 
operation  was  not  found  to  be  a significant  factor  when 
comparing  patients  with  fractured  rods  and  those  with  intact 
rods;  however,  preoperative  curve  magnitude  was  found  to 
influence  the  incidence  of  rod  fractures.  Reinstrumentation 
of  distraction  rods  was  required  in  23  patients  from  Group 
A,  but  no  patients  in  Group  B required  reinstrumentation. 
Eleven  patients  from  Group  A required  removal  of  the  rods. 
The  compression  rod  fractured  in  40  patients  (3.5%)  in  Group 
A and  in  one  patient  in  Group  B;  none  required  reinstru- 
mentation or  rod  removal.  The  clinical  management  of  rod 
fractures  must  be  individualized  for  each  patient.  Reinstru- 
mentation and  fusion  may  be  indicated  in  patients  with  early 
rod  fracture,  total  loss  of  correction,  or  overlapping  of  the 
rod,  but  not  in  patients  experiencing  little  or  no  loss  of  correc- 
tion and  no  associated  symptoms. 

Diagnosis  of  chemotherapy  lung.  H.  D.  Sostman,  MD, 

C.  E.  Putman,  MD,  and  G.  Gamsu,  MD.  American  Roentgen 
Ray  Society,  American  Journal  of  Roentgenology , vol  1 36, 
January  1 981 , pp  33-40. 

Diffuse  pulmonary  diseases  seen  in  patients  receiving 
chemotherapy  have  a wide  variety  of  etiologies  including 
infection,  involvement  with  the  underlying  disease,  injury 
from  radiation  or  diagnostic  agents,  and  toxicity  from  chemo- 
therapeutic drugs.  In  addition  to  concomitantly  used  thera- 
peutic agents,  previously  administered  cytotoxic  drugs  may 
enhance  the  toxicity  of  radiotherapy  and  vice  versa.  To- 
gether with  the  clinician,  the  radiologist  may  be  able  to  as- 
sess the  probability  of  drug-induced  signs  and  symptoms 
related  to  the  lungs,  pulmonary  function  test  results,  dose 
and  schedule  of  drug  administration,  and  information  con- 
cerning concomitant  or  previous  drug  or  radiation  therapy. 


Useful  radiographic  data  include  the  distribution  of  densities 
seen  on  the  chest  radiograph,  the  presence  or  absence  of 
thoracic  adenopathy,  and  the  presence  or  absence  of  pleural 
effusion.  The  diagnosis  is  difficult,  and  thus  the  incidence  of 
clinical  and  subclinical  drug-induced  pneumonitis  is  not  ac- 
curately known. 

Oscillatory  potentials.  History,  techniques  and  potential 
use  in  the  evaluation  of  disturbances  of  retinal  circu- 
lation. Perry  Speros,  PhD,  and  James  Price,  MD,  PhD. 
Survey  of  Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol 
25,  no  4,  January-February  1 981 , pp  237-252. 

The  oscillatory  potentials  seem  to  reflect  severe  distur- 
bances in  the  retinal  (and  perhaps  choroidal)  circulation. 

In  some  cases  of  diabetic  retinopathy  with  severe  micro- 
angiopathy, the  oscillatory  potentials  may  be  selectively 
reduced  or  extinguished  while  the  amplitude  of  the  a-  and 
b-waves  of  the  electroretinogram  remains  normal.  A correla- 
tion appears  to  exist  between  severely  reduced  oscillatory 
potentials  and  a circulatory  deficiency  in  the  retina.  This  se- 
lective reduction  of  the  oscillatory  potentials  during  advanc- 
ing retinopathy  is  considered  to  be  indirect  evidence  that 
they  are  generated  independently  from  the  mechanism  pro- 
ducing the  primary  components  (the  a-  and  b-waves).  The 
usefulness  of  the  oscillatory  potentials  in  the  prognosis  of 
retinal  disease,  particularly  in  diabetic  retinopathy,  is  re- 
viewed. The  historical  background,  the  techniques  and 
instrumentation  necessary  to  produce  and  record  them,  the 
experimental  data  available  on  the  site  of  their  origin,  the 
clinical  significance  to  date,  and  the  experimental  efforts  in 
our  laboratory  are  summarized. 

Severe  asthma  induced  by  naproxen — a case  report 
and  review  of  the  literature.  Donald  J.  Salberg,  MD,  and 
Michael  R.  Simon,  MD.  American  College  of  Allergists,  An- 
nals of  Allergy,  vol  45,  no  6,  December  1980,  pp  372-375. 

Naproxen,  a nonsteroidal  anti-inflammatory  drug,  has  only 
been  noted  to  cause  transient  and  easily  reversible  bron- 
chospasm.  This  report  documents  that  naproxen  can  induce 
severe,  life-threatening  asthma.  Abrupt,  severe  broncho- 
constriction,  marked  hypoxemia,  and  C02  retention  in  an 
aspirin  sensitive  patient  is  shown. 
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Yesterday’s 
Folk  Remedy: 

A rye  loaf  in  the  rafters. 

Early  in  this  century  in  Central 
Europe,  almost  every  farm  family 
kept  a loaf  of  moldy  rye  bread  on 
one  of  the  kitchen  beams.  When  any 
family  member  was  cut  or  bruised, 
it  was  an  old  custom  to  cut  a thin 
slice  from  the  outside  of  the  loaf, 
mix  it  into  a paste  with  water,  and 
apply  it  to  the  wound  with  a 
bandage.  It  was  believed  that  no 
infection  would  then  result  from 
the  cut.1 


Today's  Tradition: 

legopen 

(cloxacillin  sodium) 


for  the  treatment  of 
known  or  suspected 
staphylococcal 
infections  such  as: 

• Acute  sinusitis 

• Furunculosis  and  carbuncles 

• Impetigo 

• Secondarily  infected  dermatitis 

• Cellulitis 

• Abscesses 

• Infected  sebaceous  cysts 

In  serious,  deep-seated 
staph  infections,  500  mg 
q.i.d.  dosage  is 
recommended; 


• Tegopen  has  been  reported 
active  against  96%  of 
Staphylococcus  aureus .2 

• 80%  of  S aureus  has  been 
reported  resistant  to  amoxicillin 
and  ampicillin- 12 

• 88%  of  S aureus  has  been 
reported  resistant  to  penicillins 
G and  V.  t2 

• Staph  resistance  to  erythromycin 
may  develop  during  a course  of 
therapy.3 


Available  as  500-mg  and  250-mg  capsules 
and  Oral  Solution  125  mg/5  ml. 


Tegopen.  (cloxacillin  sodium) 

Today’s  Penicillin  for  Today’s  Physician 


1 . Florey  HW,  Chain  E,  Heatley  NG,  et  al:  Antibiotics.  London,  Oxford 
University  Press,  1949,  p 2. 

2.  Bac-Data  Bacteriologic  Report.  Professional  Market  Research, 
1978-1979.  The  clinical  significance  of  in  vitro  data  is  unknown. 

3.  Erythromycin  prescribing  information  (in  Physicians'  Desk 
Reference,  ed  34,  Oradell,  NJ,  Medical  Economics  Co,  1980) 
states  that  staph  resistance  may  develop  during  treatment. 

See  brief  summary  of  prescribing  information  on 
an  adjoining  page. 

Copyright  © 1981,  Bristol  Laboratories 


'Note:  The  choice  of  Tegopen  should  take  into  consideration  the  fact 
that  it  has  been  shown  to  be  effective  only  in  the  treatment  of 
infections  caused  by  pneumococci,  Group  A beta-hemolytic 
streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci-  If  the  bacteriology  report  later  indicates  that  the 
infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin, 
tin  serious,  life-threatening  infections,  oral  preparations  of  the 
penicillinase-resistant  penicillins  should  not  be  relied  on  for 
initial  therapy. 

tNot  all  isolates  may  have  been  tested  using  both  discs. 


Tegopen® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

Brief  Summary  ol  Prescribing  Information 

For  complete  information,  consult  Official  Package  Circular. 

(12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the 
treatment  of  infections  due  to  penicillinase-producing  staphylo- 
cocci. it  may  be  used  to  initiate  therapy  in  such  patients  in  whom  a 
staphylococcal  infection  is  suspected.  (See  Important  Note  below  ) 
Bacteriologic  studies  to  determine  the  causative  organisms  and 
their  sensitivity  to  cloxacillin  sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before 
definitive  culture  and  sensitivity  results  are  known,  the  choice  of 
cloxacillin  sodium  should  take  into  consideration  the  fact  that  it  has 
been  shown  to  be  effective  only  in  the  treatment  of  infections  caused 
by  pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphylococci.  If  the 
bacteriology  report  later  indicates  the  infection  is  due  to  an 
organism  other  than  a penicillin  G-resistant  staphylococcus 
sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue 
therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other 
penicillinase-resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of  staphylo- 
coccal isolates  resistant  to  penicillin  G outside  the  hospital  is 
increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is 
recommended  that  a penicillinase-resistant  penicillin  be  used  as 
initial  therapy  for  any  suspected  staphylococcal  infection  until 
culture  and  sensitivity  results  are  known 
Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism 
similar  to  that  of  methicillin  against  penicillin  G-resistant 
staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these 
strains  reported  has  been  increasing.  Such  strains  of  staphylococci 
have  been  capable  of  producing  serious  disease,  in  some  instances 
resulting  in  fatality.  Because  of  this,  there  is  concern  that 
widespread  use  of  the  penicillinase-resistant  penicillins  may  result 
in  the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant  to  all 
other  penicillinase-resistant  penicillins  (cross-resistance  with 
cephalosporin  derivatives  also  occurs  frequently).  Resistance  to 
any  penicillinase-resistant  penicillin  should  be  interpreted  as 
evidence  of  clinical  resistance  to  all.  in  spite  of  the  fact  that  minor 
variations  in  in  vitro  sensitivity  may  be  encountered  when  more 
than  one  penicillinase-resistant  penicillin  is  tested  againstthesame 
strain  of  staphylococcus 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the 
penicillins  is  a contraindication 

WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin  therapy 
Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have 
experienced  severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions  to 
penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents,  eg.  pressor  amines,  antihistamines, 
and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic 
organisms  or  other  pathogens  should  be  kept  in  mind  when  using 
this  compound,  as  with  other  antibiotics.  If  superinfection  occurs 
during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system 
function,  including  renal,  hepatic,  and  hematopoietic,  should  be 
made  during  long-term  therapy 

ADI/ERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric 
discomfort,  flatulence,  and  loose  stools,  have  been  noted  by  some 
patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have  been 
reported  in  a few  patients  for  whom  pretherapeutic  determinations 
were  not  made  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encountered 
Eosinophilia,  with  or  without  overt  allergic  manifestations,  has 
been  noted  in  some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q 6h 

Children.  50  mg. /Kg  /day  in  equally  divided  doses  q.6h  Children 
weighing  more  than  20  Kg.  should  be  given  the  adult  dose.  Administer 
on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC 
STREPTOCOCCI  SHOULD  BE  TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP 
PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC  FEVER  OR 
ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  500  mg  in  bottles  of  100. 

Oral  Solution— 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse.  New  York  13201 


BRISTOL® 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won’t  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Leslie  R.  Ansley,  MD,  Lubbock 
(806)  795-0651 

Lowell  J Kepp,  Jr,  MD,  Corpus  Christi 
(512)854-2651 

Percy  E.  Lowe,  MD,  Houston 
(713)461-2646 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)363-8445 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 
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Automobile  leasing  thru  American  Medi-Lease  has  incorporated,  to  offer  a total  and  complete  line  of  services  exclusively 
for  the  Medical  Profession;  including  Management  and  Consulting  Service,  i.e.  (Fees,  Office  Controls  & Procedures,  Taxes, 
Investments,  Insurance,  etc),  Rural  Assistance  Programs,  Funding  for  laboratory,  clinic  and  office  equipment  and,  of  course, 
Automobiles,  all  with  our  same  Beneficial  and  Reliable  Service. 


With  inflation  still  at  an  all  time  high,  most  funding  companies  are  limited,  however  as  banks  and  other  financial  institutions 
have  tightened  credit  regulations  and  raised  costs  for  loans,  we  have  unlimited  low  cost  funds  through  Medico  Financial  and 
American  "Medi-Lease". 


Many  years  experience  in  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees. 

In  fact  our  Lease  Financing  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time- 
credit  installments,  offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new 
automobile.  ’ 


Repayment  of  loans  at  a level  that  is  economically  in  line  and  realistic  to  automobile  purchaser's  income  is  very  important  and 
we  will  assist  you  in  authoritatively  constructing  the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual 
that  would  provide  for  "turn-over"  to  another  vehicle  approximately  every  two  or  three  years  without  additional  investment, 
if  desired. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES.  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 
280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT.  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable,  with  limits  of  $250  deductible  collision,  $100,000- 
$300,000  public  liability,  $25,000  property  damage  and  $100  deductible  fire  and  theft. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to"American  'Medi-Lease'  Plan", as  we  are  extremely  interested  in  assuring  that  all  lessees  have  the  most 
convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  will  be  authoritatively  constructed  to  provide  for  "turn-over"  to  another  vehicle  approximately 
every  two  years  without  additional  investment,  if  this  is  desirable  to  you  individually. 

DELIVERY:  Within  24  hours  of  our  acquisition;  at  our  office  or  yours  or  to  your  residence  at  your  request. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW-320i 


196.00  per  month 

227.00  per  month 
21  2.00  per  month 

229.00  per  month 

346.00  per  month 

329.00  per  month 


Datsun  280-Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


294.00  per  month 

339.00  per  month 

418.00  per  month 

424.00  per  month 

458.00  per  month 

779.00  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


jWtbtto,  3fat. 

S&mewiccuri  . SSecti ~ Peo j e plan 

'JmetUco  t.  Sfoneiyyement  Py stems  ~ , feet  tee  Ptno/ncto/  SSoyfi 

Home  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 

IN  TEXAS  PLEASE  CALL  - TOLL  FREE  - 1-800-442-6005 
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Dallas  preview:  TMA’s  annual  meeting  features 
medical  advances,  conversation,  relaxation 


On  any  given  weekend  in  May,  Texans  could  be  puttering  in 
their  gardens,  catching  up  on  the  weekend  shopping,  enjoy- 
ing an  early  morning  jog,  or  preparing  for  that  long-awaited 
family  vacation.  But,  instead,  Texas  physicians,  on  the  last 
weekend  in  May,  will  be  packing  their  bags  and  heading 
for  Dallas.  The  attraction  is  the  chance  to  learn  about  new 
medical  advances,  to  catch  up  with  colleagues,  and,  if  time 
allows,  to  relax.  All  of  this  is  just  a part  of  what  the  Texas 
Medical  Association’s  Annual  Session,  May  27-31 , offers 
Texas  doctors. 

Cited  as  the  largest  state  medical  meeting  in  the  country 
by  the  American  Medical  Association,  the  TMA  will  convene 
once  again  for  its  1 14th  meeting.  Spanning  four  locations — 
the  Dallas  Convention  Center,  Hyatt  Regency,  Sheraton- 
Dallas,  and  the  Plaza  of  the  Americas — the  five-day  con- 
ference will  include  some  50  guest  speakers,  22  section 
meetings,  1 2 special  symposia,  35  specialty  society  presen- 
tations, 12  curbstone  consultations,  14  continental  break- 
fasts, six  dialogues,  and  more  than  200  scientific  and  tech- 
nical exhibits. 

Television  and  radio  star  Art  Linkletter  and  noted  esopha- 
geal surgeon  Henry  J.  Heimlich,  MD,  will  be  the  featured 
speakers  during  the  two  general  meeting  luncheons  on  Fri- 
day and  Saturday.  Dr  Heimlich  is  known  for  diverse  scientific 
achievements  in  addition  to  the  Heimlich  maneuver.  The 
Heimlich  operation,  which  creates  a new  esophagus  from 
the  patient’s  stomach,  and  the  Heimlich  valve  for  chest  drain- 
age are  two  of  his  achievements.  At  present,  he  is  working 
with  three  other  scientists  to  develop  a portable  oxygen  sup- 
ply to  assist  victims  of  lung  disease.  Dr  Heimlich’s  address 
on  Friday,  May  29,  is  titled,  “Space-Age  Medicine.” 

Art  Linkletter,  widely  known  for  two  of  the  longest  running 
shows  in  broadcast  history,  “House  Party”  and  “People  Are 


Funny,”  has  an  extensive  acting  career  which  includes  mo- 
tion pictures  and  television  drama.  But  Linkletter’s  chief 
interest  today  is  a personal  crusade  against  drug  abuse.  At 
present,  he  is  on  the  President’s  National  Advisory  Council 
for  Drug  Abuse  Prevention  and  is  also  a member  of  the  Na- 
tional Coordinating  Council  on  Drug  Abuse  Education  and 
Information,  Inc,  headquartered  in  Washington,  DC.  His  pre- 
sentation on  Saturday,  May  30,  is  titled,  "A  Luncheon  with 
Art  Linkletter.” 

Advances  in  medicine 

In  addition  to  these  luncheons,  conference  participants  may 
choose  to  attend  a wide  variety  of  scientific  section  programs 
exploring  the  latest  advances  in  family  practice,  pathology, 
nuclear  medicine,  surgery,  and  many  more  subjects.  Among 
these  are  two  one-half  day  sessions  sponsored  by  the 
Section  on  Family  Practice.  That  program  will  explore  “Be- 
havioral Medicine,”  including  presentations  on  adolescent 
suicide  attempts,  abuse  of  parents  and  the  elderly,  and  sex- 
ual exploitation  of  children.  Surgical  topics  and  techniques 
also  will  be  covered  during  the  program. 

The  Section  on  Obstetrics  and  Gynecology  will  focus  on 
high  risk  pregnancies  and  criminal  assault  cases  when  it 
convenes  Thursday,  May  28.  A discussion  of  cancer  trends 
sponsored  jointly  by  the  Section  on  Internal  Medicine  and 
the  Committee  on  Cancer  will  emphasize  cancer  prevention 
and  early  detection.  That  program  begins  Thursday,  May  28, 
2-5  pm. 

Registrants  will  be  able  to  converse  with  speakers  each 
morning  during  the  continental  breakfast  presentations  or  in 
the  afternoon  curbstone  consultations  which  are  person-to- 
person  discussions  of  medical  cases. 

General  session  updates  on  the  impaired  physician,  oph- 


Dallas  skyline. 
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thalmology,  pediatrics,  nutrition,  hypertension,  and  hyper- 
lipidemic  states  will  highlight  six  one-half  hour  sessions, 
Thursday  through  Saturday  mornings,  from  9:30  to  1 0:30  am. 

Six  “dialogue”  sessions,  ten-minute  presentations  fol- 
lowed by  40-minute  unstructured  open  discussions,  will  fea- 
ture such  topics  as  diabetes,  asthma,  urticaria,  infectious 
diseases,  federal  drug  regulations,  and  recognizing  patient 
depression. 

Special  symposia 

Growing  interest  in  the  issues  of  cancer  prevention,  the  alco- 
holic patient,  the  aging,  medicolegal  questions  confronting 
emergency  physicians,  and  ethics  between  the  judicial,  le- 
gal, and  medical  professions  has  resulted  in  the  presentation 
of  a wide  variety  of  special  symposia  scattered  throughout 
the  five-day  conference. 

Physicians  with  children  contemplating  a career  in  medi- 
cine should  consider  bringing  them  along  to  a special  pro- 
gram titled,  “The  Current  Medical  School  Admissions  Scene.” 
An  admissions  committee  from  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas  will  address  this  sub- 
ject. This  program  has  evoked  such  a positive  response  in 
the  past  two  years  that  it  was  recommended  to  be  repeated. 

County  medical  society  officers  are  invited  to  an  update  on 
aspects  of  organized  medicine  in  a meeting  sponsored  by 
the  TMA  Board  of  Councilors  and  the  Council  on  Socioeco- 
nomics. This  is  scheduled  Thursday,  May  28,  2-5  pm. 

Seventeen  AMA-TMA  postgraduate  courses  also  will  be 
offered  during  the  annual  meeting.  The  Wednesday  and 
Thursday  courses  will  be  conducted  at  the  Dallas  Conven- 
tion Center  and  include  updates  on  antibiotics,  neonatal 
care,  myocardial  infarction  management,  pediatric  neurol- 
ogy, child  abuse  and  neglect,  office  dermatology,  urinary 
tract  infections  in  children,  and  diagnosis  of  skin  tumors. 
Courses  on  Friday  and  Saturday  will  take  place  at  the  Hyatt 
Regency  and  include  such  topics  as  pediatric  gastroen- 
terology, management  of  pulmonary  embolism,  cardiac  ar- 
rhythmias, and  office  gynecology. 

Auxiliary  activities 

The  TMA  Auxiliary  will  conduct  its  own  meetings  and  ac- 
tivities during  the  five-day  conference  at  the  Plaza  of  the 
Americas.  Highlights  from  the  program  include  presentations 
by  Sandra  Steinbach,  MD,  on  male  menopause;  Jerry  M. 
Lewis,  MD,  on  the  health  family;  Anne  Race,  MD,  on  how  to 
survive  a medical  marriage;  and  Jim  Gilmore,  MD,  on  plastic 
surgery.  In  addition,  Auxiliary  members  will  see  junior  mem- 
bers of  the  Dallas  Ballet  in  an  afternoon  performance. 

For  fun 

Participants  may  break  away  from  medical  discussion  to  tour 
the  200-plus  scientific  and  technical  exhibits  which  will  be  on 


display  in  the  Dallas  Convention  Center.  In  addition,  the  14th 
Annual  Physicians  and  Spouses  Art  Exhibition  will  be  on  dis- 
play. This  exhibit  includes  such  works  as  paintings,  sculp- 
ture, photography,  and  arts  and  crafts. 

For  the  athletes,  golf  and  tennis  tournaments  are  planned 
to  begin  Wednesday,  May  27,  at  the  Bent  Tree  Country  Club. 
The  ever-popular  “run  for  fun,”  a five-kilometer  (3.1  mile) 
event  is  scheduled  for  Saturday,  May  30,  at  Bachman  Lake 
Park.  TMA  members  and  their  families  are  invited  to  par- 
ticipate. 

A glimpse  of  Dallas 

And  if  annual  session  activities  leave  any  time  to  spare, 
there’s  Dallas,  the  second  largest  city  in  Texas,  to  explore. 
Located  on  the  east  bank  of  the  Trinity  River,  Dallas  is  one  of 
the  nation's  largest  inland  cotton  markets  and  a major  retail 
center.  In  the  Dallas-Fort  Worth  metroplex  area  also  is  the 

Reunion.  In  the  foreground  stands  the  restored  1914  vintage  Union  Terminal 
with  shops,  restaurants,  and  the  Visitor  Information  Center.  The  50-story, 
three-level  Reunion  Tower  has  an  observation  deck,  a revolving  restaurant, 
and  revolving  cocktail  lounge.  The  Hyatt  Regency-Dallas  is  a 1 ,000-room 
hotel  with  a 200-foot  high  atrium  lobby. 
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nation's  largest  airport.  The  city  hosts  the  third  largest  con- 
centration of  national  corporate  headquarters  in  the  country 
and  handles  a larger  wholesale  market  than  any  other  south- 
western city. 

In  addition  to  being  a major  corporate  center,  the  city  also 
is  recognized  for  its  medical  expertise.  The  University  of 
Texas  Southwestern  Medical  School  at  Dallas  is  at  home 
there.  The  city  is  filled  with  many  first-rate  medical  facilities, 
including  the  Baylor  University  Medical  Center,  Methodist 
Hospital,  Presbyterian  Hospital,  St  Paul  Hospital,  Parkland 
Memorial  Hospital,  Children's  Medical  Center,  Veterans 
Administration  Hospital,  Texas  Scottish  Rite  Hospital  for 
Crippled  Children,  and  many  other  medical  and  research 
facilities. 

Dallas  abounds  with  cultural  opportunities  as  well.  The 
Dallas  Little  Theater,  Fair  Park,  the  Cotton  Bowl,  Dallas  Mu- 
seum of  Fine  Arts,  Museum  of  Natural  History,  Symphony, 
Metropolitan  Ballet,  and  numerous  dinner  playhouses  are 
but  a few  of  the  possibilities  to  explore. 

A major  retail  center,  Dallas  is  also  a shopper’s  dream. 
Located  downtown  are  the  major  department  stores  such  as 
Neiman-Marcus  and  Sanger-Harris.  Specialty  shops  can  be 
found  in  the  Quadrangle  near  downtown  in  the  historic  vine- 
yard area.  The  European  Crossroads  offers  a classic  recre- 
ation of  Europe  with  cobblestone  pathways  and  courtyard 
fountains.  Antique  buffs  may  enjoy  browsing  on  McKinney 
Avenue  and  Sale  Street,  both  within  walking  distance  of 
downtown.  The  Farmers  Market  offers  fresh  produce,  flow- 
ers, and  plants  daily. 

Certainly,  activities  and  stimuli  are  not  lacking  at  either  the 
annual  meeting  or  in  host  city  Dallas.  Physicians  planning  to 
attend  this  1 14th  session  should  come  ready  to  absorb  a 
wealth  of  new  knowledge,  to  meet  old  and  make  new  friends, 
share  experiences,  and  generally  have  a grand  old  time. 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 

Restaurants  and  amusements 
Central  Business  District 

Antares,  Top  of  the  Dome,  Hyatt  Regency  Hotel,  300  Reunion  Blvd, 

(741-3663).  Continental  menu.  Daily  2pm  to  2am. 

Bek  s Charbroilers,  208  N St  Paul  St,  (742-5534).  Breakfast,  lunch  and  dinner 
daily. 

The  Bottom  Line,  1201  Elm  St,  First  International  Bldg,  Tunnel  level, 

(651-1363).  International  menu  and  ice  cream  fountain.  Mon-Fri  7am-3pm. 

Brasserie,  Ross  & Akard  Streets,  Fairmont  Hotel,  (748-5454).  American 
menu.  Open  24  hours  daily. 

Brennan's  of  Dallas,  Inc,  One  Main  Place,  Lower  Level,  1000  Main  St, 

(742-1 911).  French,  creole  cuisine  Sunday  breakfast  special. 

Casino  Lounge  and  Delicatessen,  1309  Commerce  St,  (748-2937).  Kosher 
sandwiches,  soups,  chili,  cheeses.  Mon-Sat  9am-8pm. 

Carnation  Room,  Sanger  Harris  Department  Store,  303  North  Akard, 

(651-2377).  American  menu.  Mon-Sat  1 1am-3pm. 

62 


Esperanza  Restaurant,  1712  Commerce,  (651-0024).  Mexican  specialties. 
Mon-Fri  10:30am-8:15pm. 

Esplanade  Cafe,  Hyatt  Regency  Hotel,  300  Reunion  Blvd,  (651  -1 234).  Ameri- 
can entrees,  buffet,  sandwiches.  Mon-Thurs  6am-2am.  Fri  & Sat  6am-3am 
Sun  10am-3am 

Henriette  s Bar-B-Q  & Club,  2701  Live  Oak,  (823-9360)  Mexican  foods  and 
barbecue 

Neiman-Marcus,  Zodiac  Room,  Main  at  Ervay,  (741-6911).  Gourmet-Ameri- 
can  entrees.  1 1am-4pm.  Style  shows  at  lunch. 

Old  Spaghetti  Warehouse.  1815  N Market,  (651-8475).  Spaghetti,  lasagna. 

The  Oyster  House,  108  N Akard  St,  (747-2119).  Seafood.  Mon-Sat 
10am-2am. 

Pyramid,  Ross  & Akard  Streets,  Fairmont  Hotel,  (748-5454).  French  cuisine. 
Lunch  Mon-Fri  1 1 :30am-2:30pm.  Dinner  daily  6pm-1 1pm.  Pyramid  Bar, 
Mon-Sat  11am-2am.  Sun  12noon-2am. 

Sherry's  Rooftop  Restaurant,  1011  S Akard  St,  (421-1083).  Daily  6:30am- 
10:30pm.  American  entrees. 

Top  of  the  Stairs,  1404  Main  St,  (742-0006)  American  entrees. 

Unique  Steak  & Seafood  House,  1500  Commerce,  (827-5785).  Mon-Fri 
7am- 1 1pm;  Sat-Sun  4pm- 1 1pm. 

The  Lobby  (Lounge),  Southland  Center,  Olive  and  Bryan,  Sheraton-Dallas 
Hotel,  (748-621 1).  Daily  7:30am-2:30pm  and  5pm- 10pm. 

Museums 

Dallas  Museum  of  Fine  Arts,  located  in  Fair  Park,  Parry  and  Second  Ave. 
Permanent  collections  ranging  from  ancient  Greece,  the  pre-Columbian  pe- 
riod, through  the  impressionist  era  and  20th  century  to  the  Stillman  Collection 
of  Congolese  sculpture  Tues-Sat  10am-5pm.  Sun  1pm-5pm. 

Meadows  Museum,  Southern  Methodist  University.  Owen  Arts  Center, 
Mockingbird  Lane  and  Hillcrest.  Permanent  collection  of  Spanish  paintings. 
Mon-Sat  10am-5pm;  Sun  1pm-5pm. 

Dallas  Health  and  Science  Museum  and  Planetarium,  First  and  Forest  Ave- 
nues in  Fair  Park.  More  than  100  exhibits.  Visibill  and  Visibelle,  the  life-sized 
talking  transparent  man  and  woman,  plus  the  “Beginning  of  life."  Mon-Sat 
9am-5pm;  Sun  1pm-5pm.  Planetarium  shows,  Sat  & Sun,  2:30,  3:30. 

John  F.  Kennedy  Museum,  501  Elm.  Paintings,  official  photographs  and  mem- 
orabilia of  President  Kennedy.  Open  daily  9am-5pm.  "The  Incredible  Hours," 
a sound  and  light  presentation  of  events  surrounding  Kennedy's  assassination 
presented  every  25  minutes. 

General  Attractions 

Dallas  Aquarium,  located  in  Fair  Park.  See  more  than  325  species  of  fish, 
reptiles,  amphibians,  and  one  mammal.  Mon-Sat  8am-5pm;  Sun  1pm-5pm. 

Dallas  Zoo,  621  E Clarendon  Drive.  An  important  zoological  park  exhibiting 
over  2,000  mammals,  birds,  reptiles,  and  amphibians.  Open  daily  9am-5pm. 

Observation  Terrace,  First  National  Bank  in  Dallas,  Elm  and  Akard.  A pan- 
oramic view  of  Dallas  from  the  50th  floor.  Mon-Sat  9am-5pm. 

Observation  Deck,  Hyatt  Regency  Reunion  Tower,  Hyatt  Regency  Hotel,  300 
Reunion  Blvd.  Open  daily  9:30am- 1 2 midnight. 

John  F.  Kennedy  Memorial,  Commerce,  Main  and  Market.  A 30-foot  tall 
cenotaph  surrounds  a block  of  black  granite.  The  memorial  was  erected  as  a 
“tribute  to  the  joy  and  excitement  of  one  man  s life."  Open  at  all  times. 
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Long-acting 


ZmOxofyrr 

(metolazone)  Pennwalt 


2Vi  mg,  5 mg,  10  mg  tablets 


The  only  Step-1  diuretic 

that  can  give  you  aU  of  this 


Long-acting 

StSSUfiXOlyr^  (metolazon* 

No  other  diuretic  ca 


UNSURPASSED 
EFFECTIVENESS 
IN  STEP-1  THERAPY 

No  other  diuretic  has  proven  superior  in  anti- 
hypertensive efficacy. 14  and  in  well-controlled 
studies15-9  of  patients  with  mild  to  moderate 
hypertension  (dBP  90-110  mm  Hg): 

□ 74%  were  normalized  by  Zaroxolyn  alone 
(mean  pretherapy  dBP=102  mm  Hg,  mean 
posttherapy  dBP  = 86  mm  Hg) 


LONG-TERM 

EFFICACY 

Zaroxolyn  maintains  efficacy  over  long  periods 
without  the  development  of  tolerance.  In 
patients  with  average  pretherapy  dBP  of 
115  mm  Hg  who  were  followed  for  4 years, 
posttherapy  dBP  remained  at  a low  85  mm  Hg 
with  Zaroxolyn  alone I78 


EFFICACY  IN  THE 
PRESENCE  OF  REDUCED 


KIDNEY  FUNCTION  0 

Unlike  thiazides  and  chlorthalidone,  Zaroxolyn 
may  be  effective  in  patients  with  GFR  below 
20  ml/min.  And,  unlike  chlorthalidone, 
Zaroxolyn  has  a secondary  effect  in  the 
proximal  tubule. 

Further,  since  kidney  function  decreases 
with  age)1  Zaroxolyn  is  a rational  choice  for 
patients  past  the  age  of  40. 


(I 

novide  all  these  benefits 

■■■■■■■ 


IAFETY 

inically  significant  side  effects  are  uncommon 
ith  Zaroxolyn  therapy1 8 — usually  no  need  for 
+ supplementation. 

And,  because  many  patients  are  controlled 
h Zaroxolyn  alone , they  are  spared  the  possi- 

lity  of  Step-2  side  effects. 

I 

|i 


COMPLIANCE 

iroxolyn  has  a 24-hour  duration  of  action, 
rmitting  a single  daily  dosage  ,18  Control  is 
100th  and  sustained,  with  little  nocturia  or 
her  interference  with  the  patient's  lifestyle, 
lese  factors  enhance  compliance14 giving 
iroxolyn  a very  low  dropout  rate  (4%due  to 
Je  effects) 1 


CONOMY 


iroxolyn  is  among  the  least  expensive 
uretics  available!6  Zaroxolyn  is  a premium 
oduct  at  an  affordable  price  — a product  with 
stinct  cost  advantages. 


ase  see  following  page  for  prescribing  information. 


Long-acting 

ZaiQxolyri 

(metolazone)  Pennwalt 

Gives  you  what  you 
want  for  more  of  your 
hypertensive  patients 

□ unsurpassed  Step-1  effectiveness... 
maintained  over  the  long  run 

□ efficacy  in  the  presence  of  reduced 
kidney  function 


□ obviates  the  need  for  Step-2  drugs  for 
many  patients 

□ true  once-daily  dosage  4-  minimal  side 
effects  = outstanding  compliance 


□ long-term  economy 


Before  prescribing,  see  complete  prescribing 
information  in  the  package  insert,  or  in  PDR,  or 
available  from  your  Pennwalt  representative.  The 
following  is  a brief  summary  Indications:  Zaroxolyn 
(metolazone)  is  an  antihypertensive  diuretic 
indicated  for  the  management  of  mild  to  moderate 
essential  hypertension  as  sole  therapeutic  agent 
and  in  the  more  severe  forms  of  hypertension  in 
conjunction  with  other  antihypertensive  agents 
Also,  edema  associated  with  heart  failure  and 
renal  disease  Routine  use  in  pregnancy  is  inap- 
propriate Contraindications:  Anuria,  hepatic 
coma  or  precoma;  allergy  or  hypersensitivity  to 
Zaroxolyn.  Warnings:  In  theory  cross-allergy  may 
occur  in  patients  allergic  to  sulfonamide-derived 
drugs,  thiazides  or  qumethazone  Hypokalemia 
may  occur,  and  is  a particular  hazard  in  digitalized 
patients;  dangerous  or  fatal  arrhythmias  may 
occur  Azotemia  and  hyperuricemia  may  be  noted 
or  precipitated.  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyperten- 
sives, the  dosage  of  the  other  agents  should  be 
reduced.  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyperkalemia 
Administration  to  women  of  childbearing  age 
requires  that  potential  benefits  be  weighed  against 
possible  hazards  to  the  fetus.  Zaroxolyn  appears 
in  the  breast  milk  Not  for  pediatric  use  Pre- 
cautions: Perform  periodic  examination  of  serum 
electrolytes,  BUN,  uric  acid,  and  glucose.  Observe 
patients  for  signs  of  fluid  or  electrolyte  imbalance, 
namely  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia.  These  determinations  are 
particularly  important  when  there  is  excessive 
vomiting  or  diarrhea,  or  when  parenteral  fluids 
are  administered  Patients  treated  with  diuretics 
or  corticosteroids  are  susceptible  to  potassium 
depletion.  Caution  should  be  observed  when 
administering  to  patients  with  gout  or  hyper- 
uricemia or  those  with  severely  impaired  renal 
function.  Insulin  requirements  may  be  affected  in 
diabetics  Hyperglycemia  and  glycosuria  may 


occur  in  latent  diabetes.  Chloride  deficit  and 
hypochloremic  alkalosis  may  occur.  Orthostatic 
hypotension  may  occur.  Dilutional  hyponatremia 
may  occur.  Zaroxolyn  10  mg  tablets  contain  FD&C 
Yellow  No.  5 (tartrazine)  which  may  cause  allergic- 
type  reactions  (including  bronchial  asthma)  in 
certain  susceptible  individuals  Although  the  over- 
all incidence  of  FD&C  Yellow  No.  5 (tartrazine) 
sensitivity  in  the  general  population  is  low,  it  is 
frequently  seen  in  patients  who  also  have  aspirin 
sensitivity  Adverse  Reactions:  Constipation, 
nausea,  vomiting,  anorexia,  diarrhea,  bloating, 
epigastric  distress,  intrahepatic  cholestatic 
jaundice,  hepatitis,  syncope,  dizziness,  drowsiness, 
vertigo,  headache,  orthostatic  hypotension, 
excessive  volume  depletion,  hemoconcentration, 
venous  thrombosis,  palpitation,  chest  pain, 
leukopenia,  urticaria,  other  skin  rashes,  dryness 
of  mouth,  hypokalemia,  hyponatremia,  hypochlo- 
remia,  hypochloremic  alkalosis,  hyperuricemia, 
hyperglycemia,  glycosuria,  raised  BUN  or  creati- 
nine, fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks  Usual 
Initial  Once-Daily  Dosages:  mild  to  moderate 
essential  hypertension  — 2)4  to  5 mg;  edema  of 
cardiac  failure— 5 to  10  mg,  edema  of  renal 
disease— 5 to  20  mg.  Dosage  adjustment  is 
usually  necessary  during  the  course  of  therapy 
How  Supplied:  Tablets,  2)4.  5 and  10  mg 
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Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2651.  In  Texas  call 
1-800-392-9702 


m^m  m professional 

LIABILITY 

■WV  m INSURANCE. 
WE'RE  THE  SPECIALIST  IN  THE  FIELD. 
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Some  people  feel  that  I am  misused  and  overused 
and  that  Tm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 
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Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence . 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (iv,  please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 


Volume  77  April  1981 


69 


Valiums 

diazepam/Roche 

mmammmmmmmmmmmmmmmmmmmmm 


Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety:  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad]unc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome: 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  Individual  patient. 

Contralndlcated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  In  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy:  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  laundice.  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  laundice;  periodic  blood  counts  and  liver 
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MEDICINE  & THE  LAW 


PROHIBITIONS  AGAINST  LAY  CONTROL  OF  MEDICAL 
PRACTICE 

The  statutory  prohibitions  against  the  lay  control  of  medical 
practice  helps  assure  Texans  that  the  doctor’s  first  duty  is  to 
the  patient,  not  to  a corporation.  They  also  assure  that  the 
physician,  and  not  a corporation,  decides  which  medical 
procedures  are  to  be  performed.  The  State  of  Texas  has 
concluded  that  laypersons  should  not  be  permitted  to  prac- 
tice medicine  without  a license  by  controlling  physician- 
employees  and  receiving  the  fees  earned.  The  following  ar- 
ticle discusses  the  statutory  and  case  law  behind  the  long 
recognized  restrictions  on  the  lay  control  of  medical  prac- 
tice in  Texas. 


Article  4509  of  the  Texas  Civil  Statutes’  permits  only  li- 
censed physicians  to  form  nonprofit  corporations  which  can 
hire  physicians  to  practice  medicine  and  collect  the  fees  re- 
sulting from  their  practice.  Laypersons  cannot  form  such 
corporations.  Article  1528f2  permits  only  licensed  physi- 
cians to  form  a professional  association  to  provide  medical 
services  and  share  in  the  earnings  of  the  practice.  Article 
4505(1 2)3  prohibits  “permitting  or  allowing,  another  to  use 
his  license  ...  to  practice  medicine  in  this  State,  for  the  pur- 
pose of  treating  ...  the  sick,  injured  or  afflicted  human  be- 
ings . . Article  4505(1 5)4  prohibits  “aiding  and  abetting, 
directly  or  indirectly,  the  practice  of  medicine  by  any  person 
not  duly  licensed  to  practice  medicine.” 

Failure  to  abide  by  the  prohibitions  contained  in  Article 
4505  may  be  grounds  for  the  suspension  or  revocation  or 
cancellation  of  a license  to  practice  medicine.5 

Texas  courts  have  held  that  when  a corporation  em- 
ploys a licensed  physician  to  treat  patients  and  itself 
received  the  fee,  the  corporation  is  unlawfully  engaged 
in  the  practice  of  medicine.6 

The  State  of  Texas  has  carefully  proscribed  minimum  re- 
quirements for  the  licensing  of  those  administering  medical 
and  surgical  services.  Physicians  are  trained  to  diagnose 
and  treat  the  citizens  of  this  state.  Thus,  the  state,  under  its 
police  powers,  regulates  this  activity  to  prevent  exploitation 
of  its  citizens  by  laypersons.  No  lay  corporation  can  meet  the 
requirements  of  the  statutes  essential  to  the  issuance  of  a 
medical  license.  “To  practice  a profession  requires  some- 
thing more  than  the  financial  ability  to  hire  competent  per- 
sons to  do  the  actual  work.”7 

“Painless  Parker” 

In  Painless  Parker  vs  Dental  Examiners,  a California  court 
outlined  the  inherent  problems  of  permitting  an  unlicensed 
person  to  manage,  conduct,  or  control  the  business  side  of 
the  practice  of  dentistry: 


If  the  contention  of  appellant  be  sound,  then  the  proprie- 
tor of  the  business  may  be  guilty  of  gross  misconduct  in 
its  management  and  violate  all  standards  which  a li- 
censed dentist  would  be  required  to  respect  and  stand 
immune  from  any  regulatory  supervision  whatsoever. 
His  employee,  the  licensed  dentist,  would  also  be  im- 
mune from  discipline  upon  the  ground  that  he  was  but  a 
mere  employee  and  was  not  responsible  for  his  em- 
ployer’s misconduct,  whether  the  employer  be  a 
corporation  or  a natural  person.8 

Cancer  “cures”  advertised 

Texas  has  preserved  the  doctor-patient  relationship  by  pre- 
venting abuses  resulting  from  layperson  control  of  a cor- 
poration employing  licensed  physicians  on  a salaried  basis. 
The  State  Board  of  Medical  Examiners  has  based  its  deci- 
sions on  statutes  enacted  to  protect  Texas  citizens  from 
exploitation  by  laypersons  who  have  hired  physicians  and 
controlled  their  practice. 

For  example,  the  State  Board  of  Medical  Examiners  sus- 
pended a physician’s  license  for  1 8 months  because  the 
physician  permitted  Harry  M.  Hoxsey  (a  nonphysician)  and 
the  Hoxsey  Cancer  Clinic  to  use  the  physician’s  license  to 
treat  or  offer  to  treat  sick  or  injured  people.9 

At  that  time  the  Hoxsey  Cancer  Clinic  offered  cancer  cures 
using  the  “Hoxsey  Method,”  which  was  characterized  as 
worthless  by  many  authorities.  In  this  case,  the  physician 
employed  by  the  clinic  performed  medical  services  for  a sal- 
ary. The  fees  for  the  physician's  services  were  paid  to  the 
clinic.  The  state  board  asserted  that  this  activity  was  in  viola- 
tion of  Article  4505(1 2).  The  court  affirmed  the  state  board’s 
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interpretation  of  the  statute  upholding  suspension  of  the  un- 
lawfully employed  physician’s  license  to  practice  medicine. 

“HMO”  case 

In  Garcia  vs  Texas  State  Board  of  Medical  Examiners ,’°  a 
three-judge  federal  court  considered  a suit  filed  by  the  San 
Antonio  Community  Health  Maintenance  Association  and 
others  against  the  Texas  State  Board  of  Medical  Examiners 
and  the  Secretary  of  State.  The  association's  purpose  was 

. . to  provide  medical  and  health  care  programs  to  the 
Mexican-American  and  black  communities  as  well  as  other 
low  income  groups  in  Bexar  County,  Texas.” 

The  plaintiffs  wished  to  incorporate  the  association  and 
hire  on  a salary  basis  licensed  members  of  the  medical 
profession.  None  of  the  proposed  incorporators  or  original 
board  of  directors  was  a licensed  physician.  The  Secretary 
of  State  refused  to  grant  a corporate  charter  because  the 
statutes  requiring  incorporators  and  directors  to  be  licensed 
physicians  were  not  satisfied.11  Other  statutes  were  cited  as 
authority  to  deny  granting  a corporate  charter  including  one 
which  prohibited  licensed  physicians  from  "permitting  or  al- 
lowing another  to  use  his  license  or  certificate  to  practice 
medicine  in  this  state  for  the  purpose  of  treating  or  offering  to 
treat  the  sick,  injured  or  afflicted  human  beings.” 12 

The  plaintiffs  asserted  that  these  laws  denied  them  “equal 
protection"  under  the  Fourteenth  Amendment  and  the  right 
to  assemble  under  the  First  Amendment  of  the  United  States 
Constitution.  The  plaintiffs  reasoned  that  the  laws  prevented 
them  from  associating  in  corporate  form  to  treat  the  sick  and, 
therefore,  were  unconstitutional.  They  further  asserted  that 
these  laws  wrongfully  denied  them  the  “right  to  obtain  fed- 
eral funds"  since  the  Secretary  of  State  refused  to  grant 
them  a corporate  charter. 

The  three-judge  court  noted  that,  in  Texas,  the  medical 
practice  laws  have  been  interpreted  to  prohibit  a corporation 
from  employing  a licensed  physician  and  receiving  the  fee 
for  the  physician’s  medical  services.  The  court  weighed  the 
state’s  right  to  protect  its  citizens  under  its  “police  powers” 
against  the  alleged  abridgement  of  the  plaintiffs’  constitu- 
tional rights.  It  characterized  the  state’s  role  in  regulating  the 
practice  of  medicine  to  be  of  such  importance  as  to  approach 
the  status  of  a duty.  The  court  found  that  the  restrictive  stat- 
ute was  the  state’s  expression  of  its  interest  in  preserving 
the  physician-patient  relationship  and  preventing  possible 
abuses  from  layperson  control.  It  concluded  that  it  was  up  to 
the  state  legislature  to  change  existing  state  policy  in  this 
area,  not  the  court. 

The  court  further  opined  that  the  formation  of  nonprofit 
laymen-run  corporations  was  not  necessarily  a panacea.  It 
noted  that  such  an  arrangement  was  fraught  with  practical 
and  ethical  considerations  and  might  represent  a backward 
step  from  the  legislative  protections  built  up  over  the  years. 
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The  court  expressed  the  following  concerns: 

— Without  licensed,  professional  doctors  on  a board  of 
directors,  who  and  what  criteria  govern  the  selection  of 
medical  and  paramedical  staff  members? 

— To  whom  does  the  doctor  owe  his  first  duty — the  pa- 
tient or  corporation? 

— Who  is  to  preserve  the  confidential  nature  of  the  doctor- 
patient  relationships? 

— What  is  to  prevent  or  who  is  to  control  a private  corpora- 
tion from  engaging  in  mass  media  advertising  in  the 
exaggerated  fashion  so  familiar  to  every  American? 

— Who  is  to  dictate  the  medical  and  administrative  pro- 
cedures to  be  followed? 

— Where  do  budget  considerations  end  and  patient  care 
begin? 

“Machiavellian  rationale”  rejected 

The  court  concluded  that  where  health  is  concerned,  the 
“Machiavellian  rationale"  does  not  and  should  not  apply.  The 
federal  court  refused  to  declare  unconstitutional  these  statu- 
tory restrictions  and  substitute  its  judgment  for  that  of  Texas’ 
elected  representatives.  These  restrictions  are  still  a part  of 
the  Texas  law  today. 

Donald  P.  “Rocky"  Wilcox,  JD 

TMA  General  Counsel 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland's  Illustrated  Medical  Dictionary,"  25th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged.” 

References 

Reference  lists  should  contain  (1)  author's  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 1 56- 1 60,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705, 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member's  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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tion-prone individuals  or  those  who  might  increase 
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and  oral  anticoagulants;  causal  relationship  not 
established. 
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able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also 
encountered:  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido — all  infrequent,  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy  Adverse  effects  re- 
ported with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision, 
urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low  residue 
diets 
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DEATHS 


E.  E.  Christensen,  MD 

Edward  Earl  Christensen,  MD.  professor  of  radiology  at  UT 
Southwestern  Medical  School  in  Dallas,  died  Dec  21,1 980, 
at  the  age  of  51 . 

Born  in  Racine,  Wis,  Dr  Christensen  received  his  bachelor 
of  science  degree  in  1 952  and  his  medical  degree  in  1 956 
from  the  University  of  Wisconsin  in  Madison.  After  an  intern- 
ship at  St  Marys  Hospital  Medical  Center  in  Madison,  he 
joined  the  US  Air  Force.  During  his  military  service,  he  held  a 
radiology  residency  at  Temple  University  Hospital  in  Phila- 
delphia. He  was  then  stationed  at  Offutt  Air  Force  Base, 
Nebraska,  and  Ramey  Air  Force  Base  in  Puerto  Rico,  where 
he  practiced  radiology.  In  1965,  Dr  Christensen  returned 
to  civilian  life,  joining  the  faculty  at  Southwestern  Medical 
School. 

Survivors  include  his  wife,  Dolly  Austin  Christensen,  Dal- 
las; sons,  James  A.  Christensen,  Houston,  and  William  T. 
Christensen,  College  Station,  Tex;  daughters,  Patricia  Kruse 
and  Catherine  L.  Christensen,  both  of  Dallas;  and  sister, 

June  Glad,  Madison,  Wis. 

L.  A.  Davila 

Luis  Angel  Davila,  MD,  55,  died  Dec  30,  1980.  Dr  Davila 
was  past  president  of  the  Hidalgo-Starr  County  Medical  So- 
ciety and  the  Hidalgo  County  Unit  of  the  American  Cancer 
Society. 

A native  of  San  Antonio,  he  had  practiced  in  Mission  since 
1 960  and  was  chief  of  staff  at  Mission  Municipal  Hospital. 
Active  in  the  Texas  Medical  Association  he  was  most  re- 
cently a member  of  the  Council  on  Socioeconomics. 

Dr  Davila  attended  Tulane  University  and  Rice  University 
before  receiving  a BS  degree  in  chemistry  from  the  Univer- 
sity of  Houston.  In  1 958  he  received  his  medical  degree  from 
UT  Medical  Branch  at  Galveston  and  then  served  an  intern- 
ship at  Robert  B.  Green  Memorial  Hospital  in  San  Antonio. 

Surviving  family  members  include  his  wife,  Shirley  Duncan 
Davila,  Mission;  and  brother,  Atanacio  Davila,  Houston. 

F.  V.  Grunbaum 

Franz  Victor  Grunbaum,  MD,  died  Dec  31 , 1 980.  Dr  Grun- 
baum, 91 , had  practiced  internal  medicine  in  Houston  from 
1937  until  his  retirement  in  1973.  He  had  been  living  in  Pull- 
man, Wash,  since  June  1 980. 

Born  in  Berlin,  Germany,  Dr  Grunbaum  received  his  medi- 
cal degree  from  the  University  of  Heidelberg  in  1913.  An 
internship  at  the  University  of  Heidelberg  Medical  Clinic 
followed.  After  World  War  I,  the  physician  practiced  in  Ger- 
many at  Heidelberg  and  at  Bad  Nauheim  before  moving  to 
Houston.  He  was  a member  of  Harris  County  Medical 
Society  and  a fellow  emeritus  of  the  American  College  of 
Cardiology. 

Dr  Grunbaum  is  survived  by  his  wife,  Marianne  Hettner 


Grunbaum,  Pullman,  Wash;  son,  Werner  Grunbaum,  St 
Louis;  daughter,  Elizabeth  Lord,  Pullman,  Wash:  and  five 
grandchildren. 

H.  C.  Hodges 

Harold  Caswell  Hodges,  MD,  a member  of  Dallas  County 
Medical  Society,  died  Dec  28,  1 980.  He  was  67. 

Dr  Hodges,  a native  of  Mesquite.  Tex,  attended  Baylor 
University  in  Waco  and  Trinity  University  in  Waxahachie. 
After  receiving  his  medical  degree  from  Baylor  College  of 
Medicine,  Dallas,  in  1942,  he  held  an  internship  at  Shreve- 
port Charity  Hospital  in  1943.  During  World  War  II.  Dr 
Hodges  served  as  a captain  in  the  US  Army.  Returning  home 
in  1 945,  he  opened  a private  practice  in  Mesquite  and  later  in 
the  Pleasant  Grove  area  of  Dallas.  His  career  in  family  prac- 
tice continued  for  34  years  until  his  retirement  in  1 980. 

Survivors  include  his  wife,  Evelyn  Miller  Hodges,  Dallas; 
daughters,  Sara  Samples,  RN,  Sherman,  Tex,  and  Pamela 
Beers,  Dallas;  sons,  H.  Courtney  Hodges,  DDS,  Dallas;  and 
Charles  E.  Hodges,  Warren  T.  Hodges,  and  Jack  C.  Hodges, 
all  of  Rockwall,  Tex;  brothers,  Ray  Hodges,  Grand  Saline, 
Tex,  and  Rev  Louis  Hodges,  Mesquite;  and  sister,  Loucile 
Dunson,  Mesquite. 

H.  Kaback 

Harry  Kaback,  MD,  a longtime  Eagle  Pass  physician,  died 
Dec  8, 1980.  He  was  71 , 

Dr  Kaback,  a general  practitioner,  had  lived  in  Eagle  Pass 
since  1 949.  He  was  born  in  New  York  and  attended  New 
York  University  and  Indiana  University  at  Bloomington.  In 
1 936  he  was  graduated  from  the  University  of  Zurich  Medical 
School  and  returned  to  the  US  to  serve  an  internship  at  Sa- 
maritan Hospital  in  Brooklyn,  NY.  After  serving  in  the  US 
Army  during  World  War  II,  Dr  Kaback  practiced  in  Chenango 
Forks,  NY,  before  moving  to  Eagle  Pass. 

He  is  survived  by  his  wife,  Edna  Bartsch  Kaback;  and  son, 
David  Kaback,  both  of  Eagle  Pass;  daughter,  Debbie  Strat- 
ton, Fort  Worth;  brother,  Norman  Kaback,  New  York;  sisters, 
Rose  Boss,  Nutley,  NJ,  and  Naomi  Oshrin,  Los  Angeles, 

Calif;  and  two  grandchildren. 

J.  V.  Land 

Joseph  Victor  Land,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Houston  County  Medical  Society, 
died  Dec  16,  1980.  Dr  Land,  77,  a dermatologist,  moved  to 
Crockett,  Tex,  in  1960  and  practiced  there  until  his  retirement 
in  1978. 

Born  in  Harrisburg,  III,  he  attended  Washington  University 
in  St  Louis,  Mo.  In  1 930  he  was  graduated  from  the  Univer- 
sity of  Arkansas  School  of  Medicine  in  Little  Rock.  In  1930  Dr 
Land  joined  the  US  Naval  Medical  Corps  and  served  for  30 
years,  retiring  with  the  rank  of  captain.  He  was  the  com- 
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manding  officer  at  the  US  Naval  Hospital  in  Pensacola,  Fla, 
before  moving  to  Crockett. 

Surviving  family  members  include  his  wife,  Margaret  K. 
Land,  Crockett;  son,  John  P Land,  Houston;  brother,  James 
R.  Land,  Harrisburg,  III;  and  four  grandchildren. 

D.  R.  Marples 

Donald  R.  Marples,  MD,  57,  a resident  of  Longview  since 
1 967  and  a member  of  Gregg  County  Medical  Society,  died 
Dec  26,  1980. 

Born  in  Cambridge,  Neb,  Dr  Marples  worked  for  the  Navy 
Department  Bureau  of  Ships  in  Washington,  DC,  from  1 941 
to  1 943,  and  later  served  as  a medical  sergeant  with  the  US 
Army  in  the  US  and  Europe.  After  leaving  the  military  ser- 
vice, Dr  Marples  earned  a BA  degree  in  1 940  from  the  Uni- 
versity of  Nebraska  and  an  MD  degree  in  1 953  from  the  Uni- 
versity of  Nebraska  Medical  Center  at  Omaha.  His  internship 
was  at  Bryan  Memorial  Hospital  in  Lincoln,  Neb. 

A specialist  in  internal  medicine,  Dr  Marples  practiced  in 
Nelson  and  Grant,  Neb,  before  moving  to  Longview. 

Survivors  include  his  wife,  Mary  Hecox  Marples;  son,  Jon 
Marples;  and  daughters,  Gail  Meadows,  Ruth  Dunnavant, 
and  Carole  Marples,  all  of  Longview;  brother,  Ron  Marples, 
Marysville,  Kan;  sisters,  Frances  Schultz,  Cambridge,  Neb; 
Nina  Beth  Wooden,  Sebastian,  Fla;  Mildred  Rinck,  Sacra- 
mento, Calif;  and  Pauline  Helm,  Scottsdale,  Ariz. 

K.T.  Miller 

Kenneth  Turner  Miller,  Sr,  MD,  70,  died  Dec  24, 1980.  A 
member  of  Jefferson  County  Medical  Society,  Dr  Miller  was 
a practicing  general  and  thoracic  surgeon  in  Beaumont  for 
the  past  30  years.  He  was  the  founder  of  the  Doctors  Build- 
ing complex  there  and  was  past  president  of  St  Elizabeth 
Hospital. 

A native  of  Cadillac,  Mich,  Dr  Miller  attended  the  University 
of  Iowa  and  Michigan  State  University,  receiving  BS  and  MS 
degrees.  His  medical  training  was  taken  at  Northwestern 
University  Medical  School  where  he  earned  bachelor  of 
medicine  and  doctor  of  medicine  degrees.  Graduation  in 
1 937  was  followed  by  an  internship  and  surgical  residency  at 
Harper  Hospital  in  Detroit.  Dr  Miller  then  joined  the  Michigan 
National  Guard  and  spent  five  years  of  active  duty  as  division 
surgeon  of  the  99th  Infantry  and  European  Theatre  of  Oper- 
ations in  World  War  II.  He  achieved  the  rank  of  colonel  and 
received  the  Bronze  Star,  the  Croix  D’Guerre,  and  the  Purple 
Heart.  After  the  war,  Dr  Miller  completed  his  surgical  training 
at  Harper  Hospital  and  then  moved  to  Beaumont. 

Surviving  family  members  include  his  wife,  Arlene  Winter 
Miller,  Beaumont;  sons,  Kenneth  T.  Miller,  Jr,  MD,  Oakridge, 
Tenn;  Joseph  P.  Miller,  MD,  San  Antonio;  and  Randall  A. 
Miller,  DDS,  and  Gregory  L.  Miller,  both  of  Austin;  sister, 
Kathryn  Emmons,  Cadillac,  Mich;  brothers,  C.  E.  Miller,  OD, 
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Alpena,  Mich,  and  Robert  Miller,  New  Buffalo,  Mich;  and  two 
grandchildren. 

J.  B.  Shelmire  III 

Jesse  Bedford  Shelmire  III,  MD,  54,  a third-generation  Dallas 
dermatologist,  died  Dec  8,  1 980. 

A native  of  Dallas,  Dr  Shelmire  attended  Princeton  Univer- 
sity for  one  year  before  entering  the  University  of  Chicago 
where  he  was  graduated  in  1 947  with  BS  and  MD  degrees. 
He  served  an  internship  at  Roosevelt  Hospital  in  New  York 
City  and  at  the  American  Hospital  in  Paris.  After  serving  a 
residency  in  dermatology  at  Columbia-Presbyterian  Medical 
Center  in  New  York  (1950-1953),  Dr  Shelmire  served  as  a 
lieutenant  junior  grade  in  the  US  Naval  Medical  Corps.  He 
joined  his  father’s  dermatology  practice  in  Dallas  in  1 954. 

A member  of  Dallas  County  Medical  Society,  he  was  a 
former  clinical  professor  of  dermatology  at  Southwestern 
Medical  School  and  served  as  division  chairman  from  1960 
to  1 964.  During  his  years  of  practice,  he  authored  two  popu- 
lar books,  The  Art  of  Looking  Younger  and  The  Art  of  Being 
Beautiful. 

Survivors  include  his  wife,  Karen  Campbell  Shelmire, 
Dallas;  son,  Jesse  Bedford  Shelmire  IV,  Philadelphia; 
daughters,  Louise  Shelmire,  Susan  Shelmire,  and  Laura 
Shelmire;  father,  Jesse  Bedford  Shelmire  II,  MD;  and  broth- 
ers, William  Overton  Shelmire  and  Davis  S.  Shelmire,  MD, 
all  of  Dallas. 

J.  C.  Terrell,  Sr 

James  Clark  Terrell,  Sr,  MD,  a past  president  of  the  Erath- 
Hood-Somervell-Comanche  County  Medical  Society,  died 
Dec  1 5,  1 980.  He  was  81 . 

Dr  Terrell,  a native  of  Iredell,  Tex,  was  a longtime  Stephen- 
ville  physician  and  civic  leader.  He  received  his  premedical 
education  at  Southwest  Texas  State  University  and  The 
University  of  Texas  at  Austin.  Graduation  from  UT  Medical 
Branch  in  1 925  was  followed  by  an  internship  and  residen- 
cy at  Jefferson  Davis  Hospital  in  Houston.  He  moved  to 
Stephenville  in  1927  and  established  the  Stephenville  Hospi- 
tal and  Clinic.  In  1 951 , he  organized  the  Private  Clinic  and 
Hospital  Association  of  Texas.  His  practice  of  medicine  con- 
tinued until  February  1 980  when  he  became  ill. 

Dr  Terrell  was  the  principal  donor  to  the  Terrell  Foundation 
which  was  established  in  the  mid-1 950s  to  provide  funds  for 
various  community  activities.  For  his  work  with  and  support 
of  the  Boy  Scouts,  he  was  awarded  the  Scouts’  highest 
honor,  the  Silver  Beaver  Award. 

Surviving  family  members  include  his  son,  James  Clark 
Terrell,  Jr,  MD,  Stephenville;  daughter,  Barbara  Terrell  Nix, 
Fort  Worth;  brother,  Vance  Terrell,  MD,  Stephenville;  and  six 
grandchildren. 
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IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 


Volume  77  April  1981 


79 


MEDICINE 


LITERATURE 


In  the  TMA  Library 

Berci  G,  Hamlin  JA:  Operative  Biliary  Radiology.  Baltimore, 
Williams  & Wilkins,  1 981 . 

Burger  H,  de  Kretser  D (eds):  The  Testis.  New  York,  Raven 
Press,  1981 . 

Elwood  JM,  Elwood  JH:  Epidemiology  of  Anencephalus  and 
Spina  Bifida.  New  York,  Oxford  University  Press,  1980. 

Enoch  JM,  Fitzgerald  CR,  Campos  EC,  et  al:  Quantitative 
Layer-By-Layer  Perimetry:  An  Extended  Analysis.  New  York, 
Grune  & Stratton,  Inc,  1981. 

Fishman  RA:  Cerebrospinal  Fluid  in  Diseases  of  the  Nerv- 
ous System.  Philadelphia,  W.  B.  Saunders  Company,  1980. 

Hafez  ESE,  van  Os  WAA  (eds):  Progress  in  Contraceptive 
Delivery  Systems,  vol  1:  Biodegradables  and  Delivery  Sys- 
tems for  Contraception.  Boston,  G.  K.  Hall  Medical  Pub- 
lishers, 1980. 

Hafez  ESE,  van  Os  WAA  (eds):  Progress  in  Contraceptive 
Delivery  Systems,  vol  2:  lUDs  and  Family  Planning.  Boston, 
G.  K.  Hall  Medical  Publishers,  1980. 

Hafez  ESE,  van  Os  WAA  (eds):  Progress  in  Contraceptive 
Delivery  Systems,  vol  1:  IUD  Pathology  and  Management. 
Boston,  G.  K.  Hall  Medical  Publishers,  1980. 

Hall  RCW  (ed):  Psychiatric  Presentations  of  Medical  Illness: 
Somatopsychic  Disorders.  New  York,  SP  Medical  and  Sci- 
entific Books,  1980. 

Hardy  JD  (ed):  Critical  Surgical  Illness,  ed  2.  Philadelphia, 

W.  B.  Saunders  Company,  1980. 

Klass  RM:  The  Physician's  Business  Manual.  New  York, 
Appleton-Century-Crofts,  1981. 

Krupp  MA,  Chatton  MJ  (eds):  Current  Medical  Diagnosis 
and  Treatment:  1981 . Los  Altos,  Calif,  Lange  Medical  Pub- 
lications, 1981 . 

McDougal  WS,  Persky  L:  International  Perspectives  in  Urol- 
ogy, vol  1:  Traumatic  Injuries  of  the  Genitourinary  System. 
Baltimore:  Williams  & Wilkins,  1981 . 

Matsen  FA  III:  Compartmental  Syndromes.  New  York,  Grune 
& Stratton,  1980. 


MencherGT,  Gerber  SE  (eds):  Early  Management  of  Hear- 
ing Loss.  New  York,  Grune  & Stratton,  1980. 

Motta  M (ed):  Comprehensive  Endocrinology:  The  Endo- 
crine Functions  of  the  Brain.  New  York,  Raven  Press,  1980. 

Naumann  HH  (ed):  Head  and  Neck  Surgery:  Indications, 
Techniques,  Pitfalls,  vol  1 ,2:  Philadelphia,  W.  B.  Saunders 
Company,  1980. 

Nauts  HC:  The  Beneficial  Effects  of  Bacterial  Infections  on 
Host  Resistance  to  Cancer.  End  Results  in  449  Cases:  A 
Study  of  Abstracts  of  Reports  in  the  World  Medical  Litera- 
ture (1 775-1980)  and  Personal  Communications,  ed  2. 

New  York,  Cancer  Research  Institute,  1 980. 

Oxorn  H:  Human  Labor  and  Birth,  ed  4.  New  York,  Appleton- 
Century-Crofts,  1980. 

Pegels  CC:  Health  Care  and  the  Elderly.  Rockville,  MD, 
Aspen  Systems  Corporation,  1980. 

Quilligan  EJ:  Current  Therapy  in  Obstetrics  and  Gynecol- 
ogy. Philadelphia,  W.  B.  Saunders  Company,  1980. 

Raffel  MW:  The  U.S.  Health  System:  Origins  and  Functions. 
New  York,  John  Wiley  & Sons,  1 980. 

Rapaport  E (ed):  Current  Controversies  in  Cardiovascular 
Disease.  Philadelphia,  W.  B.  Saunders  Company,  1980. 

Rogoff  JB  (ed):  Manipulation,  Traction  and  Massage,  ed  2. 
Baltimore,  Williams  & Wilkins,  1980. 

Ryan  GM  Jr  (ed):  Ambulatory  Care  in  Obstetrics  and  Gyne- 
cology. New  York,  Grune  & Stratton,  1980. 

Sarti  DA,  Samples  WF  (eds):  Diagnostic  Ultrasound:  Text 
and  Cases.  Boston,  G.  K.  Hall  & Co,  1980. 

Schubert  ED:  Hearing:  Its  Function  and  Dysfunction.  New 
York,  Springer- Verlag  Wien,  1980. 

Stiehm  ER,  Fulginiti  VA:  Immunologic  Disorders  in  Infants 
and  Children,  ed  2.  Philadelphia,  W.  B.  Saunders  Company, 
1980. 

Vaughan  D,  Asbury  T : General  Ophthalmology,  ed  9.  Los 
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TEXAS  MEDICINE 


We’re  looking  for  doctors  who 
think  they  don’t  need  a computer 


The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  AV2  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven 't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


Because  they  think  a 
too  expensive. 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP 

1 NCOR  PORAT  E D 

1100  Larkspur  Landing  Circle,  Larkspur,  CA  94939 

Atlanta.  Birmingham,  Boston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columbus.  Dallas.  Denver,  Detroit, 
Hartford.  Houston.  Indianapolis.  Irvine.  Kansas  City.  Los  Angeles.  Memphis.  Miami.  Minneapolis.  Nashville. 
New  Orleans.  New  York  City.  Norfolk.  Oklahoma  City.  Philadelphia.  Phoenix.  Pittsburgh.  Portland.  Salt  Like 
City.  San  Diego.  San  Francisco.  Seattle.  St.  Duns. Tampa.  Washington.  I ).C. 


works  well  in  your  office . . . 

NEOSPOR1N  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad -spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemieally. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


NEOSPORIN"  Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx  ) foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dr/  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non-' 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current ' 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 1 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes-  S 
sional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Full-time  granny, 
part-time  cop. 

My  name’s  McGruff,  the  Crime  Dog.  And  that’s 
Mimi  Marth  up  there.  She’s  a volunteer  crime 
fighter— makes  crime  prevention  a part  other  day 
If  Mimi  sees  something  suspicious,  she  reports  it. 
Fast.  So  the  cops  can  act.  Fast. 

There  are  over  100  other  folks  like  her,  who 
make  up  the  Eyes  and  Ears  Patrol  in  Hartford,  Con- 
necticut. There  are  groups  like  this  all  over  the 
country,  working  together  to  help  prevent  crime. 
Find  out  what  you  and  your  community  can  do. 

Write  to:  McGruff™ 

Crime  Prevention  Coalition 
Box  6600 

Rockville,  Maryland  20850 
And  help. 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D. 


D.A.B.P.,  D.A.B  A. I 


ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.D.  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS,  TEXAS 

W.B.  KINZIE,  M.D.,  D.A.B.FP. 

BILL  R.  LEE,  M.D.,  D.A.B.FP 
DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 
ROSS  B.  REAGAN,  M.D.,  F.A.C.S.* 


INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L BRYAN  COTTON,  JR  , M.D. * 
KENT  ROGERS,  M.D.* 

JACK  B BANKHEAD,  M.D  ’ 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
NEAL  GREEN,  M.D.,  F.A.C.O.G.* 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.* 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 

HALSEY  M.  SETTLE  III,  M.D.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F,  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D. 

OTOLARYNGOLOGY— HEAD  AND  NECK  SURGERY 

S ROBERT  LEMAY,  JR.,  M D , FA  A.O. -HNS,  FA  C S * 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W GRIFFIN,  M D , F.A.A.P* 

JAMES  E SPEIER.  M D , F A A P* 

MASON  P GILFOIL,  M.D  , F.A.A.P* 

THORACIC  SURGERY 

ROSS  B.  REAGAN,  M.D  , F.A.C.S* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


*DIPLOMATE  OF  THE  AMERICAN  BOARD 


WeTe  not  asking  you 

tor  money. 

Just  a few  words.  To  people  who  need  us  but  don’t  know  we  exist. 

We’re  Recording  for  the  Blind.  We’re  already  helping  more  than  13,000 
handicapped  students.  But  there  are  a lot  more  out  there  who  need  our  help. 

You  know  who  they  are.  In  your  work  you  come  across  students  who  are 
blind,  dyslexic  or  physically  unable  to  handle  books.  These  are  the  students  we 
help.  Since  they  cannot  read  their  textbooks,  we  do  it  for  them.  On  tape.  And  we 

send  the  tapes  to  the  students  free  of  charge. 

All  we  want  you  to  do  is  teli  eligible  students  about  us.  Have  them  contact: 
Student  Services,  RFB,  Inc.,  215  East  58th  Street,  N.Y,  N.Y  10022,  (212)  751-0860. 


We’ll  take  it  from  there. 

It’s  such  a little  thing  to  ask. 

Recording  for  the  Blind  is  a non-profit  organization.  All  contributions  are  tax-deductible. 


Recording  lor  the  Blind,  Inc. 


an  educational  lifeline. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eller,  MD.  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA.  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

'Diplomats  American  Board  of  Allergy  & Immunology 


Suite  444.  Hermann  Professional  Building 

6410  Fannin  St..  Houston.  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD.  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601.  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin.  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomats  of  th©  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane.  Preston  Center.  Dallas,  Texas  75225 
Telephone:  214  363-7790 


TMA  Physicians  Benevolent  Fund 

■ . . Another  service  of  your  association 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum.  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall.  MD  Harry  H.  Whipp.  MD 

Dixon  Presnail.  MD  J.  David  Dun-an,  MD 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


TMA  Practice  Management  Seminars 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W,  Tipton,  MD 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griffin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park.  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall.  MD 
Bernard  Zilberg.  MD 


PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan.  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire.  MD 


CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 


ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott.  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 
214  661-7770 

INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample.  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


William  M.  nensiey.  mu 
Charles  S.  White  III.  MD 


CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp.  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 


Diplomates  American  Boards  ol  Internal  Medicine, 
Cardiology,  Gastroenterology.  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.  MD 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomat©  American  Board  of  Surgery 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower.  Suite  210,  1550  West  Rosedale. 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomat©  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas.  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 

6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 


DAVID  R.  WEAKLEY.  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY— Trauma  & Burns 
C.R.F.  Baker.  Jr.,  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 
CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 
ENT 

Louis  J.  Renault,  MD 

Texas  Tech  Campus,  4th  & Indiana.  Lubbock,  Texas  79430 
Telephone  806  743-2370 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


TMA  Group  Insurance  Programs 

. . . Another  service  of  your  association 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
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LUCIUS  P.  COOK,  MD 
Diseases  of  the  Skin 
Cancer  of  the  Skin 

Medical  City  II,  Suite  2218,  7777  Forest  Lane 
Dallas,  Texas  75230;  214  6G1-7655 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  “Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8G51,  512  222-2001 


JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  3G3-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  7524G 
Telephone  214  820-221G 


Gastroenterology 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


General  Surgery 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


Hand  Surgery 


SAM  S.  MILLER,  MD 

Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 

Diplomate  American  Board  of  Internal  Medicine 

Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 

San  Antonio,  Texas  78229;  512  696-2700 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

DONALD  H.  PEREZ,  MD 

Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 

San  Antonio,  Texas  78205 

Telephone  512  226-91G1 

226-9170 

ROBERT  E.  BUNATA.  MD.  PA 

B.  J.  WROTEN,  MD 

WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

SIGURD  C.  SANDZEN,  JR.,  MD,  PA 

Hand  Surgery 

Upper  Extremity  Surgery 

Acute  Trauma  and  Reconstruction 

8042  Wurzbach,  Suite  420,  San  Antonio.  Texas  78229 

512  690-8612 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 

ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

TMA  International  Travel  Program 

. . . Another  service  of  your  association 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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PETER  R.  CARTER,  MD 

Diplomate  of  the  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Hand  and  Upper  Limb 

Reconstructive  Surgery 

Doctors  Building,  Suite  520,  3707  Gaston  Avenue. 

Dallas,  Texas  75246;  214  826-4430 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  III.  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member.  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

9039  Katy  Freeway,  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypotherapy  <S  Hypnoanalysis 
7505  Scyene  Road,  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurology 

MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  I.  Kim,  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho,  MD 

1740  West  27th,  Suite  315,  Houston.  Texas  77008;  713  861-4516 
427  West  20th,  Suite  B100,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston,  Texas  77074;  713  772-4600 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson.  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal.  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD.  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 
EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401.  730  N.  Main, 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD.  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia.  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge,  Suite  205,  Bellaire.  Texas  77401;  713  666-4224 
6710  Fannin,  Suite  320,  Houston,  Texas  77030;  713  790-1954 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 


Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 


3701  Montrose,  Houston,  Texas  77006;  526-3001  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Koaa, 

Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
G.  S.  Gill,  MD 
Dilip  K.  Pal,  MD,  PA 
Prem  K.  Das,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 


H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 

Frank  R.  Vincenti,  MD  ^ _ 

Diplomates  American  Board  of  Orthopaedic  Surgery 
♦Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


F.  Leon  Ware,  MD 
Dan  R.  Sutherland,  MD 
John  B.  Gunn,  MD 


Richard  A.  Shirley,  MD 
R.  Dan  Loyd,  MD 
Huntley  G.  Chapman,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 

ORTHOPEDIC  FOOT  SURGERY  * DALLAS 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin.  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas.  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely.  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines.  MD  Richard  McDonald,  MD 
Diplomates,  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  645-6523 


Physical  Medicine  <&  Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 


Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202.  Dallas.  Texas  75231 
Telephone  214  369-4361 


P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 
Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 


ANGELO  L.  OTERO,  MD.  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy. 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Otorhinolaryngology 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour,  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 
817  774-7603 


TMA  Annual  Session 

May  27-31— Dallas 


Plastic  Surgery 


Thomas  D.  Cronin.  MD.  FACS  Laurence  E.  Wolf.  MD.  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen.  MD 
Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin.  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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JOHN  B.  PATTERSON,  MD,  FACS 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 

JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 

Houston,  Texas  77004;  713  524-7545 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD 

David  J.  Katrana,  DDS,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

888  ^?djS?‘  Plaza  Bldg"  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
ol/  JJ5-4752 

INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson.  MD,  FACS 

Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 

Diplomate  of  American  Board  of  Plastic  Surgery 

South  Texas  Surgical  <£  Medical  Center 

4330  Medical  Drive,  Suite  400 

San  Antonio,  Texas  78229;  512  696-0031 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 

Aesthetic  Surgery — Burns 

N.  BERKELEY  POWELL,  JR,  MD 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1001  W.  Hosedale,  Fort  Worth,  Texas  76104;  336-0446 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 

Houston,  Texas  77027;  713  960-9422 

PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 

JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 

Telephone  214  826-1000 

WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

MEDICAL  CENTER  PLASTIC  <S  RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 

Telephone  713  790-6370 

JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

11V  5criarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 

713  775-5454 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

Confidential  counseling  is  available  from 
TMA  Physician  Health  & Rehabilitation 

Hotline— 512  477-5575 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 

. . . Another  service  of  your  association 
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Psychiatry 


Radiology 


Jerry  M.  Lewis,  MD 

Carol  A.  Lewis,  MD 

Doyle  I.  Carson,  MD 

Mark  P.  Unterberg,  MD 

Keith  H.  Johansen,  MD 

John  G.  Looney,  MD 

Howard  M.  Burkett.  MD 

Kathleen  B.  Erdman,  MD 

lames  K.  Peden,  MD 

Don  C.  Payne,  MD 

Charles  G.  Markward,  MD 

Mark  J.  Blotcky,  MD 

Byron  L.  Howard,  MD 

Judith  H.  Cook,  MD 

Roy  H.  Fanoni  MD 

Practice  limited  to 

PSYCHIATRY 

L.  Dwight  Holden,  MD 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric 

Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega.  MD 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr.  MD.  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 


8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


Harris  M.  Hauser,  MD,  FACP 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway.  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


BARRY  M.  BROWN.  MD 

Diplomate,  American  Board  of  Psychiatry  and  Neurology  (Psychiatry) 

Broad  Spectrum  Treatment  of  Depression, 

Phobias  and  Marital  Problems 

902  Frostwood,  Suite  187A,  Houston,  Texas  77024;  713-461-6160 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626.  Fort  Worth,  Texas  761U4;  332-7878 


HECTOR  O.  YANES,  MD.  PA.  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza.  800  Eighth  Ave., 

Fort  Worth,  Texas  76104;  332-1947 


ROBERT  E.  HAZLEWOOD.  MD  RICHARD  E.  WOOD,  MD 

_ ROBERT  E.  RAWITSCHER,  MD 

Psychiatry  THOMAS  P.  MEYERS,  MD 

Appointment  by  Physician  Referral  Cardiac.  Thoracic  and  Vascular  Surgery 

Medical  Science  Psychiatric  Center  Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

711  West  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-9286  Suite  404.  Dallas.  Texas  75246;  214  827-3890 

Hours  By  Appointment 

GONZALO  A.  AILLON,  MD  ““ 

Psychiatry-Bilingual  DONALD  L.  PAULSON,  MD,  FACS 

Thoracic  Surgery 

3400  Wheatland  Road,  Suite  35 

Dallas,  Texas  75211;  214  296-6241  653  Wadley  Tower,  Dallas.  Texas;  824-3660 


Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


BERNARD  R.  JACK,  MD,  PA.  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


TMA  Memorial  Library 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf.  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


ROBERT  J.  MURCHISON,  MD 

Diplomate  American  Board  of  Urology 


204  Professional  Arts  Building,  1650  West  Magnolia, 
Fort  Worth,  Texas  76104;  817  921-5131 


rvii  i /k 

REMBIUMTION 

INSlIfUTE 


Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 

★ Spinal  Cord  Injury  Service 
George  W.  Wharton,  MD,  Director 

★ Stroke/Head  Injury  Service 
James  L.  Ough,  MD,  Director 

★ Arthritis  Program 

Earl  C.  Smith,  MD,  Director 

★ The  Foot  Clinic 

Donald  M.  Mauldin,  MD,  Director 


TMA  NEWS  HOTLINE 

Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


. . . Another  service  of  your  association 


Other  services  available  are: 

Amputee  and  Problem  Fracture  Service 
Hand  Rehabilitation  Service 
Spinal  Pain  Program 


Referrals:  214  637-0740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  lor  doing  all  types  ol  surgery  in  new  hospital  as  well  as  office 
in  new  ciinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  Wes!  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 

267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice.  Two 
accredited  district  hospitals,  1968  additions.  Excellent  potential  to 
double  present  staff  of  20.  Offices  available.  Great  rural  place  to  raise 
family.  Water  recreation,  hunting.  75  miles  west  of  Houston.  Steve 
Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713-245-6383. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development,  family 
therapy,  genetic  and  matabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
linguistic  anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 
clinical  programs  New  60-bed  inpatient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends 
range  from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits. 
Contact  the  Director  of  Residency  Training,  Austin  State  Hospital,  4110 
Guadalupe,  Austin,  Texas  78751. 


PHYSICIAN  WANTED — family  or  general  practice  for  small  community, 
population  16,000.  Mineola,  Texas.  88  miles  east  of  Dallas,  30  miles 
north  of  Tyler.  Medicare  and  Blue  Cross  approved.  45-bed  hospital. 
Two  MDs,  3 DOs  in  practice.  Office  and  lake  house  available.  12 
months  free  rent.  The  Woodlands  Hospital,  320  Greenville  Avenue, 
Mineola,  Texas  75773 


NEAR  DALLAS — TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas  Many  carpool,  others  live  in  or  around  Terrell,  pop. 
14,000,  located  approximately  30  minutes  from  downtown  Dallas.  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700, 
plus  $1000  for  board  certified.  Personnel  Office,  Terrell  State  Hospital, 
P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/affirmative 
action  employer 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


BOARD  ELIGIBLE  FAMILY  PRACTITIONER— GEORGETOWN.  TEXAS. 
Established  family  practice  clinic  with  seven  board  certified  family 
practitioners  in  new  facility  adjacent  to  new  sixty  bed  hospital  serving 
population  area  of  approximately  40,000  and  thirty  minutes  from  Austin. 
Send  CV  to  Lois  Glass,  Georgetown  Medical  Center,  2100  Scenic  Drive, 
Georgetown,  Texas  78626. 


ROLLING  PINE  HILLS— Garden  city  of  75,000.  Thriving  recreations, 
cultural,  business  and  medical  center  of  northeast  Texas.  Nine-man 
group.  Four  GP/FPs,  3 internists,  2 surgeons.  Replace  retiring  GP.  No 
OB  or  major  surgery.  Full  shareholder  after  on  year.  Contact  Drs.  Ken 
Cushman  or  Bill  Scroggins,  Medical  & Surgical  Clinic,  PA,  1100  South 
Beckham,  Tyler,  Texas  75701. 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


LOCUM  TENENS  WANTED  for  solo,  private,  general  practice  in  Ballin- 
ger, Texas  for  the  month  of  June  1981.  James  A,  Griswold,  MD, 
P.O.  Box  470,  Ballinger,  Texas  76821;  915-365-2545. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person. 
State  benefits.  Merit  System  position.  Equal  opportunity  employer. 
Contact  C R.  Allen,  Jr.,  MD,  1100  West  49th  Street,  Austin,  Texas  78756; 
512-458-7668. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  otlice  facilities  with  clinical  labora- 
tory  and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  ilUi 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  range 
from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits  tor 
full  information  write  to:  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


PSYCHIATRIST — Large  CMHC  has  a position  available  for  a board 
certified  or  board  eligible  psychiatrist  interested  in  providing  services 
to  adults  in  an  urban  community  setting.  A competitive  salary  and 
excellent  fringe  benefit  package  is  offered.  Please  forward  vita  to: 
Personnel  Director,  Dallas  County  MH/MR  Center,  102  Stemmons  Tower 
North,  2710  Stemmons  Freeway,  Dallas,  Texas  75207.  An  equal  oppor- 
tunity employer.  

WANTED:  FAMILY  PRACTITIONER,  1960  area.  Telephone  number  713 
467-7400. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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MEDICAL  DIRECTOR — Large  CMHC  is  seeking  a psychiatrist  to  co- 
ordinate and  direct  its  clinical  services  within  Dallas  County,  Texas. 
An  extensive  and  successful  background  in  both  the  clinical  and  ad- 
ministrative aspects  of  a community  mental  health  services  organiza- 
tion is  required,  preferably  in  an  urban  setting.  This  is  a key  position 
in  a forward-looking  health  services  organization.  Individuals  who  are 
interested  in  and  qualified  for  this  job  are  invited  to  forward  their 
vita  to:  Executive  Director,  Dallas  County  Mental  Retardation  Center, 
1200  Stemmons  Tower  North,  2710  Stemmons  Freeway,  Dallas,  Texas 
75207.  An  equal  opportunity  employer. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


WANTED  FAMILY  PRACTITIONER — Dallas,  Texas.  Spanish  speaking 
willing  to  do  routine  OB  and  pediatrics.  Busy  obstetrician  with  90% 
Spanish  speaking  practice  will  refer  newborns  and  overload.  Office 
will  be  shared.  Contact  A.  Zevallos,  MD,  6011  Harry  Hines  Blvd.,  Dal- 
las, Texas  75235;  telephone  214  630-2892. 


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice, 
locum  tenens,  or  group  practice.  R.  Hudspeth,  Executive  Director,  803 
W.  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 


NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1,  1981.  Must  be  board  certified/eligible 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment. 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Road 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


EMERGENCY  PHYSICIAN — HOUSTON;  to  fill  group  of  three.  Light  but 
growing  load,  excellent  back-up.  Fee-for-service,  excellent  remunera- 
tion, Call  collect  or  write  Leo  H.  Criep,  MD,  Director  of  Emergency 
Services,  Sam  Houston  Memorial  Hospital,  1624  Pech,  Houston,  Texas 
77055;  713  932-5660. 


TEXAS — WACO:  Full-time  career  emergency  physician  to  round  out 
four  man  group  in  moderate  volume  ED  in  200  bed  full  service  hospital 
Excellent  and  comprehensive  backup  Affiliated  with  Baylor  College  of 
Medicine  Family  Practice  Residency-faculty  appointment.  Teaching 
and  EMS  interests  required.  Prefer  residency  trained  or  board  eligible. 
Excellent  schools,  city  lifestyle  and  shopping  in  progressive  city  of 
100,000  in  good  hunting  and  recreation  area  of  Central  Texas.  Write 
Geoffrey  Coates,  MD,  McLennan  County  Medical  Education  and  Re- 
search Foundation,  P.O.  Box  3276,  Waco,  Texas  76707  or  call  collect 
817  754-2471. 


PEDIATRICIAN  WANTED,  board  eligible  or  certified,  to  join  two  other 
pediatricians  in  a ten  man  multispecialty  group.  Guaranteed  salary  to 
start  with  early  partnership.  Houston,  Texas.  Please  reply  to  Ad-193, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PARTNER  NEEDED  BY  TEXAS  FP — Young  FP  with  growing  practice 
needs  partner.  Attractive  location,  south  of  Austin.  Modern  hospital 
near  office.  Excellent  family  area  Complete  financial  participation. 
Send  CV  in  confidence  to  Ad-190,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OB/GYN — HOUSTON,  TEXAS.  Modern  office  space  adjacent  to  80  bed 
hospital.  Referral  base  is  established.  Hospital  will  provide  a complete 
financial  incentive  package  to  insure  a successful  practice  Contact 
Administrator,  Ad-191,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  Aus- 
tin, Texas  78701. 


A LIMITED  NUMBER  OF  PL-3  positions  are  open  effective  July  1,  1981, 
in  the  Department  of  Pediatrics.  Training  facilities  include  a well- 
developed  ambulatory  clinic  and  a modern  medical  school  affiliated 
hospital  adjacent  to  the  Health  Sciences  Center.  In-patient  care  is 
provided  by  a 28  bed  pediatric  unit,  6 bed  pediatric  intensive  care  unit, 
28  bed  neonatal  intensive  care  unit  and  25  bed  normal  newborn  nur- 
sery. Subspecialties  represented  by  the  faculty  include:  allergy,  am- 
bulatory care,  cardiology,  endocrinology,  hematology/oncology,  im- 
munology, infectious  diseases,  neonatoloy  and  virology.  Up  to  six 
months  of  the  PL-3  year  may  be  spent  on  approved  electives  in  these 
areas  or  through  agreements  with  other  clinical  departments  wi+hin 
the  center.  For  further  information  please  contact:  S.  K.  Varma  MD 
Associate  Chairperson,  Department  of  Pediatrics.  Texas  Tech  Univer- 
Heahh  Sciences  Center,  Lubbock,  Te-as  79430;  telephone  806  743- 
2o/z.  rTUHSC  is  an  equal  opportunity/affirmative  action  employer. 


A SMALL  NUMBER  OF  PI  -1  POSITIONS  will  be  available  in  the  De- 
partmen,  of  Pediatrics,  effective  7-1-81.  Training  facilities  include  a 
well-developed  ambulatory  care  clinic  and  a modern  medical  school- 
affiliated  hospital  adjacent  to  the  Health  Sciences  Center.  The  resi- 
dency program  offers  diverse  clinical  material  to  challenge  and  instruct 
the  trainee.  During  the  PL-1  year,  residents  are  responsible  for  primarv 
patient  care  under  close  supervision  of  faculty  and  senior  house  staff 
with  block  rotations  of  four  months  each  in  the  ambulatory  care  clinic, 
pediatric  in-patient  unit  and  nursery.  The  remainder  of  the  year  is 
allotted  to  elective  time,  with  all  major  pediatric  subspecialties  repre- 
sented bv  the  faculty.  For  further  information,  pl°a=e  contact  S.  K. 
Varma  MD,  Associate  Chairperson,  Department  of  Pediatrics  Te'-a= 
Tech  University  Health  Sciences  Center,  Lubbock,  Texas  79430;  tele- 
phone 806  743-2322.  TTUHSC  is  an  equal  opportunities/affirmative 
action  employer. 


WELL  TRAINED  FAMILY  PRACTITIONER  OR  INTERNIST  needed  to  join 
staff  of  a family  medical  center  in  Garland,  Texas.  Excellent  oppor- 
tunity for  professional  and  economic  growth.  Respond  with  CV  to  Susan 
Masterson,  Emergency  Medical  Services  Associates,  Inc  8200  W Sun. 
rise  Blvd.,  Building  C,  Plantation,  Florida  33322,  or  phone  305  472-6922 


TEXAS,  DALLAS  AND  TEMPLE.  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  case,  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  load  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  with  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  collect  for 
further  information. 


TEMPLE,  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  qualified  family  practice  physicians.  Please  call  Dr. 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


A NEW  KIND  OF  OPPORTUNITY  FOR  PHYSICIANS — Ambulatory  emer- 
gency clinics  in  Houston,  Texas.  Career,  short  term  and  part  time 
openings  with  new  network  of  MediClinics.  Clinic  director,  full  time 
physicians  and  locum  tenens  needed.  Opportunities  for  residents,  too. 
Flexible  scheduling.  Salary  open.  Malpractice  insurance  provided. 
Please  send  CV  to  Mr.  Robert  Kinkade,  Robert  Kinkade  & Company, 
520  S.  Post  Oak,  Suite  190,  Houston,  Texas  77027,  or  call  713  961-3131. 


TWO  POSITIONS— UNIT  DIRECTOR  AND  STAFF  PSYCHIATRIST.  MD 
or  DO  licensed  to  practice  in  Texas.  $47,000-$51 ,000  DOE,  plus  excellent 
fringe  benefit  package,  including  liability  coverage.  Austin  is  a pro- 
gressive city,  State  capital,  located  in  the  beautiful  Texas  lake  and  hill 
country.  Please  submit  resume  including  at  least  three  references  to: 
Personnel  Director,  Dept.  C.,  Austin  State  Hospital,  4110  Guadalupe, 
Austin,  Texas  78751. 


SOUTH  TEXAS — SOUTH  PADRE  ISLAND.  Flourishing  general  practice, 
fully  equipped  2400  sq.  ft.  office.  Work  35  hours  a week.  $150,000. 
gross.  No  nights,  no  weekends,  no  office  surgery,  no  hospital  rounds 
unless  you  wish  to  do  any,  or  all  of  the  above.  Box  1544,  Port  Isabel 
Texas  78578;  512  943-1335. 


FAMILY  PRACTITIONER  AND  INTERNIST  WANTED  for  rapidly  growing 
multi-specialty  group  in  Austin,  Texas.  The  group  provides  care  to 
prepaid  and  fee-for-service  patients.  Board  certification  and  some 
practice  experience  preferred.  Positions  are  available  immediately.  Call 
Executive  Administrator  at  512  452-2244  or  send  CV  to  Medical  Director, 
Austin  Regional  Clinic,  1301  West  38th  Street,  Suite  500,  Austin,  Texas 
78705. 


OPHTHALMOLOGIST  WANTED  to  join  two  board  certified  ophthalmolo- 
gists in  busy  practice  near  Houston.  Excellent  opportunity  and  po- 
tential. Sunbelt  advantages,  great  family  area,  position  available 
immediately.  Call  713  756-1141. 


FAMILY  PRACTICE  in  Houston's  industrial  East  End;  long  established 
incorporated  group  paying  salary  plus  profit  sharing  and  pension  plan, 
automobile,  medical,  hospitalization  and  disability  insurance;  Spanish 
speaking  ability  and  interest  in  pediatrics  desired;  OB,  major  surgery 
optional.  40  hour  week,  paid  vacation  and  meeting  time.  Call  713 
225-0463  collect  for  interview. 


THE  CITY  OF  CORPUS  CHRISTI,  TEXAS  is  seeking  qualified  applicants 
for  the  position  of  city  physician.  Requires  MD  degree  and  license  to 
practice  in  Texas,  or  ability  to  obtain  license  in  Texas.  Board  certifica- 
tion in  preventive  medicine  (occupational  health)  or  board  eligible,  or 
any  equivalent  combination  of  training  or  experience.  Program  is  part 
of  a large  city  public  health  department  practice.  Salary  competitive 
and  negotiable  depending  on  qualifications  and  experience.  For  con- 
fidential consideration,  send  resume  to:  C.M.G.  Buttery,  MD,  MPH, 
Corpus  Christi,  Nueces  County  Health  Department,  P.O.  Box  9727, 
Corpus  Christi,  Texas  78408. 


CARDIOLOGIST-ASSOCIATE  FOR  BUSY  CARDIOLOGIST  in  a 14  doctor 
IM  referral  practice;  expertise  in  invasive  and  non-invasive  procedures 
needed;  hospital  and  office  based  with  new  Cath.  Lab.;  attractive 
financial  benefits.  Send  CV  or  call  Garner  Klein,  MD,  Valley  Diagnostic 
Clinic,  2121  Pease  Street,  Suite  1A,  Harlingen,  Texas  78550;  512  425-7200. 


NEEDED  FAMILY  PRACTICE  PHYSICIAN— solo  or  associate,  office 
space  available.  Only  one  physician  practicing.  Modern  hospital;  rural 
community;  population  outreach  6,000.  150  miles  between  Houston  and 
Dallas.  For  more  information  call  or  write  Community  Memorial  Hos- 
pital, P.O.  Box  486,  Grapeland,  Texas  75844,  Marilyn  Jordan,  Adminis- 
trator; 713  687-4611. 


GYNECOLOGIST — Exceptional  opportunity  for  gynecologist  to  partici- 
pate in  an  established  abortion  program  in  Dallas  or  Houston.  Limited 
hours,  guaranteed  income.  Send  CV  to  Ad-201,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


Situations  Wanted 


AMERICAN  BOARD  GENERAL  SURGEON  with  over  twelve  years  ex- 
perience in  (occupational)  industrial  medicine  with  outstanding  com- 
puter company.  Desires  location  in  Central  Texas  area.  Clinical  in- 
volvement welcome.  Licensed  in  Texas.  Please  reply  to  Ad-189,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST — 29,  board  eligible,  desires  solo  practice  or  partnership 
from  July  1981.  Great  deal  of  experience  in  critical  care  medicine  and 
medical  emergency  room.  Please  contact  Arvind  Mehta,  MD,  39-33, 
57th  Street,  Apt.  3E,  Woodside,  New  York  11377;  telephone  212  424-6237 
after  5:30  pm,  or  212  579-5000  page. 


PATHOLOGIST,  BOARD  CERTIFIED  in  anatomic  and  clinical  pathology, 
fellowship  in  pediatric  pathology  and  electron  microscopy,  master's 
degree  in  microbiology  seeks  opportunity  (full  or  part-time)  with  health 
care  institution  or  professional  group.  Contact  Evelyn  T.  Diehl.  MD  1920 
Cheremoya  Ave  , Los  Angeles,  California  90068,  213  226-3011  (work) 
or  213  469-8498  (home).  Available  July  1,  1981. 
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OB/GYN — 35,  finishing  prestigious  residency  training  June  1981,  Wide 
experience,  seeks  solo,  group  or  partnership  practice  in  metro  area. 
Rasik  Nagda,  MD,  7456  Washington  Avenue,  Forest  Park,  Illinois  60130; 
312  366-4554. 


BOARD  ELIGIBLE,  INTERNAL  MEDICINE.  Available  from  July  1,  1981. 
Seekmq  practice  in  Dallas  and  its  vicinity.  Seek  group,  solo,  partner- 
ship or  hospital  based  practice.  Reply  to  Ad-186,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd. , Austin,  Texas  78701. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST,  44,  BOARD  CERTIFIED,  seeks  relocation.  Prefer  Central 
Texas.  Diagnosis,  limited  specials,  limited  diagnostic  imaging.  Contact 
Radiologist,  226  Blue  Castle,  Houston,  Texas  77015;  telephone  713  455- 
5492. 


BOARD  ELIGIBLE  INTERNIST  with  four  years  experience  in  England 
and  wife  is  university  trained  board  eligible  anesthesiologist  wants  to 
relocate  in  Texas.  Prefers  large  or  mid-size  town  or  within  easy  reach 
of  a large  town.  Both  available  from  July.  Expecting  to  be  licensed  in 
Texas  by  May  '81.  H.  K.  Arunkumar,  MD,  1539  E.  Monument,  Baltimore, 
Maryland  21205. 


INTERNIST — 29,  board  eligible.  Desires  relocation  in  close  proximity 
of  Dallas-Fort  Worth  area,  Houston  or  San  Antonio.  Solo,  association 
or  clinic  practice  situation  desired.  Available  immediately.  Contact 
Prabhu,  MD,  21470  Dequindre,  #103,  Warren,  Michigan  48091;  313 
757-3727. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


ALLERGIST  31,  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clinic  practice 
situation.  Medium  to  large  communities  preferred.  Available  July  1981. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


LOCUM  TENENS,  COMPHEALTH — Our  medical  group  can  place  a 
well-qualified  physician  in  your  practice  during  your  absence.  For 
more  information  call  or  write:  Comprehensive  Health  Systems,  Inc., 
175  West  2nd  South,  Suite  2003,  Salt  Lake  City,  Utah  84101;  801  532-1200. 


ORTHOPEDIC  SURGEON — Currently  in  private  practice  in  New  Or- 
leans. Relocating  to  Houston  later  this  year.  Looking  for  office  space 
in  a Houston  Medical  Building  (will  lease,  or  willing  to  share  with 
another  physician).  Please  reply  to  Ad-199,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


38  YEAR  OLD,  AMERICAN  TRAINED  ANESTHESIOLOGIST,  with  ex- 
perience also  in  emergency  medicine  and  respiratory  and  intensive 
care.  Prefer  solo  practice  in  smaller  hospital  with  growth  potential 
or  in  out-patient  surgery,  but  will  consider  all  opportunities,  including 
locum  tenens.  Contact  Ronald  White,  MD,  P.O.  Box  1503,  Dumas, 
Texas  79029. 


For  Sale  or  For  Rent 


HOUSTON— Well  established  and  lucrative  three  year  practice  of  in- 
ternal medicine.  Urban,  minority,  central  and  within  minutes  of  major 
medical  center.  1,250  square  feet  with  x-ray  and  lab.  Retiring  physician. 
Terms  negotiable.  Please  reply  to  PGY,  P.O.  Box  79496,  Memorial  Park 
Station,  Houston,  Texas  77024. 


DALLAS  SUBURBS— NEW  BOOMING  TOWN.  15  minutes  from  Dallas 
(The  Colony,  Texas).  Three  exam  rooms,  newly  modeled,  ample  free 
parking,  in  unique  shopping  square.  Only  one  FP  in  10.000  population. 
Lease  ($1,080  per  month  for  three  years)  or  Sale  ($16,000)  term  negoti- 
able. Call  collect  Dr.  Shin  214  963-7841. 


CORPUS  CHRISTI,  TEXAS— OPHTHALMOLOGICAL  practice  and  equip- 
ment for  sale.  Retiring  due  to  age  and  health.  Located  in  medical 
complex,  a lew  blocks  from  both  major  hospitals.  Rex  C.  House,  MD, 
62  Rock  Creek,  Corpus  Christi,  Texas  78412;  512  883-9532  or  512 
992-0627. 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214 
867-6500. 


HOUSTON,  TEXAS— FOR  SALE  OR  RENT.  Well  established,  30  years 
family  practice,  bariatrics.  Terms  negotiable.  Approximately  $130,000 
gross.  Office  completely  furnished  and  equipped  with  x-ray,  EKG,  and 
lab  Retiring,  will  introduce.  For  information  call  713  926-6500  or  713 
663-6529. 


MEDICAL  CLINIC  FOR  SALE— Outpatient  care  in  northwest  Houston. 
Gross  over  $100,000.  Attractive  location.  Good  terms  for  young  phy- 
sician. (Serious  inquiries  only).  Contact  713  861-7942. 


INGLESIDE,  TEXAS— FOR  RENT.  Fully  equipped  new  office.  Take  over 
established  practice.  Contact  H.  D.  Rittiman,  MD,  P.O.  Box  969,  Ingle- 
side,  Texas  78362;  telephone  512  776-7114  or  512  776-3283. 


MEDICAL  OFFICE  SPACE  IN  NORTH  DALLAS— A "gold  mine"  oppor- 
tunity! Assume  lease,  3800  sq.  ft.  space.  Ideal  office  for  group  or 
partnership  practice.  Watch  your  practice  grow  at  an  alarming  rate 
in  this  progressive  and  rapidly  growing  community.  Full  details  fur- 
nished upon  request.  Don't  delay,  inquire  now!  Please  reply  to  Ad-198, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST  RETIRING:  Office  equipment  and  furniture  for  sale  Office 
lease  in  clinic  available.  Located  in  rapidly  expanding  area  of  60,000 
plus  population.  For  informaiton  telephone  214  465-4570  between  9 am 
and  1 pm. 

DECORATOR-DESIGNED  DENTAL  suites  available.  Red  oak  Professional 
Clinic,  located  in  the  FM  1960  area.  Near  Houston's  Northwest  Medical 
Center  Hospital.  Write  or  call  for  additional  information.  Berry  Property 
Management,  Inc.,  1770  Saint  James  Place,  Suite  204,  Houston,  Texas 
77056;  713  960-1261. 


COMPLETE  OFFICE  EQUIPMENT  used  for  one  year.  Suited  lor  family 
practice,  internal  medicine  or  minor  emergency  center.  Full  lab  and 
x-ray,  Ritter  table,  3 Hamilton  exam  tables,  copy  machine,  file  cabinets, 
wide  range  of  surgical  instruments,  2 EKG  machines,  plus  items  too 
numerous  to  list.  Family  practitioner  must  sell;  now  in  OB/GYN  train- 
ing. For  list  and  information  call  512  643-8690  or  512  625-4488. 


EXCELLENT  MEDICAL  OFFICE  FACILITY.  Modern  one-story  contain- 
ing 5600  square  feet  of  floor  space.  Plan  consists  of  8 examining  rooms, 
3 private  offices,  x-ray  room,  laboratory,  record  and  business  office, 
spacious  waiting  room.  Central  heating  and  cooling.  Patient  parking 
facility  accommodates  28  cars.  Central  location.  Near  Texoma  Medical 
Center.  Retired  doctor  offers  flexible  terms.  For  more  information  call 
Jack  Smart,  Realtor,  214  465-1345,  Denison,  Texas. 


NEW  MEDICAL  BUILDING  in  Houston's  last  growing  FM  1960  area. 
Offers  excellent  location  for  starting  practice.  Next  to  two  schools  and 
high  traffic  street.  Suites  are  ready  to  move  in.  No  improvement  cost 
to  tenant  Write  or  call  for  additional  information.  Berry  Property  Man- 
agement, Inc.,  1770  Saint  James  Place,  Suite  204,  Houston,  Texas  77056; 
713  960-1261. 


FOR  SALE:  THYROTEK  II.  Less  than  one  years  use.  Call  713  526-2295. 


SOLO  FP  OFFICE/PRACTICE  (across  street  from  hospital)  in  Llano  for 
sale  or  lease.  Fully  equipped,  supplied  and  operating.  Good  schools, 
hunting,  fishing,  recreation.  75  miles  west  of  Austin.  Contact  H.  E. 
Dayton,  MD,  915  247-4101  day  or  512  341-4499  night. 


Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 

volving  diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  comouter  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  rr'adabK  Nearly  $*  million  under  management.  Replv  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


HANDICAPPED  PHYSICIANS— I am  a multiply-handicapped  doctor  in- 
terested in  contacting  other  handicapped  physicians  in  order  to  obtain 
some  approximation  of  the  size  ana  characteristics  of  this  population 
in  the  US  and  Canada.  There  is  currently  no  organization  to  provide 
statistical  data  on  the  career  patterns  of  such  individuals  or  to  what 
extent  various  handicaps  affect  the  physician's  ability  to  remain  in 
active  practice.  Should  any  physician  become  handicapped,  such  in- 
formation would  be  of  utmost  value  in  determining  the  feasibility  of 
remaining  in  any  chosen  field  and  would  also  provide  some  indication 
of  the  career  opportunities  available  to  this  unique  population.  All 
physicians,  active  or  inactive,  with  any  type  of  physical  handicap 
are  asked  to  contact  F Zondlo,  MD,  St.  Paul-Ramsey  Medical  Education 
and  Research  Foundation,  640  Jackson  Street,  St.  Paul,  Minnesota 
55101. 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G.  Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767  telephone  512  4716-7163. 


WANTED:  OFFICE  SPACE  in  a Houston  medical  building.  Orthopedic 
surgeon  relocating  to  Houston;  prefers  to  share  space  in  already  estab- 
lished office.  Please  reply  to  Ad-200,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 
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$$$$$$$$$$$$$$$$$$$$$$$$$$$$$’ 

SAVE  $100  to  $1,000 

on  any  car  of  your  choice 
from  the  dealer  of  your  choice. 

Contact:  Henry  Moore 
Suite  209,  TSTA  Bldg., 

316  West  12th  St. 

Austin,  Texas  78701 
For  a 28  second  recorded  message 

CALL1  A/ C 51 2-476— SAVE 
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PHYSICIANS 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  the  following  individuals  to  fill 
positions  in  our  donor  centers  located  in: 

San  Antonio 

Full  and  Part-Time  Physicians 

Houston 

Part-Time  Physician 

Responsibilities  will  include  performing  physicals  in 
conjunction  with  donor  screening  and  evaluation 
The  part-time  position  would  provide  support  when 
regular  Staff  Physicians  are  on  vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  Physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis 

We  offer  excellent  working  environment  and  a highly 
competitive  salary.  For  further  information,  please 
send  curriculum  vitae  to  the  donor  center  of  your 


choice: 


Alpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 

Mike  Ingram  Curtis  Doyle 

302  S.  Flores  St.  1520  Capitol 

San  Antonio,  TX  78204  Houston,  TX  77002 

(512)  224-1749  (713)  225-9177 

Equal  Opportunity  Employer 


We've  Come  a — 
Long  Way,  Doctor 


Emergency  medicine  has  come  a long 
way  from  the  days  of  rotating  cover- 
age by  house  staff.  And  the  process  of 
matching  the  right  ED  doctor  with  the 
right  ED  opportunity  has  come  a long 
way  too. 

We  know.  We're  the  nation's  lead- 
ing emergency  medicine  consulting/ 
placement  firm.  We've  come  a long 
way,  helping  hundreds  of  doctors 
find  the  right  spot  for  them . Call 
us  in  confidence — without  cost, 
without  obligation. 

We'll  go  a long  way  together. 


M 

W 


Medical  Search  Consultants,  Inc. 

333  North  Belt,  seventh  floor 
P.O.  Box  4448 
Houston,  Texas  77210 
800/231-0224 
713/999-6800  (Texas) 
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GENERAL/FAMILY  PRACTITIONERS 

ENJOY  RURAL  LIVING  AT  ITS  FINEST 

Our  management  company  has  both  owned  and  man- 
aged hospitals  that  offer: 

Private  practice  opportunities 
Group  practice  opportunities 
Guarantees 

Travel  and  relocation  expenses 
Well  equipped  facilities 
Locations  in  Texas 


Please  send  your  curriculum  vitae  or  call  collect: 
William  R.  Miller,  713-367-5255 


Contemporary  Health  Management,  Inc. 

2202  Timberloch  Place 
Suite  107 

The  Woodlands,  Texas  77380 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  H.  McBride 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association,  P.A.  (NCTIPA).  has 
positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful  HMOs  in 
Arizona,  California,  Florida,  and  Washington,  and  which  has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 
aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 
“Big  D,”  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 


♦ SU-TON"  ♦ ♦TW1N-K-CI 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

(lodochlorhydroxyquin  — Pramoxine  HCI—  Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  CA  ounce), 
one  strength  for  ease  of  prescription. 

•This  drug  has  been  evaluated  as  possibly  effective  for  these  indications 
See  prescribing  information  on  last  page  of  this  advertisement. 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 

Each  45  ml  (3  tablespoonfuls)  contains: 


Pentylenetetrazol 30  m 

Niacin 50  m 

Vitamin  B-1 10  m 

Vitamin  B-2.  5 m 

Vitamin  B-6 1m 

Vitamin  B 19 3 me 

Choline 100  m 

Inositol 50  m 

Manganese  (as  Manganese  Sulfate) 1 m 

Magnesium  (as  Magnesium  Sulfate) 2 m 

Zinc  (as  Zinc  Sulfate) 1 m 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 22  m 

Alcohol 185 


See  prescribing  information  on  last  page  of  this  advertisement. 


For  Potassium  Supplementation 
Improved  Compliance ♦ ♦ . 


In  Cases  with 


Chloride  Deficiency... 

TWIN-K-CI 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement  with 
chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 

See  prescribing  information  on  last  page  of  this  advertisement. 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
gluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution. 

The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 


1 Beeson-Mc Dermott,  Textbook  of  Medicine,  15th  Ed.  1979,  W.B  Saunders  Co., 
Philadelphia,  page  1959. 


DESCRIPTION 


F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory,  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  drug  contains  the  following  active  ingredients; 

lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride  0.5% 

Hydrocortisone  1 0% 

INDICATIONS  AND  USAGE 


Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows;  "Possibly"  effec- 
tive; Contact  or  atopic  dermatitis;  impetigimzed  eczema,- 
nummular  eczema,  infantile  eczema;  endogenous  chronic 
infectious  dermatitis;  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata,- 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chronicus;  anogenital  pruritus  (vulvae,  scroti,  ani),  folliculitis; 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis);  moniliasis,  intertrigo.  Final 
classification  of  the  less-than-effective  indications  requires 
further  investigation.  


Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine”  type  local  anesthetics. 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds;  lesions  of  the  eye,  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia  and 
varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used. 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy.  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids.  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy 
PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests. 
The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings; 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur. 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily. 

1 . F-E-P  Creme  is  distributed  with  3.0%  lodochlorhydroxyquin 
for  use  when  antibacterial/antifungal  activity  is  desired 
g.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED 

F-E-P  Creme  % ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  bounce  (15  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription. 
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SU-TON® 

DESCRIPTION 

Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients; 


Pentylenetetrazol  30  mg 

Niacin  50  mg 

Vitamin  B-1  10  mg 

Vitamin  B-2 5 mg 

Vitamin  B-6  1 m3 

Vitamin  B-12.  3 meg 

Choline.  100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble).  22  mg 

Alcohol 18% 

INDICATIONS  AND  USAGE 


SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present.  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion.  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease.  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli.  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis.  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessrve  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia.  Treatment 
consists  of  appropriate  supportive  measures  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

IntensNe  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals.  This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription 
February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  isa  palatable 
form  of  oral  potassium  replacement.  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted.  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3.8-50  mEq/liter.  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patients 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities;  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves. 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort. 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia. 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result.  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes.  Treatment  measures  include; 

1 . Elimination  of  potassium  containing  drugs  or  foods 
2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day.  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  dose 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  (16  fl  oz ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 
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TWIN-K-CI™ 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  in  a sorbital 
and  saccharin  solution. 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other. 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3.8-5.0  mEq/liter.  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessNe  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration. 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known.  Checks  on  the  patient's  clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made. 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities;  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia.  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result.  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes; 

Treatment  measures  include; 

1 Elimination  of  potassium  containing  drugs  or  foods. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions.  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day.  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


MAY 

Anesthesiology 

May  3-6,  1981 

1 981  Latin  American  Symposium  on  Recent  Advances  in  Anesthe- 
siology (Taught  entirely  in  Spanish)  Marriott  Hotel,  San  Antonio. 

Fee  $350.  Category  1 , AMA  Physician's  Recognition  Award;  1 7 
hours.  Contact  Marilyn  Rennels,  Office  of  Continuing  Education, 
UTHSC  at  San  Antonio.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-7291 

Arthritis  & Rheumatism 

May  15-16,  1981 

Update  on  Rheumatology  for  the  Arthritis  Health  Professional.  UT 

Health  Science  Center  at  San  Antonio.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award;  5 hours.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691-6295 

Family  Medicine 

May  21, 1981 

Family  Practice  Preceptorship.  UT  Health  Science  Center  at  San  An- 
tonio Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

May  22-24,  1981 

6th  Annual  Family  Practice  Recertification  Review.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $200.  AAFP,  Prescribed;  Category 
1 , AMA  Physician's  Recognition  Award;  Category  2D,  AOA;  19-23 
hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Educa- 
tion Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  51 2/691  -6295 

General  Medicine 

May  1-2,  1981 

Clinical  Laboratory  Medicine.  UT  Medical  Branch,  Galveston.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Sue 
Moreno,  Office  of  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX  77550 
713/765-2934 

May  9,  1981 

Management  of  a Medical  Practice.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock.  Fee  TBA.  Category  1 , AMA  Physician  s 
Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

May  11-12,  1981 

3rd  Annual  Alcoholism  Conference — Stop,  Look  & Listen.  Lubbock 
Memorial  Civic  Center,  Lubbock.  Fee  $35.  Category  1 , AMA  Physi- 
cian’s Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

May  15-17,  1981 

Dimensions  of  Pain.  Sheraton  Crest  Inn,  Austin.  Fee  $1 20,  Category 
1 , AMA  Physician’s  Recognition  Award;  AAFP;  CEARP;  1 0.5  hours. 
Contact  Marianne  Foley,  CTMF,  1 500  East  Ave,  Austin,  TX 
78701  512/476-6461 


May  21 -22,  1981 

Bunkley  Day  Lectureship.  Scott  & White  Memorial  Hospital,  Temple 
Fee  TBA.  Contact  Susan  Rounsaville,  Research  & Education  Divi- 
sion, Scott  & White  Memorial  Hospital,  2401  S 31  st  Street,  Temple, 

TX  76508  8 1 7/774-2 1 1 1 ext  2364 

May  22-23,  1981 

Vascular  Disease  for  Primary  Care  Physicians.  UT  Medical  Branch, 
Galveston  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Sue  Moreno,  Office  of  Continuing  Medical  Educa- 
tion, 2nd  Floor  Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX 
77550  713/765-2934 

May  29,  1981 

Medical  Jurisprudence  Review  Seminar.  Texas  Tech  University 
Health  Sciences  Center,  Lubbock  Fee  TBA.  Category  1 , AMA  Phy- 
sician's Recognition  Award.  Contact  Rita  Chrane,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  HSC,  Lub- 
bock, TX  79430  806/743-2929 

Internal  Medicine 

May  19-22,  1981 

Update  in  Internal  Medicine.  Zale  Lecture  Hall,  UT  Health  Science 
Center  at  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recogni- 
tion Award.  Contact  Linda  Spino,  PhD,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  214/688-2166 

Ophthalmology 

May  2,  1981 

Ophthalmology  Conference,  The  Veirs  Lecture.  Scott  & White  Me- 
morial Hospital,  Temple.  Fee  TBA.  Contact  Susan  Rounsaville, 
Research  & Education  Division,  Scott  & White  Memorial  Hospital, 
2401  S 31  st  Street,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 

May  7-9,  1981 

Closed  Approach  to  Intraocular  Surgery.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $375.  Category  1 , AMA  Physician's  Recognition 
Award;  14  hours.  Contact  Marilyn  Rennels,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

Orthopedics 

May  7-9,  1981 

The  Multiply  Injured  Adult  with  Complex  Fractures  Zale  Lecture 
Hall,  UT  Health  Science  Center  at  Dallas.  Fee  $250,  physicians; 
$125,  residents.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 6 hours.  Contact  June  Bovill,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

May  13-16,  1981 

2nd  Annual  Seminar  on  Arthroscopic  Surgery  and  Related  Prob- 
lems. Plaza  of  the  Americas  Hotel,  Dallas.  Fee  $400,  physicians; 
$225,  residents.  Category  1 , AMA  Physician’s  Recognition  Award; 

26  hours.  Contact  Linda  Spino,  PhD,  Division  of  Continuing  Educa- 
tion, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Pathology 

May  8,  1981 

6th  Annual  Scott  & White  Speech  Pathology  & Audiology  Con- 
ference. Ponderosa  Motor  Inn,  Temple.  Fee  $25.  Contact  Susan 
Rounsaville,  Research  & Education  Division,  Scott  & White  Memorial 
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Hospital,  2401  S 31  st  Street,  Temple,  TX  76508  817/774-2111  ext 
2364 

May  18-22,  1981 

Non-Gynecologic  Cytopathology.  Dallas  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award;  30  hours  Contact  Adm  Asst,  Edu- 
cational Center  Programs,  American  Society  of  Clinical  Patholo- 
gists, 2100  W Harrison,  Chicago,  IL  60612 

Pediatrics 

May  7-9,  1981 

Recent  Advances  in  Child  Health  Care.  School  of  Allied  Health  Sci- 
ences Auditorium,  UT  Medical  Branch,  Galveston,  Fee  $200, 
Category  1 , AMA  Physician’s  Recognition  Award;  AAP,  PREP,  1 8 
hours.  Contact  Sue  Moreno,  Office  of  Continuing  Medical  Educa- 
tion, 2nd  Floor  Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston  TX 
77550  713/765-2934 

May  16-17,  1981 

18th  Annual  Teaching  Conference:  Problems  in  Pediatric  Gastroen- 
terology. Santa  Rosa  Children's  Hospital,  San  Antonio  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award,  AAFP  Prescribed, 
Category  2D,  AOA;  9 hours.  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Perinatology 

May  21, 1981 

1st  Annual  Perinatal  Symposium  on  Mother  and  Newborn  at  Risk. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $50  AAFP,  Pre- 
scribed; Category  1 , AMA  Physician’s  Recognition  Award,  Category 
2D,  AOA;  8 hours  Contact  Marilyn  Rennels,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

Radiology 

May  14-16,  1981 

Baylor  Annual  Radiology  Conference— 1981.  Adam’s  Mark  Hotel, 
Houston.  Fee  $275.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Margaret  Klug/Lynne  Tiras,  Office  of  Continuing  Ed- 
ucation, Baylor  College  of  Medicine,  Texas  Medical  Center, 

Houston , TX  77030  7 1 3/790-494 1 

JUNE 

Family  Medicine 

June  12-14,  1981 

Allergy  and  Immunology  for  the  Practitioner.  Four  Seasons  Plaza 
Nacional,  San  Antonio.  Fee  TBA,  Category  1 , AMA  Physician's  Rec- 
ognition Award,  AAFP  Prescribed;  Category  2D,  AOA;  1 6 hours. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

General  Medicine 

June  27,  1981 

Refinements  in  the  Management  of  Hypertension.  UT  Health  Sci- 
ence Center  at  San  Antonio  Fee  TBA  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  Prescribed,  Category  2D,  AOA  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 


Internal  Medicine 

June  18-20,  1981 

Review  in  Internal  Medicine.  Cullen  Auditorium,  Baylor  College  of 
Medicine,  Houston,  Fee  TBA,  Category  1 , AMA  Physician's  Recog- 
nition Award,  Contact  Carol  Berman,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Obstetrics  & Gynecology 

June  1 -5,  1981 

8th  Annual  Postgraduate  Course  in  Current  Obstetric  & Gynecologic 
Practice.  La  Mansion  del  Rio,  San  Antonio,  Fee  $475  AAFP;  Cate- 
gory 2D,  AOA;  Category  1 , AMA  Physician’s  Recognition  Award;  38 
hours;  38  Cognates;  ACOG,  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

June  4-6,  1981 

Colposcopy  Workshop.  Zale  Lecture  Hall,  UT  Health  Science  Center 
at  Dallas,  Fee  $300.  Category  1 , AMA  Physician's  Recognition 
Award;  12  hours.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Pediatrics 

June  6-7,  1981 

Pediatric  Review  Course.  Marriott  Hotel,  Astrodome,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award,  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

June  12-13,  1981 

1 5th  Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar.  Hugh  L Moore 
Auditorium,  Children's  Medical  Center,  UTHSC,  Dallas.  Fee  $100 
Category  1 , AMA  Physician's  Recognition  Award;  1 0 hours.  Contact 
Eva  Rydelnik,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

June  18-19,  1981 

Practical  Approaches  to  Nutrition  Support  in  Childhood  Illness.  Hyatt 
Regency,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  1 4 hours.  Contact  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

JULY 

Radiology 

July  6- 17,  1981 

External  Beam  Dosimetry — Principles  and  Calibrations.  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston.  Fee  $550.  Category  1 , 
AMA  Physician's  Recognition  Award.  Contact  Sharon  Thousand,  Di- 
vision of  Continuing  Education,  UTHSC  at  Houston,  Box  20367, 
Houston,  TX  77025  713/792-4671 

July  20-31,  1981 

External  Beam.  Interstitial,  and  Intracavitary  Dosimetry — Manual 
and  Computer  Methods  of  Calculation.  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston.  Fee  $550.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 
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AUGUST 

Radiology 

Aug  3-7,  1981 

Basic  Radiological  Health.  San  Antonio.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

SEPTEMBER 

Obstetrics  & Gynecology 

Sept  18-19,  1981 

Annual  Obstetrics/Gynecology  Seminar.  Lubbock.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity HSC,  Lubbock,  TX  79430  806/743-2929 

OCTOBER 

General  Medicine 

Oct,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Temple  Contact 
Susan  Rounsaville,  Research  and  Education  Division,  Scott  & White 
Memorial  Hospital,  2401  S 31  st  Street,  Temple,  TX  76508 
817/774-2111  ext  2364 

Oct  10,  1981 

Health  Care  Cost  Effectiveness.  Houston.  Contact  Sharon  Thou- 
sand, Division  of  Continuing  Education,  UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Oct  16-17,  1981 

Diabetes  Conference.  Lubbock.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430  806/743-2929 

Oct  23-24,  1981 

Management  of  Surgical  Infections.  Lubbock.  Contact  Rita  Chrane, 
Office  of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Oct  31, 1981 

Computer  Medicine  Conference.  Lubbock.  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Lubbock.  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Radiology 

Oct  2-4,  1981 

Emergency  and  Basic  Interventional  Radiology  for  the  Clinical  Phy- 
sician. Dallas.  Contact  Susan  Wennerbom,  Director,  Division  of 
Postgraduate  Education,  Dept  of  Radiology,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 


TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA's  1 1 4th  Annual  Session  May  27-31 , 1 981 , in  Dallas. 
Most  courses  are  scheduled  to  be  held  in  the  Dallas  Convention 
Center;  others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Mrs  Dale  Willimack,  Director,  Dept  of  Annual  Session  and 
Scientific  Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 
512/477-6704. 

Adolescents’  Medical  Care 

Thursday,  May  28 

Conference  on  School  Health.  8am-4pm,  Parquet  Ballroom  D, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Aerospace  Medicine 

Thursday,  May  28 

Scientific  Program,  Flying  Physicians  Assn,  Texas  Chapter  and 
Texas  Air-Medics  Assn.  9am-5pm,  Room  N21 5,  Dallas  Convention 
Center.  Fee  none  Category  1 , AMA  Physician's  Recognition  Award; 

5 hours. 

Allergy 

Friday,  May  29 

Section  on  Allergy.  8am-4:30pm,  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award, 

6 hours. 

Anesthesiology 

Saturday  & Sunday,  May  30  & 31 

Scientific  Program,  Texas  Society  of  Anesthesiologists.  8am-5pm, 
Room  E409,  Dallas  Convention  Center  (30th);  9am- 12pm,  Regency 
Ballroom  B,  Hyatt  Regency  Hotel  (31  st)  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  1 0 hours. 

Arthritis  & Rheumatism 

Friday,  May  29 

Symposium  on  Rheumatic  Diseases.  2-5pm.  Room  E401 , Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  3 hours 

Saturday,  May  30 

Scientific  Program,  Texas  Rheumatism  Association.  9am-5pm, 
Rooms  E235-236,  Dallas  Convention  Center.  Fee  none.  Category 
1 , AMA  Physician's  Recognition  Award,  6 hours 

Cardiovascular  Disease 

Wednesday,  May  27 

Myocardial  Infarction:  Update  on  Management.  2-5pm,  Rooms 
E402-403,  Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours. 

Thursday,  May  28 

Symposium  on  Cardiovascular  Diseases.  8;30am-5pm,  Rooms 
E402-403,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  6 hours 

Friday,  May  29 

Cardiac  Arrhythmias:  Causes,  Diagnosis  and  Treatment.  2-5pm, 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members; 
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$45,  nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Friday,  May  29 

Seminar  on  Cardiac  Rehabilitation.  2-5pm,  Room  E409,  Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  3 hours. 

Chest  Disease 

Friday,  May  29 

Chronic  Obstructive  Lung  Disease.  9am- 12pm,  2-5pm,  Reunion 
Ballroom  E,  Hyatt  Regency  Hotel  Fee  $60,  AMA  members;  $90. 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  6 
hours. 

Friday,  May  29 

Recognition  and  Management  of  Pulmonary  Embolism.  9am-12pm, 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members; 
$45,  nonmembers.  Category  1 , AMA  Physician’s  Recognition 
Award;  3 hours. 

Dermatology 

Thursday,  May  28 

Office  Dermatology.  9am-12pm,  2-5pm,  Room  E410,  Dallas  Con- 
vention Center.  Fee  $60,  AMA  members;  $90,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours 

Saturday  & Sunday,  May  30  & 31 

Scientific  Program,  Texas  Dermatological  Society.  8am-1 :30pm, 
Rooms  N230-231 . Dallas  Convention  Center  (30th);  9am- 1 2pm, 
Beasley  Auditorium,  Baylor  University  Medical  Center  (31  st),  Dallas. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  8 hours. 

Electrocardiography 

Friday,  May  29 

Basic  Electrocardiology.  9am-12pm,  2-5pm;  Reunion  Ballroom  G, 
Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours 

Saturday,  May  30 

Intermediate  Electrocardiography.  9am- 12pm;  2-5pm,  Regency 
Ballroom  B,  Hyatt  Regency  Hotel  Fee  $60,  AMA  members;  $90, 
nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award;  6 
hours. 

Emergency  Care 

Wednesday,  May  27 

Basic  Cardiac  Life  Support  Course.  6-1 0pm,  Brisbane  A&B,  Hyatt 
Regency  Hotel.  Fee  $40,  TMA  members;  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  4 hours.  Advance 
registration  required. 

Thursday,  May  28 

Basic  Cardiac  Life  Support  Course.  8am- 12pm,  Room  E302,  Dallas 
Convention  Center.  Fee  $40,  TMA  members;  $45,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  4 hours.  Advance 
registration  required. 

Thursday  & Friday,  May  28  & 29 

Advanced  Cardiac  Life  Support  Course.  1 -5pm  (28th),  8am- 12pm, 
1 -5pm  (29th);  Room  E302,  Dallas  Convention  Center.  Fee  $120. 
Category  1 , AMA  Physician’s  Recognition  Award;  12  hours.  Prere- 
quisite: Satisfactory  completion  of  Basic  Cardiac  Life  Support 
Course.  Advance  registration  required 


Friday,  May  29 

Symposium  on  Emergency  Medical  Services.  8:30am-5pm,  Re- 
gency Ballroom  C,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , 
AMA  Physician's  Recognition  Award;  8 hours. 

Endocrinology 

Friday,  May  29 

Scientific  Program,  Texas  Diabetes  and  Endocrine  Association. 

9am-5pm,  Room  E410,  Dallas  Convention  Center,  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Family  Medicine 

Thursday,  May  28 

Scientific  Program,  Texas  Academy  of  Family  Physicians. 

9am-4:30pm.  Parquet  Ballroom  B,  Dallas  Convention  Center.  Fee 
$20.  Category  1 , AMA  Physician's  Recognition  Award,  AAFP,  Pre- 
scribed; 6 hours. 

Friday  & Saturday,  May  29  & 30 

Section  on  Family  Practice.  9:30am- 12pm,  Room  E409  (29th); 
9:30am-12pm,  Room  N215-217  (30th);  Dallas  Convention  Center 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours. 

Gastroenterology 

Thursday,  May  28 

Section  on  Digestive  Diseases.  8am-5pm,  Room  E401,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours. 

Saturday,  May  30 

Diagnosis  and  Treatment  of  Common  Gastrointestinal  Disorders. 

9am-12pm,  2-5pm;  Regency  Ballroom  A,  Hyatt  Regency  Hotel 
Fee  $60,  AMA  members.  $90,  nonmembers.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  6 hours. 

General  Medicine 

Thursday,  May  28 

Medicolegal  Symposium.  2-5pm,  Rooms  N224-227,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Friday,  May  29 

Symposium  on  Alcoholism  and  Drug  Abuse.  9am-12pm,  Rooms 
N235-236,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award,  3 hours. 

Friday,  May  29 

Symposium  on  Medicine  and  Religion.  1 1am- 12pm,  Bryan  A,  Hyatt 
Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  1 hour. 

Genetics 

Thursday,  May  28 

Symposium  on  Genetics.  2-5pm,  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award, 

3 hours. 

Geriatrics 

Thursday,  May  28 

Scientific  Program,  Texas  Medical  Directors  Association.  2-5pm, 

Room  E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours. 
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Thursday,  May  28 

Symposium  on  Pulmonary  Changes  in  Aging.  9am- 12pm,  Room 
E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  3 hours. 

Internal  Medicine 

Wednesday  May  27 

Antibiotic  Update— 1 981 . 2— 5pm.  Room  E409,  Dallas  Convention 
Center.  Fee  $30,  AMA  members;  $45,  nonmembers.  Category  1 , 
AMA  Physician's  Recognition  Award;  3 hours. 

Friday  May  29 

Section  on  Internal  Medicine.  9;30am-4:30pm,  Room  E407,  Dallas 
Convention  Center,  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours. 

Malignant  Disease 

Thursday,  May  28 

Symposium  on  New  Trends  in  Cancer.  2-5pm,  Parquet  Ballroom  A, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  3 hours. 

Neurology 

Wednesday,  May  27 

Diagnosis  and  Treatment  of  Skin  Tumors.  2-5pm,  Room  E41 0, 
Dallas  Convention  Center.  Fee  $30.  AMA  members;  $45,  nonmem- 
bers. Category  1 , AMA  Physician's  Recognition  Award;  3 hours. 

Thursday  & Friday,  May  28  & 29 

Section  on  Neurology.  2-4:30pm  (28th)  & 9:30am-4;30pm  (29th), 
Duncan  A & B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  7 hours. 

Friday  & Saturday,  May  29  and  30 

Section  on  Neurological  Surgery.  7am-4;30pm  (29th)  & 8am- 
1 ;30pm  (30th),  Brisbane  A.  Hyatt  Regency  Hotel  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  8 hours. 

Obstetrics  & Gynecology 

Thursday,  May  28 

Section  on  Obstetrics  & Gynecology.  8am-5:30pm,  Rooms 
E406-407,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  7 hours. 

Saturday,  May  30 

Office  Gynecology.  9am- 12pm,  2-5pm;  Regency  Ballroom  C, 
Hyatt  Regency  Hotel  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 

Occupational  Medicine 

Saturday,  May  30 

Section  on  Occupational  Medicine.  8am-4:30pm,  Room  E407, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Ophthalmology 

Friday  & Saturday,  May  29  & 30 

Section  on  Ophthalmology.  8am-5pm  (29th)  & 8am- 12pm  (30th), 
Cascade  B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  9 hours. 


Orthopaedic  Surgery 

Saturday,  May  30 

Scientific  Program,  Texas  Orthopaedic  Association.  8am-4:30pm, 
Room  E301 , Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  6 hours. 

Otolaryngology 

Friday  & Saturday,  May  29  & 30 

Section  on  Otolaryngology.  9;30am-4:30pm  (29th),  & 9:30am- 
12pm  (30th),  Room  N231 , Dallas  Convention  Center.  Fee  none.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Pathology 

Thursday,  May  28 

Section  on  Pathology.  9:30am- 12pm,  2:30-4:30pm,  Room  E301 , 
Dallas  Convention  Center.  Fee  none  Category  1 , AMA  Physician's 
Recognition  Award;  4 hours. 

Pediatrics 

Wednesday,  May  27 

Recurrent  Urinary  Tract  Infections  in  Children.  2-5pm,  Rooms 
E406-407,  Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours. 

Thursday,  May  28 

Pediatric  Neurology  for  Pediatricians.  9am- 12pm,  Room  E408, 
Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45,  nonmem- 
bers. Category  1 , AMA  Physician's  Recognition  Award;  3 hours. 

Thursday,  May  28 

Update  on  the  Care  of  Neonate.  2-5pm,  Room  E408,  Dallas  Con- 
vention Center.  Fee  $30,  AMA  members;  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  3 hours. 

Thursday,  May  28 

Child  Abuse  and  Neglect.  9am- 12pm,  2-5pm;  Room  E409,  Dallas 
Convention  Center.  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award,  6 hours. 

Friday,  May  29 

Developmental  Disabilities.  2-5pm,  Reunion  Ballroom  A,  Hyatt  Re- 
gency Hotel  Fee  $30,  AMA  members;  $45,  nonmembers.  Category 
1 , AMA  Physician's  Recognition  Award;  3 hours. 

Friday,  May  29 

Pediatric  Gastroenterology — What's  New.  9am-12pm,  Reunion 
Ballroom  A,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award,  3 
hours. 

Saturday,  May  30 

Section  on  Pediatrics.  8-9;25am,  Rooms  N220-221 ; 9:30am— 
4;30pm,  Rooms  N222-223,  Dallas  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 

Physical  Medicine  & Rehabilitation 

Friday,  May  29 

Section  on  Physical  Medicine  & Rehabilitation.  8am-4:30pm,  Room 
E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  6 hours. 
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Physician  Impairment 

Thursday,  May  28 

Symposium  on  Physician  Health  and  Rehabilitation.  2-5pm,  Rooms 
N235-236,  Dallas  Convention  Center  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours. 

Plastic  Surgery 

Friday  & Saturday,  May  29  & 30 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery.  8am-4;30pm 
& 9am-1 1 :30pm,  Regency  Ballroom  A,  Hyatt  Regency  Hotel.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  8 hours. 

Psychiatry 

Saturday,  May  30 

Section  on  Psychiatry.  8am-4:45pm,  Rooms  E406-407,  Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  7 hours. 

Public  Health 

Friday,  May  29 

Section  on  Public  Health.  9:30am-5pm,  Room  E405,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  5 hours. 

Radiology 

Friday,  May  29 

Section  on  Radiology.  8am-4.30pm,  Room  E408,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours. 

Saturday,  May  30 

Section  on  Nuclear  Medicine.  9:15am-4:30pm,  Rooms  N233-234, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Sports  Medicine 

Friday,  May  29 

Symposium  on  Sports  Medicine.  8am-5pm,  Room  E301 , Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  6 hours. 

Surgery 

Thursday,  May  28 

Scientific  Program,  International  College  of  Surgeons,  Texas  Divi- 
sion. 2-5pm,  Room  N21 7,  Dallas  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours. 

Friday,  May  30 

Section  on  Surgery.  7:30am-5pm,  Rooms  E402-403,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  7 hours. 

Urology 

Friday,  May  30 

Section  on  Urology.  9am-4:30pm,  Rooms  N208-209,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours. 


OTHER  WORKSHOPS 

Thursday,  May  28 

Workshop  on  Accreditation.  9am- 12pm,  Rooms  N235-236,  Dallas 
Convention  Center. 

Thursday,  May  28 

JCAH  Workshop.  10am-  12pm,  Rooms  N224-247,  Dallas  Con- 
vention Center. 

Thursday,  May  28 

County  Medical  Society  Officers'  Update.  2-5pm,  Rooms  N222- 
223,  Dallas  Convention  Center. 

Saturday,  May  30 

The  Current  Medical  School  Admissions  Scene.  3-5pm,  Rooms 
N215-21 7,  Dallas  Convention  Center. 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


MAY 

■ Aerospace  Medical  Association,  San  Antonio,  May  4-7,  1981 

R.  R Hessberg,  MD,  Washington  National  Airport.  Washington,  DC 
20001 

■ American  Academy  of  Pediatrics,  Texas  Chapter.  Dallas,  May  30, 
1981.  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin  TX 
78701 

■ American  Academy  of  Physicians  and  Surgeons,  Dallas,  May  29. 

1 981  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

■ American  Academy  of  Psychoanalysis,  Houston,  May  7- 10,  1981. 
Vivian  Mendelsohn,  30  E 40th  St,  Suite  608,  New  York,  NY  10016 

American  Association  for  Thoracic  Surgery,  Washington,  DC,  May 
11-13,  1 981 . William  Maloney,  6 Beacon  St,  Suite  620,  Boston,  MA 
02108 

American  College  of  Legal  Medicine,  Coronado,  Calif,  May  13-16, 

1 981 . Betty  Hanna,  875  N Michigan  Ave,  Suite  3342,  Chicago,  IL 
60611 

American  Gastroenterological  Association,  New  York,  May  16-17, 

1 981 . Sally  Botfield,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Laryngological,  Rhinological  and  Otological  Society,  Van- 
couver, Canada,  May  12-14,  1981 . Ann  Holm,  2954  Dorman  Rd, 
Broomall,  PA  19008 

American  Lung  Association/American  Thoracic  Society,  Detroit,  May 
10-13,  1981.  James  Swomley,  1740  Broadway,  New  York,  NY 
10019 

American  Psychiatric  Association,  New  Orleans,  May  9- 15,  1981 
Kathleen  Bryan,  1700  18th  St,  NW,  Washington,  DC  20009 

American  Urological  Association.  May  10-24,  1981  Richard  Hanni- 
gan,  1 120  N Charles  St,  Baltimore,  MD  21201 

■ Flying  Physicians  Association,  Texas  Chapter,  Dallas,  May  28, 

1 981  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 
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■ International  College  of  Surgeons,  Texas  Division.  Dallas,  May  28, 

1 981 . Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

National  Conference  on  High  Blood  Pressure  Control,  New  York  City, 
May  3-5,  1981 . 1501  Wilson  Blvd,  Suite  600,  Arlington,  VA  22209. 

■ Texas  Air-Medics  Association,  Dallas,  May  28,  1981 . Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Academy  of  Family  Physicians,  South  Texas  Chapter,  Rock- 
port,  May  1-3,  1981.  Jerry  W Crabtree,  MD,  601  E San  Antonio, 
Victoria,  TX  77901 

■ Texas  Association  of  Neurological  Surgeons,  Dallas,  May  29, 

1981  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Association  of  Physicians  in  Nuclear  Medicine  Dallas,  May 
30,  1981.  Mrs.  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Association  of  Public  Health  Physicians,  Dallas,  May  28, 

1981  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Dermatological  Society,  Dallas,  May  30,  1 981 . Mrs  Dale 
Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Diabetes  and  Endocrine  Association.  Dallas,  May  29,  1981 
Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Medical  Association,  Dallas,  May  27-31 , 1 981 . C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Medical  Directors  Association  Dallas,  May  28,  1981  Mrs 
Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Neurological  Society,  Dallas,  May  29,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Ophthalmological  Association,  Dallas,  May  29,  1 981  Mrs 

Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Orthopaedic  Association,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Physical  Medicine  and  Rehabilitation  Society  Dallas,  May 
29,  1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Association,  Dallas,  May  30,  1981.  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Rheumatism  Association,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Society  of  Anesthesiologists,  Dallas,  May  30,  1981.  Ms  Mary 
Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Colon  and  Rectal  Surgeons.  Dallas,  May  30, 

1981 . Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

a Texas  Society  for  Gastrointestinal  Endoscopy,  Dallas,  May  28, 

1 981 . Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX 
78701 


a Texas  Society  of  Pathologists,  Dallas,  May  31 , 1 981 . Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

a Texas  Society  of  Plastic  Surgeons,  Dallas,  May  29,  1981 . Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

JUNE 

American  Diabetes  Association,  Cincinnati,  June  1 1 -16,  1981 
Harry  Hansen,  600  Fifth  Ave,  8th  Floor,  New  York,  NY  10020 

American  Electroencephalographic  Society,  Chicago,  June  7-12, 
1981 . Margaret  Henry,  38328  Glenn  Ave,  Willoughby,  OH  44094 

American  Medical  Association,  Chicago,  June  7- 1 1 , 1 981 . 535  N 
Dearborn  St,  Chicago,  IL  6061 0 

American  Physical  Therapy  Association,  Washington,  DC,  June 
28-July  3,  1981  Bonnie  Polvinale,  1 1 56  1 5th  St,  NW,  Suite  500, 
Washington,  DC  20005 

■ Texas  Society  for  Respiratory  Therapy,  San  Antonio,  June  15-18, 
1981 , Mike  Marks,  4302  Airport  Blvd,  Austin,  TX  78722 


EXPANDING  GROUP  NEEDS  SPECIALIST  IN  . . . 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
GENERAL  PRACTICE 
E.  N.  T. 

UROLOGY 

OPHTHALMOLOGY 

Board  Certification  desired,  but  not  required.  Clinic  located  near 
Dallas/ Ft.  Worth.  Work  with  excellent  hospital  facilities.  Group 
occupied  new  facility  in  1979  which  offers  all  ancillary  services. 
Pleasant  geographic  location,  good  shopping,  family  environment. 

FOR  MORE  INFORMATION  CALL:  Charles  E.  Allbritton  at 
(817)  645-4355 

OR  WRITE:  P.O.  Box  157,  Cleburne,  Texas  76031 
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/Iay81  TexasMedicine 

T.~  . ' 

Thromboembolism  in  stroke  patients 
Comparing  urban  and  rural  residency  programs 
Duchenne  muscular  dystrophy:  genetic  aspects 

The  Dallas  connection:  Annual  Session,  May  27-31 


^Memorial  hospital 

and  ©orbett-S^utr^Inga-^mit^  Clinic 


fHarlirt,  Stexa a 76661 


Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D..  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B Allen,  M.D.,  DAB  EM 
Morris  E Magers,  M.D.,  DAB  I M 
Channing  Woods,  M.D 

Richard  C.  Stone,  M.D.,  Gastroenterology  & Endoscopy 
Landon  W,  Stewart,  M.D,,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr,,  M.D,  D A. B.I.M. 

David  S.  Sowell,  III,  M.D  , D.A.B.I.M.,  Cardiology 
Don  E Cheatum,  M.D,  D A. B.I.M.,  and  DAB  Rhu, 

F A.C.P.,  Rheumatology 
W.  Mark  Armstrong.  Ml),  DA. B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

Steven  P Bowers,  M.D,  D.A.B.I.M. 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D.,  D.A.B.O.G.,  FA. COG 
Vernie  D Bodden,  M.D,  D A B O G 

PEDIATRICS 

Elalcuit  Moore,  M.D.,  D.A.B.P  , F.A.A.P 
P.  E.  Luecke,  Jr.,  M.D  , D A. B P.,  F.A.A.P. 

GENERAL  SURGERY 

George  P.  Fosmire,  M.D.  D A B.S.,  F.A.C.S. 

Charles  W.  Coleman,  M.D. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 

William  H.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S. 

Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M D . D A B R 
James  B Evans,  M.D,  D A B R 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  , D A B O 
Dwight  A Lee,  M.D  , D A B O 

OPHTHALMOLOGY 
James  M Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D,  D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
J Boyd  Hollabaugh,  D.D.S, 

William  F.  Walton,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N 

INACTIVE  STATUS 

George  M.  Llndersvood,  M.D.,  D.A.B  I.M.,  F.A.C.P 
Gastroenterology 
Adam  D Green,  M.D  , Surgery 
B.  Celia  Slaughter,  M I),  D.A.B.P..  F.A.A.P. 

John  B Bourland,  M.D.,  D A B O G. 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 

Expanding 


Bactrim  is  useful  for 
the  following  infec- 

to  susceptible  its  usefulness  in 

strains  of  indi-  x • • 1*1 

cated  organisms  cUlt  lHllCFODlcll 

(see  indications  section 
in  summary  of  product 
information): 


therapy 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


, < — M 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


B!!°L®.P!',escriblng’  Please  consult  complete  product  Information,  a summary  of 
which  follows:  7 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll.  Klebslella-Entero- 
Pr°tebS  ml'abllls'  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
inltla  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
IhS  limi,S  ,he  USe,ulness  of  a"  anl'bacterials,  especfally  in 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 

fsVd' un  n »mn^fMi"Ven!S.S  °I  bea,men'  °'  0,l,ia  ™«ia  with  Bactrim  when  Infection 
Is  due  to  ample!  hn-resistan,  Haemophilus  influenzae.  To  date,  there  are  limited 

BartHm  i=6n^  I ^ .rei>!a,ed  USe  °*  Bac,rlm  in  children  under  two  years  of  age. 
rntn'i  j . 0t  lndica,ed  ,or  prophylactic  or  prolonged  administration  in  otitis9 
m©aia  at  any  sqg. 

cefb«,i0ns  °f  c~ronic  bronchltis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent 

when^'nl  ausceP,ib!e  s,rai"S  of  Shigella  Uexneri  and  Shigella  sonnei 

when  antibacterial  therapy  is  indicated. 

(hi^Hr^'h6  tr®a,ment  o' ^documented  Pneumocystis  carinii  pneumonitis.  To  date, 
his  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Hn,nlaln?jHa'i0nS:  HyPe.rsensitivity  1°  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term- 

mothe,rs  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kermeterus;  infants  less  than  2 months  of  age  '-ause 

PHlBV?,r,?.ACCr?IM  ^HOliLD  N°T  BE  USED  T0  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A fl-hemolytic 

streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  V 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Freguent  CBCs  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function,  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
....  ,,  and  methemoglobinemia.  Allergic  reactions:  Erythema 

multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis’, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist  In  rats  lonq- 
term  therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  aqe 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength) 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strenqth)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children  s dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  *ul  a.m®*h°xafole'  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
oZwe7~bo  eS  ot  100  and  500:  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 


in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


from  site  to  source  Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1 2 with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  /V  Engl  J Med  303.426-432,  Aug  21.  1980.  2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 

maximizes  results  with  B.I.D.  convenience 


* due  to  susceptible  strains  of  indicated  organisms  Please  see  previous  page  for  summary  of  product  information. 
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DRAMATIC 

MEWCLNCAL 


In  the  treatment  of  impetigo  - 

•100%  cure  rate  with 

TegopenTcbxadllin  sodium] 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

‘Data  on  file,  Bristol  Laboratories. 


Briel  Summary  ol  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected-  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  isconcern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 
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TEXAS  MEDICINE 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(c /oxacillin  sodium) 

penicillin  V-K 

Staphylococcus  aureus  [78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18  (47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

O 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed.  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9 % mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic'  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

(The  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(doodin  sodum) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens 
There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g . pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophiha,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg  q.6h 

Children:  50  mg. /Kg  /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose  Administer  on  empty  stomach  for  maximum  absorption 
N.B.  INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg.  in  bottles  of  100. 

Oral  Solution — 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Volume  77  May  1981 


Copyright  ® 1981 , Bristol  Laboratories 
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IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 


At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 
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But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


TEXAS  MEDICAL 
LIABILITY  TRUST 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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EDITORIAL 


Couples  victimized  by  incorrect  terminology 

The  past  five  years  or  so  have  seen  repeated  use  of  the  term 
"venereal  disease”  as  synonymous  with  herpes  genitalis. 
Leading  daily  newspapers,  weekly  and  monthly  magazines, 
radio,  and  television  all  share  the  guilt  of  this  irresponsible 
expression  that  is  inflicting  so  much  emotional  trauma  on  the 
many  marriages  where  there  is — and  always  has  been — 
complete  fidelity,  but  where  one  of  the  spouses  has  acquired 
herpes  genitalis. 

What  thoughts  must  creep  into  the  mind  of  a noninfected 
spouse  who  reads  that  the  infection  that  his  or  her  marital 
partner  has  is  the  new,  modern-day  venereal  disease. 

I have  seen  serious  strain  ensue  in  many  marriages,  and 
there  has  been  at  least  one  report  of  suicide  as  a product  of 
this  irresponsible  use  of  the  term. 

The  lay  media  might  be  excused — but  barely. 

Inexcusable  is  the  use  of  the  term  in  medical  circles  and 
medical  publications. 

If  herpes  genitalis  is  “venereal”  in  the  gutter  sense  of  the 
word,  then  so  is  scabies,  pediculosis,  impetigo,  tinea  cruris, 
moniliasis,  and  even  infectious  hepatitis — and  a host  of 
other  diseases  that  may  be  transmitted  by  direct  or  indirect 
contact. 

In  1 976  both  the  directors  of  the  then  Texas  State  De- 
partment of  Health  Resources  (TDHR)  and  the  Texas  Der- 
matological Society  expressed  as  official  policy  that,  while 
herpes  simplex  (type  I or  II)  could  be  transmitted  by  sexual 
contact,  this  by  no  means  was  the  only  mode  of  transmis- 
sion. So,  it  would  seem  just  as  reprehensible  to  infer  that 
acquisition  of  herpes  genitalis  is  “venereal"  as  it  is  to  tell  a 
victim  of  this  disease  that  there  is  no  treatment  for  it. 

It  is  true,  unfortunately,  that  there  is  no  dependable  anti- 
viral treatment  against  herpes  type  I or  II  comparable  to  the 
antispirochetal  and  antibacterial  treatments  which  are  so 
specific  for  syphilis  and  certain  bacterial  infections,  for  exam- 
ple. Yet  prudent  and  aggressive  symptomatic  and  palliative 
treatment  most  assuredly  is  available. 

One  more  misapprehension  may  be  mentioned:  herpes 
type  II  causes  cervical  cancer.  I have  not  seen  any  evidence 
in  the  scientific  literature  to  date  to  refute  Dr  Fratis  L.  Duff’s 
(formerly  TDHR  director)  quote  from  Cancer  Research:  “Epi- 
demiological studies  conducted  to  date  do  not  yet  permit  a 
firm  conclusion  to  be  reached  as  to  the  etiological  role  of  the 
genital  virus  in  cervical  carcinogenesis.” 

One  oft-expressed  warning  that  does,  indeed,  have  sound 
basis  and  bears  repeating  with  emphasis  is  the  undeniable 
wisdom  of  a cesarean  section  in  a mother  at  term  who  has 
an  active  herpes,  type  I or  II,  infection  of  the  genital  (or  possi- 
bly other)  areas. 

C.  H.  McCuistion,  MD 

3A  Medical  Arts  Square,  Austin,  TX  78705 


A reply:  patterns  of  infection  seen 
Of  the  two  types  of  herpes  simplex  viruses,  HSV-1  causes 
most  infections  of  the  mouth  and  lips  and  of  the  skin  above 
the  waist.  HSV-2  causes  most  infections  of  the  urogenital 
tract  and  of  the  skin  below  the  waist.  However,  either  type 
may  be  found  at  either  site,  and  concurrent  infection  at  dif- 
ferent sites  by  both  types  may  occur.  The  primary  infection  is 
often  asymptomatic.  The  infecting  episode  may  have  been 
many  years  previously,  often  unrecognized  or  forgotten.  Fol- 
lowing a primary  infection  with  herpes  simplex  viruses,  most, 
if  not  all,  individuals  remain  infected  for  life.  Many  have  recur- 
rent clinical  manifestations;  others  have  none.  Shed  of  virus 
and  contagion  from  carriers  is  well  documented.  It  is  now 
uniformly  recognized  that  acquisition  of  a primary  herpetic 
infection  requires  close  bodily  contact  with  an  infected  per- 
son, with  or  without  clinically  apparent  lesions.  Kissing  and 
sexual  relations  have  been  incriminated  in  transmission  of 
herpes  simplex  for  many  years.  Although  laboratory  workers 
may  occasionally  be  infected  with  HSV  by  contact  with  ex- 
perimentally infected  animals,  person-to-person  spread  is 
the  only  source  of  naturally  occurring  human  disease.  Dental 
and  medical  personnel  may  develop  herpetic  paronychia 
(whitlow)  by  direct  contact  with  HSV-1  -infected  buccal  or 
pharyngeal  secretions  of  patients.  Similarly,  HSV-2  infection 
may  be  spread  by  genital  secretions.  Cutaneous  herpes 
simplex  infection  is  a recognized  occupational  disease  of 
wrestlers  (herpes  gladiatorum),  related  to  contamination 
of  traumatized  skin.  Infected  individuals  may  also  spread 
HSV-1  or  HSV-2  to  secondary  sites  by  autoinoculation  with 
contaminated  fingers.  Transmission  of  HSV  by  airborne  or 
other  indirect  routes  has  not  been  documented,  and  seems 
especially  unlikely  for  genital  herpes. 

The  age  at  which  primary  herpes  simplex  infection  occurs 
is  quite  different  for  the  two  types.  Newborn  infections  are 
mostly  caused  by  HSV-2  and  are  acquired  at  birth  from  the 
mother’s  genital  tract,  either  from  an  ascending  infection  of 
the  amniotic  fluid  following  membrane  rupture  or,  more  usu- 
ally, directly  from  the  birth  canal.  Except  for  newborns,  al- 
most all  herpes  simplex  infections  in  children  are  caused  by 
HSV-1  and  are  acquired  in  most  cases  by  close  personal 
contact  with  infected  adults  or  other  children.  These  primary 
HSV-1  infections  are  most  frequent  in  the  1 -to-5-year  age 
group.  Except  for  newborns,  HSV-2  infections  are  very  infre- 
quent before  1 3 to  1 4 years  of  age  but  occur  with  sharply 
increasing  frequency  thereafter,  the  increase  closely  re- 
lated to  increasing  sexual  activity.  Recent  studies  show  that 
more  than  25%  of  genital  herpes  infections  are  diagnosed  in 
teenagers.  The  highest  frequency  is  in  the  20-to-29  year 
age  group.  There  is  universal  agreement  that  most  genital 
herpes  infections  are  transmitted  by  sexual  contact,  by  defi- 
nition a venereal  disease.  Serologic  studies  in  groups  of 
women  least  likely  to  have  been  sexually  active  found  HSV-2 
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antibodies  in  only  3%  compared  to  about  70%  in  prostitutes. 
Genital  HSV-1  infections  are  now  increasingly  related  to 
oral-genital  contact,  as  are  oral  HSV-2  infections.  Anal  and 
perianal  HSV-2  infections  are  common  in  homosexual 
groups.  That  a significant  proportion  of  herpes  genitalis  is 
transmitted  by  nonvenereal  routes  seems  epidemiologically 
less  probable  as  better  studies  are  reported.  However,  an 
undocumented  figure  of  1 0%  or  so  of  cases  of  genital  herpes 
being  nonvenereally  transmitted  is  available  for  the  comfort 
of  those  offended  by  the  thought  of  sexual  transmission  or  by 
the  term  “venereal  disease.” 

Genital  herpes  simplex  infection — amounting  to  200,000 
to  300,000  recognized  cases  in  the  US  annually — is  now 
second  only  to  gonorrhea  as  a cause  of  venereal  disease. 
Epidemiologically,  the  sobriquet  “virus  of  love”  is  unassail- 
able, as  is  the  content  of  many  reports  by  the  lay  news  media. 

Quellin  T.  Box,  MD 

Associate  Professor  and  Chief,  Division  of  Pediatric  Infectious  Diseases, 

The  University  of  Texas  Medical  Branch,  Galveston,  TX  77550. 

REFERENCES 

1 . Nahmias  AJ,  Josey  WE:  Epidemiology  of  herpes  simplex  viruses  1 and  2, 
in  Evans  AS  (ed):  Viral  Infections  of  Humans.  New  York,  Plenum,  1976. 

2.  Kibrick  S:  Herpes  simplex  infection  at  term:  what  to  do  with  mother,  new- 
born, and  nursery  personnel.  JAMA  243 : 1 57- 1 60,  1 980. 

3.  Herpes:  the  new  sexual  leprosy.  Time,  July  28,  1980,  p 76. 

4.  Van  Buren  A:  Herpes  simplex  no  funny  matter.  Galveston  Daily  News, 

Feb  26,  1981 


Spirometry:  an  essential  tool  of  the  medical  trade 

During  the  past  30  years,  chronic  obstructive  pulmonary 
disease  (COPD)  has  grown  from  a medical  curiosity  to  a vir- 
tual epidemic.  In  the  face  of  such  a large  personal  and  pub- 
lic health  problem,  massive  research  efforts  have  been 
mounted  to  study  the  disease.  It  was  quickly  affirmed  that 
tobacco  smoking  was  the  primary  environmental  cause.' 
Many  young  smokers  have  demonstrable  histopathologic 
changes  in  the  small  airways  of  their  lungs.2  In  certain  sus- 
ceptible individuals  this  “small  airways  disease”  is  believed 
to  progress  by  middle  age  to  flagrant  airway  obstruction.3 
Since  abnormalities  in  the  small  airways  are  not  readily  dis- 
cernible by  routine  pulmonary  function  tests,4  a number  of 
new  tests,  such  as  closing  volume,  have  been  developed  to 
evaluate  small  airway  function.5  To  some  extent,  these  tests 
correlate  with  the  pathologic  changes.6 

With  this  background  it  was  not  unreasonable  to  consider 
using  these  sophisticated  new  tests  to  screen  all  our  youthful 
smokers,  and  thereby  practice  preventive  medicine.  Yet  the 
implementation  of  a complicated  mass  screening  program 
has  many  pitfalls,  and  responsible  organizations  such  as  the 
National  Heart,  Lung  and  Blood  Institute  have  rightfully  de- 
ferred advocacy  of  such  programs.7  As  with  any  screening 
program,  questions  of  cost  effectiveness  inevitably  arise. 
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Refined  tests  of  small  airway  disease  will  be  relatively  costly, 
and  the  effectiveness  is  doubtful,  since  the  predictive  ac- 
curacy is  unknown.  For  example,  it  is  not  clear  that  an  ele- 
vated closing  volume  predicts  that  an  individual  is  sus- 
ceptible to  the  development  of  COPD,8  and  abnormalities 
of  closing  volume  correlate  poorly  with  abnormalities  of 
spirometry.9 

If  we  are  not  to  search  for  early  small  airways  disease,  is 
it  reasonable  to  perform  mass  screening  of  middle-aged 
smokers  by  simple  spirometry  for  definitive,  but  not  yet 
disabling,  COPD?  Two  such  mass  screening  efforts  have 
been  successful  in  identifying  21  % to  26%  of  the  population 
screened  as  having  significant  obstructive  lung  disease.10 " 
Preliminary  evidence  from  Britain  suggests  that,  if  such  indi- 
viduals cease  smoking  and  undergo  therapy,  the  otherwise 
expected  relentless  deterioration  of  pulmonary  function  can 
be  decreased  to  a less  malignant  course.'2  The  obvious  fa- 
vorable aspects  of  such  a plan  are  the  relative  inexpensive 
simplicity  of  the  screening  procedure,  the  high  yield  of  dis- 
ease, and  the  possibility  of  modifying  its  course.  The  reser- 
vations are  concerns  regarding  compliance  and  the  global 
effect  on  the  population.  It  has  been  pointed  out  that  the  pub- 
lic has  long  been  aware  of  the  dangers  of  smoking;  yet 
smoking  is  actually  on  the  increase  in  certain  segments  of 
our  population.'3  In  the  two  large  screening  efforts  men- 
tioned above,  only  about  half  of  the  identified  diseased 
individuals  sought  medical  attention.  The  difficulties  with 
compliance  for  the  problems  of  COPD  have  been  likened  to 
those  experienced  by  physicians  treating  asymptomatic  hy- 
pertension.14 If  we  have  difficulty  motivating  a patient  simply 
to  take  medication  regularly,  how  much  greater  problem  is 
insisting  on  cessation  of  a pleasurable  habit?  Again  by  anal- 
ogy to  the  experience  with  patients  with  hypertension,  it 
is  possible  that  those  individuals  identified  as  “ill”  by  mass 
screening — although  largely  unwilling  to  alter  their  life-style 
or  undergo  therapy — will  subsequently  demonstrate  in- 
creased absenteeism  from  work  for  minor  illness  and  height- 
ened somatic  concern,  effectively  extending  their  years  of 
disability.  Moreover,  those  individuals  screened  and  found 
“normal”  might  be  deterred  in  their  efforts  to  quit  smoking 
with  its  attendant  risks  of  carcinoma,  heart  disease,  etc. 

Many  of  the  objections  to  mass  screening  can  be  miti- 
gated by  initially  limiting  spirometric  screening  to  hospitals 
and  the  physician’s  office  where  patients  are  presumably 
motivated  toward  health  care,  and  more  individualized  at- 
tention can  be  delivered.  Few  patients  evaluated  in  a phy- 
sician’s office  fail  to  periodically  receive  routine  physical 
examinations,  blood  pressure  determinations,  chest  roent- 
genograms, electrocardiograms,  blood  tests,  and  the  like. 

We  have  every  reason  to  place  office  spirometry  high  on  this 
list.  It  is  simple,  safe,  and  inexpensive,  and  it  is  capable  of 
providing  a high  yield  of  diagnosis  of  potentially  serious  dis- 
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ease  whose  natural  history  can  be  modified  by  physician- 
patient  action.15  It  is  reasonable  to  believe  that,  in  the  proper 
setting,  knowledge  of  early  lung  disease  will  be  of  long-term 
benefit  to  the  patient.16  In  the  hospital,  spirometric  screening 
may  have  the  additional  short-term  benefit  of  preventing 
morbidity,  such  as  postoperative  respiratory  problems.'7  The 
spirometer  must  become  another  of  the  frequently  employed 
tools  of  our  trade. 

Warren  C.  Miller,  MD 

Director,  Pulmonary  Division,  The  University  of  Texas  Medical  School  at 

Houston,  PO  Box  20708,  Houston,  TX  77025. 
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Telecommunications — a concept  of  medical  care 
delivery 

Medical  telecommunications  can  best  be  defined  as  the  ren- 
dering of  medical  care  at  a distance  using  various  communi- 
cation devices  including  the  telephone,  television,  satellites, 
or  radio.  The  means  of  communications  may  be  coupled  with 
the  use  of  paramedics  to  extend  the  range  of  the  physician 
or  with  nurse  practitioners  to  handle  pediatric  patients.  Data 


may  be  transmitted  by  facsimile,  displayed  on  a cathode  ray 
tube,  or  delivered  by  telephone.  The  transmission  of  roent- 
genograms, electrocardiograms,  clinical  data,  and  other  in- 
formation is  routine  in  many  parts  of  the  country.  The  future 
is  likely  to  provide  communications  methodology  far  beyond 
the  present  system.  The  new  techniques  may  well  persuade 
the  physician  to  change  his  or  her  customary  way  of  deliver- 
ing medical  care;  however,  any  communication  system  has 
both  advantages  and  disadvantages. 

The  relatively  nontechnical  procedures  may  produce  the 
same  result  with  perhaps  smaller  costs  by  relatively  minor 
changes  in  the  present  delivery  system.1  There  are  many 
approaches  to  this  problem.  A phone  system  may  provide 
services  equal  to  that  provided  by  television  at  less  cost. 
Transportation  to  the  doctor  may  be  cheaper  than  a televi- 
sion link.  Dozens  of  other  examples  come  easily  to  mind. 

One  of  the  major  areas  where  telecommunications  could 
and  should  play  a vital  role  is  in  the  whole  area  of  disease 
prevention.  We  still  have  not  learned  how  to  use  communica- 
tions for  health  education.  A major  effort  to  stop  smoking  in 
the  1 970s  using  a television  campaign  eventually  persuaded 
some  of  the  over-35  age  group  to  stop,  but  at  the  same  time 
the  younger  group  and  especially  women  dramatically  in- 
creased consumption  despite  a clear-cut  increase  in  lung 
cancer  in  women. 

Present  information  indicates  clearly  that  29%  of  the 
American  population  gets  all  of  its  information  about  health 
and  drugs  from  ads.  Seventy  percent  of  all  the  ads  were  be- 
lieved by  children,  despite  the  fact  that  less  than  30%  of  the 
ads'  content  was  considered  to  provide  useful  information.2 
An  expansion  of  telecommunication  could  aggravate  the 
problem  unless  great  care  is  taken  with  program  content. 

Rural  health  care  is  a serious  problem.  Infant  mortality  is 
greater  in  rural  areas.  More  accidents  occur  in  rural  areas 
and  death  rates  are  66%  higher  in  rural  industry  than  for 
other  industrial  employees.3  Limitations  due  to  chronic  condi- 
tions are  30%  greater  on  the  farm.  Fewer  farm  workers  have 
been  screened  for  cancer  and  heart  disease.  “Telemedicine” 
should  be  invaluable  in  such  a situation  with  few  physicians, 
long  travel  times,  and  unavailability  of  specialists.  The  few 
experiments  on  the  use  of  telecommunications  in  rural 
health  care  suggest  that  the  number  of  referrals  can  be  de- 
creased and  that  relatively  low-level  technology  (eg,  tele- 
phone) can  suffice  in  many  instances. 

The  use  of  the  telephone  alone  to  provide  consultation  to 
rural  patients  decreases  the  need  for  office  visits  25%. 4 Pro- 
tocols devised  to  make  use  of  telecommunications  on  the 
Papago  Indian  Reservation  resulted  in  referral  of  patients  to 
physicians  29%  of  the  time,  whereas  an  equivalent  popula- 
tion without  technology  were  referred  58%  of  the  time. 

Telecommunication  still  has  many  equipment  problems. 

For  example,  under  remote  conditions,  the  radiologist  re- 
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quires  three  views  to  make  a diagnosis  by  television,  while 
under  laboratory  operation  he  may  be  able  to  diagnose  with 
one  view.  Background  noise  hinders  auscultation.  In  other 
instances,  television  is  not  always  reliable,  particularly  in 
color. 

Cost  plays  an  important  consideration  in  any  system.  A 
large  scale  sophisticated  telecommunications  experiment 
using  television  and  microwave  with  the  Papago  tribes  in  Ari- 
zona suggests  that  remote  health  care  can  be  provided  effi- 
ciently— at  almost  the  same  costs  as  outpatient  care  in  less 
remote  areas.5 

On  the  other  hand,  when  telecommunication  is  available, 
the  referral  of  patients  is  radically  altered.  In  cases  of  chronic 
disease,  for  example,  49%  reduction  in  office  calls  can  be 
accomplished  with  interaction  between  patient  and  a physi- 
cian via  television.  In  pediatrics  the  reduction  is  about  80%. 6 
The  rate  is  a function  of  the  technology;  in  pediatrics  the 
phone  appears  to  work  as  well  as  television,  while  in  other 
specialties,  such  as  dermatology,  the  need  for  visual  inspec- 
tion of  the  patient  cannot  be  satisfied  by  phone,  but  can 
be  assured  with  television.  On  the  average,  the  phone  de- 
creased contacts  by  50%,  while  a television-based  system 
decreased  contacts  by  70%. 

The  cost  and  the  return  to  the  physician  must  be  consid- 
ered. Any  cost  calculations  must  go  beyond  the  direct  hard- 
ware and  personnel  costs.  For  example,  we  do  not  know  the 
effect  of  video-versus-telephone  consults  on  error  rates  and 
their  associated  costs,  ie,  the  cost  of  an  unnecessary  con- 
tact and  the  cost  of  failing  to  contact  when  it  is  indicated. 
There  may  be  hidden  social  costs  or  costs  borne  by  the  pa- 
tient which  are  not  apparent. 

Telecommunications  should  improve  access  to  care  be- 
cause this  after  all  is  its  main  raison  d'etre.  The  questions  of 
quality  of  care  are  not  so  easily  answered,  although  if  the 
criteria  are  between  no  care  and  some  care — as  with  proj- 
ects in  Alaska  using  satellites  for  communications — the 
choice  is  clear.  There  is  considerable  question  of  how  a doc- 
tor treating  a patient  remotely  can  determine  costs  and  pay- 
ment. Should  care  be  more  expensive  because  of  the  high 
costs  of  equipment  and  communication?  Use  of  such  sys- 
tems also  raises  questions  of  the  ethics  and  legality  of  re- 
mote care.  How  can  a physician  sign  a death  certificate 
remotely? 

Overriding  many  other  considerations  may  be  concern 
about  privacy  of  the  patient  and  the  threatened  open  access 
to  records  in  a large  communication  system.  Some  states  do 
not  permit  the  use  of  physician  assistants,  and  there  looms 
the  threat  of  professional  liability  suits  when  service  is  pro- 
vided outside  a physician’s  immediate  purview.  Many  of 
these  practical  political  problems  are  now  being  addressed. 

Telecommunications  can  also  provide  additional  informa- 
tion to  the  physician  in  his  office.  Slack  and  associates7  have 
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devised  many  computer  protocols  to  assist  the  physician  in 
making  rapid,  accurate  diagnoses  and  in  securing  a com- 
plete patient  history  with  less  time  and  effort. 

The  computer  is  used  to  store  a great  many  records  in  the 
hospital  at  the  present  time.  The  availability  of  small,  conve- 
nient terminals  may  make  such  records  available  to  the  phy- 
sician in  his  office  and  enable  him  to  retrieve  or  enter  records 
into  a central  computer  at  will.  Such  systems  are  already 
available  and  in  use  but  their  capability  has  not  been  fully 
exploited.  It  would  be  possible,  for  example,  to  provide  a 
complete  patient  record  on  a credit  card  which  could  be  car- 
ried with  the  patient,  read  in  the  office,  and  updated  before 
the  patient  left  the  premises. 

Each  of  these  items  points  up  the  availability  of  medical 
communication  techniques  which  can  expand  and  enhance 
the  physician's  work  and  lighten  his  or  her  load  of  record 
keeping  and  communication.  We  do  not  know  the  use  which 
will  be  made  of  them  in  the  future,  but  expansion  of  capability 
is  inevitable. 

J.  H.  U.  Brown,  PhD 

Professor  of  Biology,  Central  Campus,  University  of  Houston, 

Houston,  TX  77004 
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Texas  Medicine  articles  praised, 

John  Peter  Smith  program  commended 

Two  articles  in  the  February  1 981  issue  of  Texas  Medicine, 
"The  availability  of  residency  positions  in  Texas"  by  Edward 
N.  Brandt,  Jr,  MD,  PhD,  and  “Family  practice  residency  train- 
ing programs:  a mechanism  to  provide  primary  medical  care 
in  rural  areas,”  by  Constantine  Stefanu,  PhD,  et  al,  provide 
data  and  insights  of  vital  importance  to  everyone  concerned 
with  graduate  medical  education  programs  in  Texas  and  with 
the  profound  effects  of  these  programs  on  the  availability, 
quality,  and  distribution  of  medical  care  in  our  state. 

Dr  Brandt  illustrates  the  fact  that  the  number  of  residency 
positions  in  the  state  of  Texas  has  fallen  behind  the  number 
of  medical  school  graduates  in  the  state.  This  means  that  a 
large  number  of  our  graduates  will  be  obliged  to  go  out  of  the 
state  for  residency  training.  As  the  site  of  graduate  medical 
education  or  residency  training  is  the  most  important  single 
influence  on  physicians’  decisions  about  location  of  prac- 
tice,1 many  of  these  physicians,  educated  at  great  expense 
to  the  state  of  Texas,  will  locate  elsewhere.  Clearly  the  num- 
ber of  first-year  residency  positions  in  the  state  of  Texas 
should  correspond  with  the  number  of  graduates.  Histor- 
ically, the  number  of  graduates  opting  for  residency  training 
outside  the  state,  and  those  from  outside  the  state  coming  to 
Texas  for  their  residency  training,  has  tended  to  balance  out; 
furthermore,  a net  positive  balance  of  physicians  trained 
elsewhere,  ultimately  training  and  locating  in  Texas,  has 
been  favored,  and  should  continue  to  be  favored,  by  popu- 
lation trends  favoring  Texas,  and  other  “sun  belt  states" 
throughout  the  nation. 

Dr  Stefanu,  et  al,  called  attention  to  an  arresting  phenome- 
non: the  fact  that  two-thirds  of  graduates  from  the  John  Peter 
Smith  residency  in  family  practice  and  community  medicine 
have  located  in  towns  of  less  than  25,000  population.  One  of 
the  major  problems  underlying  the  problem  of  physician  dis- 
tribution has  been  that  medical  schools  and  much  of  gradu- 
ate medical  education  training  are,  by  necessity,  located  in 
large  population  centers,  because  of  the  vast  resources  that 
are  required  in  the  enterprise  of  medical  education — both 
before  and  after  the  awarding  of  the  MD  degree.  Physicians 
are  among  the  most  highly  educated  members  of  our  society 
and  it  is  little  wonder  that  their  habituation  to  and  fondness 
for  the  social,  cultural,  and  economic  advantages  of  a large 
city  should  have  influenced  their  location  choicest  Dr  Stef- 
anu, et  al,  are  too  modest  in  failing  to  call  attention  to  the 
success  of  the  John  Peter  Smith  program  which  has  trained 
practitioners  who  have  the  intellectual,  professional,  and 
emotional  equipment  to  function  with  autonomy,  content- 
ment, and  success  in  communities  that  cannot  offer  the  pro- 
fessional support  systems  or  the  social  and  cultural  diversity 
of  a large  city.  The  state  of  Texas  and  the  state  legislature 
have  a debt  of  gratitude  to  the  family  practice  and  community 
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medicine  program  at  John  Peter  Smith  Hospital  in  Fort  Worth 
and  others  like  it  for  being  able  to  demonstrate  that  they 
have  successfully  translated  the  intent  of  the  state  Legislature 
(House  Bill  282)  into  demonstrably  successful  consequences. 

Albert  D.  Roberts,  MD 

Associate  Dean,  The  University  of  Texas  Health  Science  Center  at  Dallas. 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235. 
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Treatment  of  heat  stroke 

Last  summer  on  CBS  evening  news,  a heatstroke  victim  was 
shown  receiving  the  recommended  ice  treatment1  at  a fa- 
mous hospital  affiliated  with  a distinguished  medical  school. 
The  external  application  of  ice  is  the  wrong  treatment  for 
heat  stroke.  The  application  of  ice,  through  its  vasoconstric- 
tive effect  on  the  arterioles  of  the  skin,  tends  to  interfere  with 
normal  heat  loss  and  thus  aggravates  the  hyperthermia,  in- 
stead of  relieving  it.  In  some  parts  of  the  tropical  world,  the 
preferred  treatment  for  heat  stroke  utilizes  the  cooling  effect 
of  evaporation.  Lay  the  naked  patient  on  a rubber  or  plastic 
sheet,  cover  him  with  another  sheet  of  cotton,  keep  the  cov- 
ering sheet  doused  with  water,  and  go  about  correcting  the 
hypovolemic  shock  and  associated  electrolyte  imbalances.  If 
available,  fans  may  be  used  to  hasten  evaporation.  The 
effect  is  to  induce  vasodilation.  The  blood  reaches  the  skin 
surface  and,  with  restoration  of  circulation,  cools  the  internal 
organs  and  causes  the  body  temperature  to  fail.  Ice  is  used 
to  preserve  dead  bodies,  not  ones  still  alive. 

Elliston  Farrell,  MD 

3033C  Calle  Sonora,  Laguna  Hills,  CA  92652 
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In  defense  of  the  ice  water  bath 

The  treatment  of  heat  stroke  proposed  by  Dr  Farrell — simply 
covering  the  patient  with  a moistened  cotton  sheet — is  inad- 
equate for  any  other  than  mild  cases.  Such  treatment  may 
be  satisfactory  in  patients  who  suffer  no  more  than  simple 
hyperpyrexia  (temperature  no  greater  than  40.6  C [1 05  F] 
rectally)  and  mental  confusion.  Such  treatment  is  not  satis- 
factory for  those  whose  body  temperature  is,  for  example, 

41 .7  C or  42.2  C (107  F or  108  F)  and  who  are  in  shock  and 
coma.  The  latter  type  of  heat  stroke  is  an  extreme  medical 
emergency.  Preservation  of  life  and  vital  organs  in  such 
cases  depends  entirely  upon  the  duration  of  hyperthermia 


TEXAS  MEDICINE 


and  the  speed  with  which  one  can  lower  body  temperature. 
Experience  dictates  that  the  most  effective  and  easily  ap- 
plied technique  is  immersion  of  the  patient  in  ice  water  and 
simultaneously  massaging  the  skin  to  stimulate  cutaneous 
blood  flow. 

In  mild  cases  of  heat  stroke,  if  one  elects  to  employ  the 
use  of  water-soaked  cotton  sheets,  one  must  have  available 
a powerful  fan  to  ensure  air  movement  which  in  turn  will  ac- 
celerate vaporization  and  cooling  of  the  skin  surface.  A use- 
ful adjunct  or  substitute  for  such  therapy  is  to  continuously 
spray  water  over  the  body  surface  while  attendants  rub  the 
body  surface  with  plastic  bags  containing  ice  in  the  wake  of  a 
powerful  fan.  Using  this  technique,  one  can  possibly  lower 
body  temperature  almost  as  rapidly  as  that  achieved  by  ice 
water  immersion. 

As  clearly  pointed  out  in  the  editorials  written  by  Weiner 


and  Khogali,  their  treatment  employing  a tepid  water  spray  in 
the  wake  of  a fan  is  theoretical  and  is  currently  under  evalua- 
tion. It  is  attractive  physiologically,  but  untested.  However, 
since  the  procedure  is  not  established  as  effective,  one 
could  hardly  recommend  it  as  treatment  for  all  patients  with 
heat  stroke. 

Of  58  patients  critically  ill  with  frank  heat  stroke  managed 
here  this  year,  the  mortality  was  1 4%.  This  is  a surprisingly 
low  figure  considering  that  most  of  the  patients  were  elderly 
and  were  under  treatment  for  a variety  of  serious  illnesses 
even  before  incurring  heat  stroke.  The  high  rate  of  survival 
may  be  a testimonial  for  the  efficacy  of  ice  water  immersion 
for  cooling. 

James  P.  Knochel,  MD 

Chief,  Medical  Service,  Veterans  Administration,  4500  South  Lancaster  Rd, 

Dallas,  TX  75216 
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To  familiarize  the  primary  care  physician  with  current  research  and  its  clinical  application. 
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Etiology  of  Diabetes  Mcllitus Dr.  George  Cahill 

Approach  to  Diabetic  Out  of  Control Dr.  Fred  \\  hitchousc 

Home  Glucose  Monitoring  and  Insulin  Pump Dr.  David  Schade 

Approach  to  Pediatric  Diabetic Dr.  Luther  Travis 

Approach  & Treatment  of  Diabetic  Emergencies  Dr.  Daniel  W.  Foster 

Care  of  Pregnant  Diabetic  Dr.  Robert  1 luff 


Also  covered:  Diabetic  Complications  & Their  Treatment 
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Office  and  Hospital  Diabetes  Mellitus  Education 
Current  Status  of  Oral  Hypoglycemic  Agents 
Controversies  in  Diabetes  Mellitus 
CHAIRMAN  OF  SYMPOSIUM:  Sherwyn  L.  Schwartz,  M.D. 


FOR  MORE  INFORMATION  AND  REGISTRATION  CONTACT:  Mrs.  Rose  E.  Vassey 

8042  Wurzbach,  Suite  420 
San  Antonio,  Tx.  78229 
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When  painful  spasm 
is  the  presenting 
symptom... 
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Single  Entity 

Bentyl® 


(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets,  10  mg./5  ml.  syrup,  10  mg./ml.  injection 


On  target  for  the 

functional  bowel/irritable  bowel  syndrome* 


Single  entity  means 

@ a variety  of  Bentyl  dosage  forms  (tablets,  capsules,  syrup, 
injectable)  that  lets  you  tailor  the  dose  to  your  patient’s 
primary  need 


@ freedom  to  choose  and  titrate  concomitant  medication  when 
a psychogenic  disorder  coexists 


On  target  means 

@ bioequivalence  of  oral  dosage  forms  that  permits  patient’s 
choice — fosters  patients’  compliance 

@ bioavailability  of  all  dosage  forms  that  encourages 
therapeutic  effect 

@ significant  pharmacologic  activity  that  can  be  demonstrated 
at  the  target  site  in  the  distal  colon  (Figure  1) 


PLACEBO 


1 MIN. 


Fig.  1 . In  ten  irritable  colon  patients,  the  mean  motility  index  for  the  colonic  wave  patterns  following  a meal  and 
intramuscular  placebo  was  calculated  at  86±28.  On  a separate  day,  the  mean  motility  index  for  the  colonic  wave 
patterns  following  a meal  plus  intramuscular  Bentyl  was  calculated  at  1 4±8.  The  decrease  in  motor  activity 
induced  by  Bentyl*  was  statistically  significant  (p<0.05)  in  spite  of  the  wide  range  of  the  standard  error  of  the 
mean.  The  above  graph  illustrates  the  intraluminal  pressure  findings  in  one  of  the  patients  typical  of  the  group 
studied. 

from  a study  by  A.R.  Chowdhury 

•This  drug  has  been  classified  "probably"  effective  for  this  indication.  and  S.H.  Lorber,  1 980 


t Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg.,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was 
considered  justified,  since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg.  (2  ml.)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of 
60  mg.  I.M.  and,  at  that  time,  as  a result  of  the  sustained  plasma  levels  from  the  20  mg.  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than 
occurs  after  a single  50  mg.  dose.  Presumably,  the  same  pharmacologic  effect,  as  shown  in  Figure  1,  would  follow.  These  observations  do  not  constitute  evidence 
of  efficiacy. 


Merrell 
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Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary  

; INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences — National  Research  Council  and/or  other  infor- 
mation, FDA  has  classified  the  following  indications  as 
"probably"  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST,  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly  or  debili- 
tated patient;  unstable  cardiovascular  status  in  acute  hemorrhage; 
severe  ulcerative  colitis;  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision , In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation;  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs. 

Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults:  1 or  2 capsules  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children:  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  'k  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.:  Adults:  1 tablet  three  or  four  times  daily 
Bentyl  Injection  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE. 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation.  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested.  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 


Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 
Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215,  U.S.A 
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CyCL4PEN-k/(cycacn) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  anyE.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q. i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.  i.d.  | 

50  to  100  mg/kg/dayf 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.  i.d.  f 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.  i.d. 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
fdepending  on  severity 
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TEXAS  MEDICINE 


Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.  + 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


*Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright  (C)  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Laboratories  • Philadelphia.  Pa  19101 


CYClAPENr  W 

/_  •II*  \ 250  and  500  mg  Tablets 

(cyclacillin) 125 ^ 250 mg per  * 

\ / / 5 ml  suspension 

more  than  just  spectrum 


Depression  Scores 


FOR  THE  7 OF  10  NONPSYCHOTI 


Clear  correlation  belween  anxiety  and  depression’ 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone;  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  / 7:438-441,  Sept-Ocf  1970. 
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)EPRESSED  PATIENTS  WHO  ARE 
_ ALSO  ANXIOUS12 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety.1-2  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics 
like  fhe  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia!4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium1  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extra  pyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K.  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316  2.  Schatzberg  AF,  Cole  JO  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35. 1359-1365,  1978  3.  Claghorn  J The  anxiety- 
depression  syndrome.  Psychosomatics  11  438-441,  1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  737 1 1 63-1 172,  1980  5.  Feighner  JP  etal  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  ifs'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61  217 -225,  1979 


In  moderate  depression  and  anxiety 

Limbitrok 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  fhe  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL s TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use; 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses.  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g  , operating  machinery  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  ot  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  it  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precuutions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  ot  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline. 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels. 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V.  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response. 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
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increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
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and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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Here’s  an  easy  way  to  keep  up  with  new 
books  in  your  specialty  or  your  area  of 
interest.  The  TMA  Memorial  Library  is  now 
offering  to  send  you  a list  of  the  new  books 
received  by  the  library  in  your  field  on  a 
quarterly  basis.  Then,  if  you  would  like  to 
receive  any  of  the  books,  the  library  will  send 
them  to  you,  one-at-a-time.  You  may  choose 
up  to  three  subject  areas/specialties,  pref- 
erably listing  your  interests  by  specialty, 
organ  system,  or  disease.  Just  fill  out  the 
handy  coupon  below  and  mail  to: 

Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  N.  Lamar 
Austin,  TX  78701 
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Address 


City  Zip  code 

Comments: 


Subject  areas  of  interest: 
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TMA  IN  ACTION 

Future  of  PSRO  is  topic 
for  TMA  House  of  Delegates 

The  sweeping  program  of  proposed 
budget  cuts  revealed  by  President 
Reagan  in  March  will  provide  several 
subjects  for  discussion  during  the 
Texas  Medical  Association's  House  of 
Delegates  meeting  this  month.  In  con- 
; junction  with  the  TMA  Annual  Session 
May  27-31 , more  than  300  physicians 
representing  1 14  county  societies 
across  the  state  will  determine  Asso- 
ciation policy  as  regards  significant  is- 
sues affecting  the  practice  of  medicine 
and  patient  care. 

The  Administration's  plan  to  reduce 
or  eliminate  spending  for  Professional 
Standards  Review  Organizations 
(PSRO),  coupled  with  the  AMA  House 
of  Delegates'  withdrawal  of  endorse- 
ment for  this  program,  will  be  one  topic. 
The  Council  on  Socioeconomics  will 
ask  TMA  delegates  to  consider  a num- 
ber of  options  regarding  PSRO  before 
determining  Association  policy.  These 
include: 

1 . Does  TMA  wish  to  continue  its 
support  for  statewide  review  mecha- 
nisms? or 

2.  Does  TMA  wish  to  support  any 
hospital  review  except  individual  hospi- 
tal medical  staff  peer  review  (not  utiliza- 
tion or  cost  review)?  or 

3.  Does  TMA  wish  to  support  both 
peer  review  and  utilization  review  if 
done  by  the  individual  local  hospital 
medical  staffs? 

Another  proposed  budget  cut  con- 
cerns health  maintenance  organiza- 
tions. The  Harris  County  Medical 
Society  will  present  a resolution  re- 
questing TMA  to  support  presidential 
and  congressional  action  to  cease 
funding  for  HMOs. 

Other  topics  before  the  House  of 
Delegates  deal  with  continuing  issues 
of  concern  to  Texas  physicians.  For  ex- 
ample, on  a local  level,  the  House  will 
consider  such  items  as  the  Texas  legis- 
lative positions  on  medical  education 


and  nuclear  waste.  The  question  of 
how  frequently  and  at  what  times  the 
House  should  meet  in  future  years  will 
also  be  presented.  To  be  considered 
are  recommendations  that  there  be  two 
sessions  of  the  House;  that  it  meet  sep- 
arately from  the  annual  meeting;  and 
that  it  meet  in  smaller  cities  across 
Texas.  The  Ad  Hoc  Committee  on  Phy- 
sician Reimbursement,  which  was 
chartered  to  study  Medicare  Part  B re- 
imbursement based  on  geographic 
area,  will  present  the  results  of  its  study 
and  present  options  as  to  how  Part  B 
reimbursement  can  be  made  more 
equitable  for  all  Texas  Medicare  pa- 
tients and  physicians.  The  Council  on 
Health  Affairs  will  present  three  rec- 
ommendations regarding  who  should 
pay  for  human  diploid  cell  vaccine  used 
in  rabies  prevention.  This  council  will 
also  recommend  a standardized  immu- 
nization form  for  use  by  all  Texas  physi- 
cians. The  Committee  on  Cancer  is 
asking  TMA  to  endorse  a concept  that 
costs  for  supporting  cancer  registry 
programs  in  hospitals  be  reimbursible 
to  the  institution. 

The  House  will  consider  a recom- 
mendation which  asks  TMA  to  encour- 
age physicians  to  properly  document  in 


medical  records  their  orders  for  termi- 
nating the  use  of  support  respiratory 
and  circulatory  procedures  and  to  de- 
velop general  guidelines  concerning 
written  orders  describing  care  for  crit- 
ically ill  patients.  The  Committee  on 
School  Health  will  request  the  House 
to  cosponsor  a wellness  lifestyle 
conference. 

Topics  of  other  resolutions  are  re- 
quirements of  the  Joint  Commission  on 
Accreditation  of  Hospitals;  supporting 
educational  programs  on  human  sex- 
uality in  schools;  endorsing  the  prin- 
ciple of  voluntary  nongovernmental 
health  planning,  asking  the  GMENAC 
to  validate  its  methods  of  project- 
ing physician  manpower  requirements; 
and  supporting  health  career  counsel- 
ing at  a secondary  school  level. 

In  total,  the  delegates  have  the  re- 
sponsibility to  determine  Association 
policy  recommended  to  them  by  more 
than  60  boards,  councils,  committees, 
county  societies  and  individuals. 

Annual  session  abounds 
in  scientific  programs 

Editor's  Note:  See  the  January- April 
issues  of  Texas  Medicine  for  advance 
registration  and  ticket  order  forms  for 


Physicians  listen  in  a curbstone  consultation  during  last  year  s annual 
session.  This  year,  12  curbstone  consultations  are  scheduled 
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the  annual  session.  For  hotel  reserva- 
tions, call  the  Dallas  Housing  Bureau 
direct:  21 4-655-1 384. 

Physicians  will  have  a prime  oppor- 
tunity to  learn  about  advances  in  medi- 
cine during  the  Texas  Medical  Associa- 
tion's 1 14th  Annual  Session  this  month 
in  Dallas.  The  meeting  boasts  some 
330  hours  of  scientific  programming 
which  can  be  applied  toward  the  Ameri- 
can Medical  Association’s  Physician 
Recognition  Award. 

Category  I credit  may  be  obtained  by 
attending  any  of  the  section  programs, 
postgraduate  courses,  cardiac  life  sup- 
port courses,  specialty  society  pro- 
grams, or  special  committee  symposia. 
Category  II  credit  may  be  obtained  by 
participating  in  the  curbstone  consulta- 
tions, forum  of  original  research,  di- 
alogue sessions,  or  general  session 
updates. 

Among  the  22  section  meetings  are 
programs  exploring  advances  in  sur- 
gery, internal  medicine,  and  family 
practice.  The  Section  on  Surgery, 
meeting  Friday,  May  29,  7:30  am  to  5 
pm,  will  discuss  surgical  progress  dur- 
ing the  past  decade  which  has  bene- 
fited the  practicing  surgeon.  Special 
attention  will  be  given  to  shock,  metab- 
olism, endocrine  systems,  nutrition, 
surgical  infections,  chemotherapy,  and 
transplantation.  Guest  speaker  Gilbert 
S.  Campbell,  MD,  from  Little  Rock,  Ark, 
will  discuss  the  management  of  respi- 
ratory failure  in  surgical  patients. 

Behavioral  medicine  and  surgery  are 
the  focus  of  discussion  in  the  Section 
on  Family  Practice.  This  section  will 
meet  on  Friday,  May  29,  9:30  am- 12 
noon  and  Saturday,  May  30,  9:30 
am- 12  noon.  The  Friday  program  will 
address  behavioral  medicine  with  pre- 
sentations on  child  abuse,  adolescent 
suicide,  and  the  abuse  of  parents  and 
the  elderly.  Saturday’s  program  will  ex- 
plore the  surgical  aspects  of  wound 
care  and  suture  techniques,  along  with 
surgical  techniques  of  cold  knife  con- 
ization of  the  cervix.  A review  of  symp- 
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tom  complexes  seen  in  peripheral  vas- 
cular surgery  also  will  be  considered. 

The  Section  on  Internal  Medicine, 
which  meets  Friday,  May  29,  from  9:30 
am  to  4:30  pm,  will  focus  on  emergen- 
cies in  internal  medicine.  Among  the 
topics  to  be  addressed  are  drug  over- 
dosages, cardiac  arrhythmias,  gastro- 
intestinal bleeding,  and  oncologic,  fe- 
brile, and  endocrinologic  emergencies. 

In  addition  to  these  and  other  scien- 
tific programs,  TMA  will  sponsor  two 
general  meeting  luncheons  featuring 
noted  esophageal  surgeon  Henry  J. 
Heimlich,  MD,  and  television  and  radio 
star  Art  Linkletter.  Dr  Heimlich’s 
address  on  Friday,  May  29,  is  titled, 
“Space  Age  Medicine."  Mr  Linkletter 
will  speak  on  Saturday,  May  30,  in  a 
program  titled,  “A  Luncheon  with  Art 
Linkletter.”  Advance  registration  and 
tickets  for  the  luncheons  is  advised. 

Resident  section  to  sponsor 
practice  opportunity  match 

It’s  a match  between  residents,  physi- 
cians, and  practice  openings  in  Texas. 
In  an  effort  to  bring  these  factions  to- 
gether, the  Resident  Physician  Section 
of  the  Texas  Medical  Association  is 
sponsoring  a Practice  Opportunity 
Matching  Center  during  the  Associa- 


Dr  Philip  Thorek,  Chicago,  will  speak  to  the  Inter- 
national College  of  Surgeons,  Texas  Division,  dur- 
ing the  annual  session  in  Dallas. 


tion’s  annual  meeting  in  Dallas  this 
month.  (See  related  stories  in  News.) 

The  center  will  serve  as  a central 
gathering  and  referral  place  where  resi- 
dent and  practicing  physicians  can 
meet  doctors  and  community,  clinic, 
and  hospital  representatives  seeking 
physicians.  After  reviewing  listings  of 
doctors  and  practice  opportunities,  the 
individuals  involved  can  meet  at  the 
center’s  suite  or  arrange  for  later  dis- 
cussions elsewhere. 

The  center  will  be  open  5-8  pm,  Fri- 
day, May  29,  in  the  Austin  Room  of  the 
Sheraton  Dallas. 

TMA  has  added  the  center  to  its  ac- 
tivities designed  to  match  up  commu- 
nity needs  and  available  physicians. 
Other  TMA  efforts  include  two  bi- 
monthly bulletins  (one  lists  oppor- 
tunities available  and  the  other  lists 
physicians  who  wish  to  practice  in 
Texas);  presentations  to  medical  stu- 
dents about  practicing  in  Texas;  sup- 
port of  legislation  and  studies  to  in- 
crease access  to  health  care  in  Texas, 
including  an  increase  in  the  number  of 
family  practice  and  primary  care  resi- 
dency programs  in  the  state;  and  a bro- 
chure entitled,  “Finding  a Doctor  for 
Your  Community.” 

Anyone  interested  in  these  activities, 
especially  being  listed  with  the  center, 
may  contact  Pam  Padgett,  Texas  Medi- 
cal Association,  1801  N Lamar  Blvd, 
Austin  78701 ; phone  512-477-6704; 
or  stop  by  the  matching  center. 

Wine  tasters  convene 
during  annual  session 

Wine  connoisseurs  among  the  Texas 
Medical  Association  membership  may 
be  interested  in  joining  the  TMA  En- 
ological  Society  for  dinner  during  the 
Association’s  annual  session  in  Dallas. 
This  society  is  made  up  of  TMA  mem- 
bers and  friends  who  share  an  interest 
in  wines,  including  its  medicinal  value. 

It  has  no  dues  and  meets  annually  for 
dinner  during  the  annual  meeting. 

David  D.  Madorsky,  MD,  dinner 
chairman,  reports  the  society  will  meet 
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at  Mario's  Restaurant  at  7 pm,  Thurs- 
day, May  28,  for  a seven-course  dinner 
prepared  under  the  supervision  of  Jean 
Le  Font,  executive  chef  for  Universal 
Restaurants.  Wines  appropriate  to  the 
foods  will  be  served  with  vintages  se- 
lected from  wines  generally  available 
for  purchase  in  Texas.  Following  dinner, 
Leon  Adams,  author  of  Wines  in  Amer- 
ica, will  speak  briefly  on  viticulture. 

The  dinner  is  limited  to  50  reserva- 
tions with  the  deadline  for  reservations 
on  May  1 7.  Transportation  will  be 
arranged  from  convention  hotels  to 
Mario's  which  is  located  in  Turtle  Creek 
Village.  Further  information  and  reser- 
vations can  be  made  by  contacting 
David  D.  Madorsky,  MD,  21 10A  North- 
west Military  Highway,  San  Antonio, 
78213;  phone  512-349-0011. 

Practice  management 
workshops  scheduled 

To  assist  physicians  in  office  manage- 
ment, the  Texas  Medical  Association 
has  scheduled  four  workshops  in  June 
and  July.  This  series  of  half-day  semi- 
nars sponsored  by  the  TMA  and  con- 
ducted by  Conomikes  Associates,  Inc, 
explores  personnel  communications, 
reception,  and  patient  flow  techniques; 
ways  to  improve  collections,  billings, 
and  insurance  methods;  and  assists 
physicians  in  achieving  better  financial 
control  of  their  practices. 

On  June  1 6,  two  seminars  are 
scheduled  at  the  El  Paso  Hilton  Inn. 

One  will  emphasize  reception  and  pa- 
tient flow  techniques;  the  other  will  con- 
centrate on  better  collections,  billing, 
and  insurance.  On  June  17-19,  work- 
shops will  be  held  at  the  Dallas  Execu- 
tive Inn.  Seminars  include  financial 
control  for  physicians  (physicians  only 
may  attend);  personnel  management 
techniques;  personnel  communications 
and  leadership;  better  collections,  bill- 
ing, and  insurance;  and  reception  and 
patient  flow  techniques. 

In  July,  the  management  workshops 
will  be  held  in  San  Antonio  at  the  Bexar 
County  Medical  Society  on  the  13th 


and  1 4th  and  at  the  Houston  Holiday 
Inn  West  Loop,  July  15-17. 

All  of  the  seminars  are  a half-day  in 
length,  except  for  the  workshop  titled, 
"Use  of  Computers  in  Medical  Prac- 
tice,” which  is  a full-day  session.  Fees 
for  the  workshops  are  $60  for  half-day 
sessions  and  $1 00  for  full-day  ses- 
sions. For  more  information,  contact 
Jim  White,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  78701 ; 
512-477-6704. 

Physicians  volunteer  care 
during  1981  legislature 

The  "Doctor  for  the  Day”  program 
marks  its  fifth  year  of  caring  for  the 
health  of  state  legislators  with  the  67th 
session  of  the  Texas  Legislature. 

The  program,  which  represents  the 
joint  efforts  of  medical  societies  and 
state  agencies,  insures  that  a physician 
and  nurse  are  on  duty  throughout  the 
regular  session  of  the  Legislature  to  of- 
fer medical  and  first  aid  services  to 
senators  and  representatives  who  are 
in  Austin  temporarily.  The  Texas  De- 
partment of  Health  has  provided  basic 
medical  supplies  and  equipment  for  the 
program  which  occupies  an  office  on 
the  ground  level  of  the  State  Capitol. 

The  Texas  Academy  of  Family  Physi- 
cians arranged  for  volunteer  doctors 
throughout  the  state  to  be  on  duty 
every  day.  Since  the  “Doctor  for  the 
Day”  is  an  out  of  town  physician,  Aus- 
tinites serve  as  admitting  physicians  for 
patients  requiring  hospitalization  here. 
D.  A.  Baggett,  MD,  at  Brackenridge 
Hospital,  serves  as  primary  admitting 
physician  there.  James  M.  Graham, 

MD,  serves  as  the  primary  admitting 
physician  at  Seton  Medical  Center  and 
St  David’s  Community  Hospital. 

Vera  Taylor,  RN,  on  loan  from  the 
Texas  Department  of  Human  Re- 
sources, is  the  full-time  chief  nurse  at 
the  Capitol  office. 

Physicians  who  served  between 
Jan  1 3 and  Feb  1 3 are:  Stanley  Wood- 
ward, New  Braunfels;  Anthony  Mays, 
Schertz;  Ronald  Huddleston,  Hearne; 


Arthur  Tallant,  San  Marcos;  Rick  Ed- 
wards, Cuero;  Thomas  Mueller,  La 
Grange;  Jack  Eidson,  Weatherford; 
Robert  Williamson,  Gonzales;  Bill  Mar- 
shall, Bastrop;  Everett  Holt,  Corpus 
Christi;  Joseph  Malleske,  Austin;  Au- 
brey Guthrie  II.  Hurst;  Charles  Reyn- 
olds, Brady;  Vincent  Bash,  Houston; 
Wayne  Mulloy,  Channelview;  Frederick 
Merian,  Yoakum;  David  Watson, 
Yoakum;  George  Mekker,  Carrollton; 
James  Stewart,  Lake  Jackson;  Barry 
Phillips,  Marlin;  Irwin  Kurtz,  San  An- 
tonio; John  Peet,  Conroe;  Peggy  Jo 
Newman,  Burnet;  Presley  Mock,  Jr,  La 
Porte. 

Those  who  served  during  Feb 
16-March  31  include:  Sukhdev 
Peganyee,  Houston;  Geoffrey  Grubb, 
Nacogdoches;  Harold  Pruessner, 
Houston;  James  Davis,  Leonard; 
Charles  Cain,  Mesquite;  Kenan  Ken- 
namer,  Hearne;  Ray  Shepperd,  Burnet; 
Joel  Holliday,  Mesquite;  Robert  Kelley, 
Houston;  George  Zenner,  Jr,  Hous- 
ton; Robert  Sullivan,  La  Marque;  Ben 
Garza,  Edinburg;  Mike  McBroom, 
LaGrange;  Robert  Battle,  Lake  Jack- 
son;  Don  Holt,  Denton;  Gary  Bird,  New 
Braunfels;  Jimmy  Burns,  West  Colum- 
bia; James  Winn,  Uvalde;  Earl  Martin, 
Tomball;  Ralph  Bailey,  Nacogdoches; 


"Doctor  for  the  Day"  Jerry  Crabtree,  MD,  Victoria 
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"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  Wvys.” 

—from  The  Art  ol Poetry  (1674)  by  Nicholas  Boileau-Despreaux 
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Charles  Jones,  Fort  Stockton;  David 
Owensby,  Sonora;  C.  Bryce  Thomas, 
Jasper;  Wilbur  Cleaves,  Corpus  Christi; 
Aubrey  Cullen,  Houston;  Curtis  Mc- 
Ginley,  Fort  Worth;  Roberto  Corona, 
Dallas;  James  Hays,  Brownwood; 
Harold  Dayton,  Jr,  Llano;  and  Jerry 
Crabtree,  Victoria. 

Europe,  China  highlight 
TMA  travel  program 

Next  month,  two  groups  of  physicians 
and  their  spouses  will  set  off  for  Europe 
on  yet  another  journey  included  in  the 
1981  travel  packages  sponsored  by  the 
Texas  Medical  Association. 

The  first  excursion,  June  1 8-30,  is  a 
1 2-day  journey  to  Germany,  Switzer- 
land, and  Austria.  Landing  points  in- 
clude Mainz  on  the  Rhine  River,  Lu- 
cerne, and  Vienna.  The  trip  is  limited  to 
90  participants.  A second  trip  is  sched- 
uled June  30- July  1 1 and  features  a 
visit  to  Ireland  and  the  British  Isles. 

This  includes  12  days  exploring  Kil- 
larney,  Dublin,  Edinburgh,  and  London. 
It  too  is  limited  to  90  participants. 

Like  many  of  the  TMA  adventures, 
the  trips  to  Europe  include  approxi- 
mately two  weeks  touring  new  environs 
with  continuing  medical  education 
seminars  also  available.  Approximately 
ten  hours  of  credit  can  be  obtained  un- 
der Category  II  toward  the  American 
Medical  Association’s  Physician  Rec- 
ognition Award. 

Travelers  bound  for  China  will  depart 
July  2 on  a three-week  excursion.  This 
will  include  stopovers  in  Japan,  the 
People’s  Republic  of  China,  and  Hong 
Kong. 

The  later  summer  months  feature 
three  tours  to  northern  America.  Two 
trips  are  planned  for  the  Canadian 
Rockies  on  July  24-Aug  2 and  July 
28-Aug  6.  Both  will  follow  an  itinerary 
which  includes  stops  in  Calgary,  Banff, 
Lake  Louise,  Jasper,  and  Vancouver. 

Alaska  may  be  the  destination  for 
some  travelers  in  August.  A cruise  lim- 
ited to  1 50  participants  will  set  out  for 
the  port  cities  of  Vancouver,  Nanaimo, 


Ketchikan,  Juneau,  Glacier  Bay,  Sitka, 
and  Victoria.  This  adventure  is  sched- 
uled for  Aug  29-Sept  1 2. 

If  ever  you've  dreamed  about  taking 
a trip  around  the  world,  the  TMA  is  of- 
fering such  an  adventure  leaving  Sept 
1 2 and  returning  Oct  1 6.  Stopping 
points  include  Japan,  the  Philippine  Is- 
lands, Hong  Kong,  Thailand,  India, 
Nepal,  United  Arab  Emirates,  and 
Austria. 

The  final  excursion  in  the  1 981  travel 
program  features  Italy.  Participants  will 
journey  to  the  cities  of  Venice,  Flor- 
ence, and  Rome  between  Oct  3 and 
Oct  1 3.  This  adventure  is  limited  to  90 
participants. 

Ms  Jeanette  Prentice,  a member  of 
the  Association  staff  and  liaison  repre- 
sentative with  INTRAV,  is  making  ad- 
ministrative arrangements  for  the  travel 
packages.  For  additional  information, 
contact  her  at  512-477-6704. 

HEALTH  LINE 

AMA  Judicial  Council  issues 
guidelines  interpreting  ethics 

Physicians  may  advertise  in  any  media 
as  long  as  the  communication  is  not 
false  or  designed  to  deceive  the  public. 

This  statement  is  one  of  seven  ap- 
proved recently  by  the  American  Medi- 
cal Association  Judicial  Council  and  is 
included  in  a report  containing  new 
guidelines  for  interpreting  the  AMA 
Principles  of  Medical  Ethics.  Other 
statements  include  interpretations  on 
fees  for  medical  services,  allocation  of 
health  resources,  costs,  quality  of  life, 
terminal  illness,  and  agreements  re- 
stricting the  practice  of  medicine.  The 
Judicial  Council  issued  these  state- 
ments in  January  after  the  US  Court  of 
Appeals  modified  the  Federal  Trade 
Commission’s  final  order  in  its  antitrust 
case  against  the  AMA  and  other  pro- 
fessional groups. 

According  to  the  Council’s  statement 
on  advertising  and  publicity,  “there  are 
no  restrictions  on  advertising  by  physi- 


cians except  those  that  can  be  specifi- 
cally justified  to  protect  the  public  from 
deceptive  practices  . . .’’under  the 
principles  of  medical  ethics. 

Regarding  fees  for  medical  services, 
a physician  should  not  charge  or  collect 
an  illegal  or  excessive  fee.  For  exam- 
ple, the  report  describes  an  illegal  fee 
as  that  collected  when  a physician  ac- 
cepts an  assignment  as  full  payment 
for  service  rendered  to  a Medicare  pa- 
tient and  then  bills  the  patient  for  an  ad- 
ditional amount.  It  identifies  an  exces- 
sive fee  as  that  which,  after  a review  of 
facts,  a person  knowledgeable  as  to 
current  charges  made  by  physicians 
would  consider  to  be  in  excess  of  a rea- 
sonable fee. 

The  Council’s  statement  on  alloca- 
tion of  health  resources  notes  that 
while  physicians  have  some  respon- 
sibility for  equitable  disbursement  of 
society's  limited  health  resources,  they 
must  do  all  they  can  for  the  benefit  of 
an  individual  patient  without  being  to- 
tally responsible  for  equitable  disburse- 
ment of  society’s  limited  health  re- 
sources. These  resources  should  be 
allocated  efficiently  and  on  the  basis 
of  fair,  acceptable,  and  humanitarian 
criteria. 

In  a related  statement  on  costs,  the 
Council  stated  that  patient  care  is  the 
physician’s  first  consideration  and,  as 
such,  they  should  not  provide  or  pre- 
scribe unnecessary  services  of  ancil- 
lary facilities. 

The  Council  identifies  quality  of  life 
as  a factor  to  be  considered  in  deter- 
mining what  is  best  for  the  individual.  In 
caring  for  infants  with  severe  birth  de- 
fects, the  report  says  the  advice  and 
judgment  of  the  physician  should  be 
readily  available,  but  the  decision  to 
treat  a severely  impaired  infant  and  to 
exert  maximal  efforts  to  sustain  life 
should  be  the  choice  of  the  parents. 

Regarding  terminal  illness,  the  Coun- 
cil upholds  the  social  commitment  of 
the  physician  to  prolong  life  and  relieve 
suffering.  It  notes  that  with  informed 
consent,  a physician  may  do  what  is 
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medically  necessary  to  relieve  pain  or 
to  cease  or  omit  treatment  to  let  a ter- 
minally ill  patient  die.  The  physician 
should  not  intentionally  cause  death. 

The  Judicial  Council  also  discour- 
ages any  agreement  between  physi- 
cians which  restricts  the  right  of  a 
physician  to  practice  medicine  upon 
termination  of  employment  with  a part- 
nership or  under  a corporate  agree- 
ment. Such  restrictive  agreements,  the 
Council  maintains,  are  not  in  the  public 
interest. 

For  a copy  of  the  complete  text  of  the 
Judicial  Council's  statements  on  ethics, 
please  contact  the  Texas  Medical  As- 
sociation's Office  of  Medical  Ethics, 

1 801  N Lamar  Blvd,  Austin  78701 , your 
local  county  medical  society,  or  see  the 
Jan  23  issue  of  the  American  Medical 
News , page  15. 

New  ethics  guidelines 
permit  CMS  peer  review 

County  medical  societies  may  dust  off 
their  policies  on  impartial  peer  review 
as  a result  of  a report  by  the  American 
Medical  Association  Judicial  Council 
which  offers  guidelines  interpreting  the 
AMA  Principles  of  Medical  Ethics. 

Drue  O.  D.  Ware,  MD,  chairman  of 
the  Texas  Medical  Association  Board  of 
Councilors,  sent  a letter  in  early  March 
to  county  medical  society  officers  and 
executives  outlining  how  the  AMA  Judi- 
cial Council’s  recently  adopted  inter- 
pretations can  be  applied  on  a county 
medical  society  level.  In  that  letter  he 
noted  that  medicine  is  not  looking  to  set 
fees  or  otherwise  restrict  competition 
among  physicians,  but  rather  seeks  to 
fulfill  its  obligation  to  protect  the  public 
by  making  available  impartial  peer  re- 
view of  any  complaints  relating  to  a 
physician's  practice. 

In  the  area  of  fee  review,  Dr  Ware 
highlighted  factors  which  should  be 
considered  when  reviewing  persistent 
and  flagrant  overcharging  or  excessive 
fees.  If  a county  medical  society  re- 
ceives information  which  indicates  that 
a physician  is  defrauding  patients  by 
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persistently  and  flagrantly  overcharg- 
ing, disciplinary  action  may  be  initiated 
following  Chapter  XI  of  the  TMA  by- 
laws and  the  county  medical  society's 
bylaws. 

Where  questions  arise  which  involve 
excessive  fees  but  not  other  ethical 
considerations,  the  patient,  physicians, 
and/or  insurance  company  can  request 
that  the  county  medical  society  act  as  a 
forum  in  resolving  these  questions.  Dr 
Ware  offered  the  following  procedural 
suggestions.  He  noted  that  a county 
medical  society  may: 

— consider  the  excessive  fee  allega- 
tions when  all  parties  involved 
agree  that  the  medical  society 
should  serve  as  a forum  to  assist 
in  resolving  the  complaint,  and 
that  all  parties  cooperate  in  provid- 
ing the  information  needed  to 
properly  assess  the  situation: 

— invite  all  parties  to  submit  any  in- 
formation deemed  relevant  to  the 
review  committee  in  determining 
whether  or  not  the  fee  was  exces- 
sive; and 

— consider  evidence  of  the  custom- 
ary fee  charged  in  the  locality  for 
similar  services  as  gathered  from 
insurance  company  files  or  fur- 
nished by  the  physician  involved. 

If  the  suggestions  are  followed,  the 
review  committee  would  then  be  in  a 
position  to  provide  an  opinion  as  to 
whether  the  fee  charged  was  exces- 
sive, Dr  Ware  said. 

Regarding  the  AMA  Judicial  Coun- 
cil’s statement  on  advertising,  Dr  Ware 
noted  that  this  is  consistent  with  Texas 
law.  In  Texas,  a physician's  license  may 
be  cancelled,  suspended,  or  revoked 
for  “unprofessional  or  dishonorable 
conduct  which  is  likely  to  deceive  or  de- 
fraud the  public.”  Other  grounds  for  li- 
cense revocation  include  advertising 
professional  superiority  or  the  perfor- 
mance of  professional  services  in  a 
superior  manner.  Dr  Ware  said,  “This 
recent  AMA  statement  on  advertising 
and  publicity  provides  an  excellent 
guide  by  which  county  medical  so- 


cieties can  review  their  bylaws,  rules, 
and  policies.” 

Dr  Ware  spoke  generally  about  five 
other  statements  issued  by  the  Judicial 
Council  and  added,  “Societies  should 
continue  to  provide  a forum  for  patients 
who  seek  a review  of  the  medical  treat- 
ment provided.  They  may  consider  re- 
quests from  insurance  carriers  and 
others  involving  a physician  who  pro- 
vides unnecessary  services  or  orders 
the  use  of  unnecessary  ancillary  facili- 
ties; they  also  may  assist  patients  and 
others  in  evaluating  difficult  or  unusual 
procedures  or  treatment.” 

Texas  physician  population 
shows  steady  increase 

Almost  1 0,000  physicians  have  been  li- 
censed in  Texas  during  the  past  four 
years.  The  Texas  State  Board  of  Medi- 
cal Examiners  has  reported  that  it  li- 
censed 9,856  doctors  between  1977 
and  1 980.  This  past  year,  the  board 
licensed  2,1 82  physicians. 

The  state  board  licensed  2,063  doc- 
tors of  medicine  and  1 23  doctors  of  os- 
teopathy. Slightly  more  than  half  of  all 
licenses  (1,102)  were  issued  to  physi- 
cians who  passed  the  examination. 

The  remainder  qualified  for  licenses  by 
reciprocity. 

Seven  hundred  seventy-nine  new 
physicians  are  graduates  of  the  seven 
schools  of  medicine  and  the  one  school 
of  osteopathy  in  Texas.  Out-of-state 
physicians  who  received  licenses 
numbered  839.  The  state  board  also 
awarded  licenses  to  506  graduates  of 
foreign  medical  schools,  along  with  61 
graduates  of  schools  in  Canada. 

The  number  of  foreign  medical  grad- 
uates licensed  last  year  is  only  about 
half  the  record  high  of  1 ,090  licensed  in 
1978. 

TMLT  names 
1981  officers 

The  Texas  Medical  Liability  Trust 
(TMLT)  recently  announced  its  officers 
for  1981,  along  with  changes  in  the 
1981  Governing  Board. 
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Richard  L.  Vardy,  MD,  Lubbock,  was 
reelected  chairman;  Presley  H.  Chal- 
mers, MD,  Houston,  was  reelected  vice 
chairman;  and  Walter  A.  Brooks,  MD, 
Quanah,  was  elected  secretary- 
treasurer. 

Dr  Vardy,  an  anesthesiologist,  is  a 
graduate  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, is  a past  chairman  of  the  TMA 
Committee  on  Association  Insurance 
Programs,  and  serves  as  consultant  to 
the  TMA  Council  on  Medical  Service 
and  Insurance. 

Dr  Chalmers,  also  an  anesthesiolo- 
gist, is  a graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston,  is 
a member  of  the  Harris  County  Medical 
Legislative  Committee,  and  medical 
advisor  to  the  Texas  Medical  Liability 
Insurance  Underwriting  Association 
(JUA). 

Dr  Brooks,  a general  surgeon,  is  a 
graduate  of  the  University  of  Arkansas 
School  of  Medicine  and  a member  of 
the  TMA  Board  of  Trustees.  He  also 
serves  on  the  Texas  Board  of  Mental 
Health  and  Mental  Retardation.  Dr 
Brooks  replaces  Ed  Schmidt,  MD,  as 
secretary-treasurer. 

Two  changes  have  been  made  on 
theTMLT  Governing  Board.  Don 
Webb,  MD,  Houston,  was  elected  for  a 
three-year  term.  He  is  a graduate  of 
Baylor  College  of  Medicine,  a member 
of  the  Board  of  Gulf  Coast  Regional 
Blood  Center,  and  chairman  of  the  TMA 
Committee  on  Professional  Liability. 

Richard  A.  Morton,  Jr,  MD,  El  Paso, 
was  named  to  the  board  to  complete 
the  term  recently  vacated  by  Dr 
Schmidt.  He  is  engaged  in  the  practice 
of  otolaryngological  surgery.  Dr  Morton 
graduated  from  Tulane  University.  He 
serves  on  the  TMLT  Claims  Review 
Committee. 

Erratum 

In  the  article,  “Medical  vs  surgical  jaun- 
dice: when  and  how  the  radiologist  can 
help,”  which  appeared  in  the  February 
issue  of  Texas  Medicine,  Fig  6 was  in- 
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advertently  placed  sideways.  The  left 
side  of  the  illustration  as  published 
should  have  pointed  toward  the  bottom 
and  the  right  side  should  have  been  at 
the  top.  In  the  legend  for  Fig  6B,  the 
word  “pancreative”  was  used  instead 
of  pancreatic. 
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SHCC  shows  no  support 
for  federal  health  planning 

Health  planning  in  Texas  received  a jolt 
in  February  when  members  of  the 
State  Health  Coordinating  Council 
(SHCC)  voted  to  table  a resolution  sup- 
porting the  federal  concept  of  health 
planning. 

The  resolution,  which  was  prepared 
by  executive  directors  of  Texas  health 
systems  agencies  (HSA),  stated  that 
health  planning  is  an  asset  during  the 
transition  to  a competitive  approach  for 
restraining  health  care  costs;  that 
HSAs  are  one  way  to  bring  about  long- 
term cost  savings;  and  that  the  HSA 
program  can  be  streamlined  and  made 
more  cost  effective  through  the  elim- 
ination of  appropriateness  review,  re- 
structuring certificate  of  need,  and 
obtaining  relief  from  federally  imposed 
procedures. 

Debate  among  the  SHCC  members, 
which  includes  health  care  providers 
and  consumers,  about  the  effective- 
ness of  federal  health  planning  led  to 
the  tabling  of  this  resolution. 

Opponents  indicated  that  they  favor 
instead  a local  and  voluntary  approach 
to  health  planning  which  would  act  in 
an  advisory  capacity,  rather  than  at- 
tempting to  control  health  care  through 
federally  mandated  guidelines  and  by 
federal  financial  control.  John  H.  Selby, 
MD,  chairman  of  the  TMA  Committee 
on  Health  Planning  and  SHCC  mem- 
ber, commented  on  the  meeting  saying, 
“We  feel  that  free  enterprise  will  main- 
tain the  lower  costs  of  medical  care 
more  efficiently  than  any  bureaucracy 
can  possibly  bring  about.” 


Physician  fees  increase 
in  consumer  price  index 

Physician  fees  rose  at  a rate  of  1 .3%  in 
January,  exceeding  the  percentage  in- 
creases in  the  Consumer  Price  Index 
all-items  component  (0.8%)  and  the  all- 
services component  (1.1%).  It  was  the 
first  time  since  last  July  that  the  physi- 
cians’ services  component  had  risen 
more  than  the  general  monthly  inflation 
rate.  Hospital  room  charges  went  up 
2.3%  during  the  month.  Dental  services 
rose  1.1%  and  prescription  drugs  in- 
creased 1 .2%. 

The  Consumer  Price  Index  is  pro- 
duced by  the  US  Bureau  of  Labor 
Statistics. 

Reagan  budget  cuts  billions 
from  health  programs 

Some  $4  billion  of  the  Reagan  Admin- 
istration’s proposed  $41  billion  budget 
cuts  will  be  sliced  from  health  programs 
under  the  domain  of  the  Department  of 
Health  and  Human  Services  (HHS). 

And  additional  cuts  in  all  sectors  will  be 
listed  in  the  President’s  full  revision  of 
the  budget  for  the  fiscal  year  beginning 
this  October — fiscal  year  1982. 

The  cuts  for  health  from  previously 
projected  spending  levels  featured  $2.7 
billion  in  savings  through  consolidation 
of  HHS  categorical  grant  programs  and 
a 25%  rollback  in  the  total  federal  con- 
tribution. A cap  on  federal  payments  for 
the  Medicaid  program  would  trim  the 
US  budget  by  $1 .2  billion. 

Other  proposed  HHS  cuts  included: 
health  planning,  $100  million;  Profes- 
sional Standards  Review  Organiza- 
tions (PSROs),  $1 5 million;  National 
Institutes  of  Health  (NIH),  $197  million; 
Health  Professions  Education,  $280 
million;  Health  Maintenance  Organiza- 
tions (HMOs),  $24  million;  Public 
Health  Service  hospitals,  $1 1 0 million; 
National  Health  Service  Corps  (NHSC) 
scholarships,  $31  million. 

All  told,  HHS  budget  authority  would 
be  reduced  by  $5.2  billion  and  outlays 
by  $6.9  billion  in  fiscal  1 982.  More  than 
$1  billion  of  this  represents  slashes  in 
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welfare  spending.  For  the  current  fiscal 
year  that  ends  in  October,  these  health 
programs  would  be  trimmed  by  $828 
million. 

BLOCK  GRANTS 

The  Administration's  block  grant  pro- 
posal covers  a wide  span  of  health  ac- 
tivities, including  such  programs  as 
community  health  centers,  migrant 
clinics,  emergency  medical  services, 
alcohol  and  drug  abuse  services, 
health  incentive  grants,  venereal  dis- 
ease, immunizations,  etc.  About  40  cat- 
egorical grants  for  health  and  social 
services  currently  budgeted  for  $9.4 
billion  next  fiscal  year  are  involved. 

A block  grant  approach  would  give 
the  states  greater  flexibility  and  respon- 
sibility. “States  could  select  the  service 
delivery  agency  best  able  to  provide 
certain  services  that  are  now  provided 
by  direct  federal  grantees,”  the  budget 
document  said.  “The  overall  result 
would  strengthen  state  governments 
and  provide  publicly-financed  services 
more  effectively  and  at  lower  costs  to 
those  in  need.” 

Legislation  to  carry  out  the  plan  will 
be  sent  to  Congress  with  an  effective 
date  as  of  Oct  1 . 

COMPETITION  HEALTH  MODEL 
Hinting  at  a future  broad  health  plan 
proposal,  presumably  along  the  lines  of 
“pro-competition”  health  bills,  the  eco- 
nomic report  said  government  regula- 
tory efforts  to  date  “have  failed  to  stem 
the  increase  in  costs  because  they  fail 
to  affect  the  underlying  cost-increasing 
bias  in  the  health  care  system  that  re- 
sults from  the  insulation  of  all  parties  in 
medical  care  markets  from  the  cost 
consequences  of  their  decisions.  The 
Administration  will  propose  com- 
prehensive legislation  to  remedy  these 
market  distortions.” 

As  an  interim  measure,  the  Admin- 
istration said  it  will  propose  legislation 
to  “establish  a limit  on  the  Medicaid 
programs’  unconstrained  growth.” 

The  federal  payment  limit  would  be 


structured  to  cut  federal  expenditures 
$1 00  million  below  the  current  base  es- 
timate and  would  be  allowed  to  in- 
crease only  5%  in  fiscal  1 982,  rising 
thereafter  with  the  overall  rate  of  infla- 
tion. Federal  spending  would  be  re- 
duced by  $1 .2  billion  next  year,  rising  to 
$5  billion  in  1986.  The  Administration 
said  it  believes  “this  degree  of  restraint 
can  be  achieved  by  states  without  re- 
ducing basic  services  for  the  most 
needy  ...  No  state,  however,  would  be 
prevented  from  providing  whatever  ad- 
ditional services  it  deemed  appropriate 
out  of  its  own  resources.” 

CAPITATION  FUNDING  TO  END 
The  economic  report  said  the  Admin- 
istration “will  propose  to  end  large  gen- 
eral subsidies  for  the  training  of  physi- 
cians and  other  health  professionals. 
Such  programs  are  no  longer  neces- 
sary in  light  of  the  growing  projected 
supply  of  most  health  professionals.  In- 
stead, federal  programs  will  be  directly 
targeted  on  training  needs  of  national 
priority.” 

The  Administration  is  asking  only 
$1 20  million  for  health  professions  edu- 
cation next  year,  compared  with  the 
$400  million  projected  under  current 
spending  levels  and  the  current  year’s 
budget  of  $368  million. 

NHSC  SCHOLARSHIPS  FROZEN 
As  reported  earlier,  the  Administration 
will  not  seek  new  scholarships  for  the 
National  Health  Service  Corps  program 
that  sends  medical  teams  to  physician- 
shortage  areas.  At  most,  6,000  NHSC 
people  are  needed  now  to  cover  health 
manpower  shortage  areas,  the  Admin- 
istration said.  A freeze  on  new  scholar- 
ships still  will  allow  the  corps  to  swell  to 
9,000  members  by  1990. 

Students  who  currently  have  NHSC 
scholarships  will  be  allowed  to  com- 
plete their  training. 

HMOs  PHASED  OUT 
The  federal  grant  and  loan  subsidy  pro- 
gram for  Health  Maintenance  Organi- 


zations (HMOs)  would  be  eradicated  by 
the  Administration.  “After  eight  years  of 
federal  support,  the  feasibility  of  HMO 
prepaid  health  care  delivery  has  been 
adequately  demonstrated.” 

Legislation  will  be  proposed  to  strike 
present  “unnecessarily  restrictive  re- 
quirements" for  federal  qualifications  of 
HMOs,  making  private  capital  available 
for  HMO  development  and  "obviating 
the  need  for  further  subsidies.”  No  new 
grants  or  loans  will  be  made,  but  HMOs 
now  receiving  support  will  be  allowed 
to  complete  their  grant  period.  The  pro- 
gram would  be  completely  phased  out 
by  1983. 

PSROs PHASED  OUT 
Earmarked  for  oblivion  by  the  Admin- 
istration is  the  Professional  Standards 
Review  Organization  (PSRO)  program 
“consistent  with  a two-year  Administra- 
tion timetable  to  develop  and  carry  out 
health  financing  reforms  that  encour- 
age competition  in  the  health  sector.” 

“Contracts  will  be  renewed  with  only 
those  PSROs  judged  most  effective  in 
controlling  health  care  costs,”  and 
some  transitional  funding  will  be  al- 
lowed through  1 983  to  allow  competing 
systems  of  health  care  to  contract  for 
the  services  of  effective  PSROs. 

The  Administration  said  recent  stud- 
ies of  the  program  show  that  PSROs 
raise  national  health  care  spending, 
rather  than  reduce  it. 

The  PSRO  program  would  be  pared 
to  an  appropriation  of  $70  million  next 
year,  from  the  current  $1 74  million,  to 
$67  million  the  following  year  and  to 
zero  by  fiscal  1984. 

HEALTH  PLANNING  PHASED  OUT 
The  controversial  health  planning  pro- 
gram, as  expected,  was  ticketed  for  de- 
struction. Planning  "has  not  proved 
effective  in  controlling  costs  on  a na- 
tional basis,  and  it  inhibits  market 
forces  needed  to  strengthen  competi- 
tion and  provide  less  costly  services." 
The  certificate-of-need  requirement  un- 
der planning  calls  for  a “government 
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franchise”  and  inhibits  free  market  en- 
try, "often  propping  up  high-cost  in- 
stitutions behind  a government-created 
entry  barrier.” 

Health  planning  would  be  phased- 
out  over  two  years,  receiving  $58  mil- 
lion next  year  and  no  money  by  fiscal 
1 984.  Outlays  in  the  current  year  are 
expected  to  reach  $162  million. 

PHS  HOSPITALS  TO  CLOSE 
The  budget  squeeze  that  would  keep 
increased  funding  below  the  projected 
rate  of  inflation  would  hit  the  National 
Institutes  of  Health  where  the  Admin- 
istration will  seek  $3.7  billion  next  fiscal 
year,  compared  with  the  $3.6  billion  this 
year.  The  eight  Public  Health  Service 
hospitals  and  29  clinics  would  be 
closed  down  during  the  next  four  years 
at  an  estimated  savings  of  more  than 
$900  million  during  the  period. 

MEDICARE  SPARED 
No  reduction  is  planned  for  the  $45.4 
billion  Medicare  program.  Other  pro- 
grams escaping  the  economy  drive  are 
the  basic  retirement  program  of  Social 
Security;  the  Veterans  Administration 
compensation  programs  for  service 
disabilities  and  non-service-connected 
disability  pensioners;  the  school  lunch 
and  breakfast  programs;  the  Head 
Start  program  for  preschoolers;  the 
supplemental  security  income  fund  for 
the  blind,  elderly,  and  disabled;  and  the 
summer  youth  jobs  program. 

CAPITAL  COMMENTS 

Office  of  health  regulation 
assails  regulatory  process 

In  the  closing  days  of  the  Carter  Admin- 
istration, the  Health  and  Human  Ser- 
vices Department  (HHS)  Office  of 
Health  Regulation  issued  a critical  re- 
port on  the  HHS  regulatory  process. 

The  report  indicated  surprise  at  their 
(HHS)  reluctance  to  analyze,  in  detail, 
the  potential  consequences  of  pro- 


posed new  regulations.  It  indicated  that 
HHS  review  “rarely  led  to  detailed  scru- 
tiny of  the  implications  and  effects  of 
proposed  rules.” 

The  report  went  on  to  say  that  alter- 
native approaches  to  solving  apparent 
problems  are  “seldom”  examined  and 
that  “low  level  bureau  staff  generate 
important,  controversial,  often  un- 
necessarily costly,  and  sometimes  un- 
needed regulations,  generally  without 
early  review  of  the  policy  and  cost  im- 
plications by  senior  managers.  Some  of 
these  personnel  appear  to  be  moti- 
vated by  a desire  to  ‘do  good,’  a distrust 
of  the  health  care  industry,  and  an 
assumption  that  a risk-free  environ- 
ment can  and  should  be  created  by 
regulation.” 

Governors  criticize 
proposed  budget  cuts 

Rumbles  of  protest  quickly  built  up 
against  President  Reagan  s proposed 
health  spending  cuts. 

The  nation's  governors,  meeting  in 
Washington,  DC,  rejected  as  "not  ac- 
ceptable” the  plan  to  limit  federal  pay- 
ment to  states  for  Medicaid  costs.  Utah 
Gov  Scott  Matheson  presented  the 
White  House  with  the  governors’  posi- 
tion that  "a  uniform,  nationwide  5%  cap 
on  federal  financial  participation  is  not 
acceptable.” 

Under  the  plan,  the  states  would 
have  to  come  up  with  an  additional  $1 
billion  next  fiscal  year  to  keep  Medicaid 
services  operating  at  their  present  rate 
in  order  to  make  up  for  the  federal 
shortfall. 

HHS  Secretary  Richard  Schweiker 
told  the  governors  at  their  annual  meet- 
ing that  the  federal  cap  is  needed  be- 
cause Medicaid  “has  unfortunately 
been  out  of  control.” 

The  HHS  chief  noted  that  the  “cap” 
is  designed  as  an  interim  measure  until 
far-reaching  changes  can  be  made  in 
the  medical  system  designed  to  induce 
greater  competition.  “The  only  way  to 
cut  the  budget  is  to  cut  the  budget,”  he 
said,  indicating  that  the  Administra- 


tion’s position  is  firm  on  the  issue. 

The  governors  adopted  a resolution 
stating  they  will  “vigorously  oppose"  at- 
tempts to  shift  the  costs  of  the  federal 
budget  cuts  to  the  states.  They  insisted 
state  governments  must  have  time  to 
adjust  to  the  cuts  and  have  increased 
flexibility  in  administering  federal 
programs. 

Moving  against  the  Administration 
current,  the  governors  said  the  federal 
government  should  take  over  all  wel- 
fare and  Medicaid  costs.  Only  three  of 
the  49  governors  attending  the  con- 
ference opposed  the  resolution. 

White  House  contemplates 
catastrophic  health  plan 

The  Administration  is  considering  sub- 
mission of  a catastrophic  health  benefit 
plan  to  Congress  later  this  year. 

The  surprise  disclosure  came  from 
HHS  Secretary  Richard  Schweiker  as 
he  opened  defense  of  the  Administra- 
tion's health  and  welfare  spending  cuts 
in  testimony  before  the  House  Ways  & 
Means  Committee. 

Asked  whether  there  was  any  pos- 
sibility of  the  Administration  suggesting 
extra  benefits  anywhere  in  light  of  the 
down-the-line  cuts  projected  for  health, 
Schweiker  told  the  committee,  “We  re 
looking  frankly  at  a catastrophic  health 
program. ' He  said  he  didn't  “have  a 
feel”  yet  of  what  the  final  decision  will 
be,  but  suggested  that  some  money  set 
aside  for  a catastrophic  plan  may  be 
factored  into  the  Administration’s  de- 
tailed budget. 

Schweiker  did  not  say  whether  a cat- 
astrophic plan  would  be  part  of  the 
“pro-competition”  health  legislation  the 
Administration  has  said  it  will  propose. 

The  Administration  is  supporting  a 
consumer  choice  or  pro-competition 
approach  under  which  changes  in  the 
federal  tax  treatment  of  private  health 
insurance  would  be  designed  to  spur 
purchase  of  cheaper  coverage  with 
high  deductibles.  Competition  among 
insurors  and  HMOs  theoretically  would 
drive  down  the  cost  of  medical  care. 

31 


Volume  77  May  1981 


PhD  nurse  nominated 
to  head  HCFA 

Caroline  Davis,  PhD,  RN,  has  been 
nominated  to  head  the  Health  Care  Fi- 
nancing Administration.  Davis  is  the 
associate  vice  president  for  academic 
affairs  at  the  University  of  Michigan  and 
former  dean  of  the  nursing  school. 
HCFA  operates  the  Medicare/Medicaid 
programs  under  the  Department  of 
Health  and  Human  Services. 

Court  deals  house  staff 
union  movement  setback 

The  US  Supreme  Court  has  refused  to 
review  a decision  by  the  National  Labor 
Relations  Board  (NLRB)  that  denied 
collective  bargaining  privileges  to 
house  staff  associations.  In  1976,  the 
NLRB  ruled  that  resident  physicians 
are  students,  not  employees,  and  thus 
are  excluded  under  the  National  Labor 
Relations  Act.  The  Physician’s  National 
House  Staff  Association  appealed  the 
NLRB  ruling  to  the  US  Court  of  Appeals 
for  the  District  of  Columbia.  The  ap- 
peals court  upheld  the  NLRB  decision. 
The  house  staff  association  then  went 
to  the  US  Supreme  Court.  A spokes- 
man for  the  AMA  Resident  Physicians 
Section,  David  Olive,  MD,  called  the 
high  court's  decision  a setback.  Other 


avenues  that  remain  open  to  promote 
the  dual  role  of  residents  are  develop- 
ing new  legislative  proposals  and  a 
new  version  of  the  Essentials  of  Ac- 
credited Residencies,  both  of  which  the 
AMA  Resident  Physicians  Section  is 
working  on.  The  Texas  Medical  Asso- 
ciation opposed  legislation  in  the  96th 
Congress  which  would  have  provided 
legislative  authority  for  house  staff  to 
form  unions  under  the  National  Labor 
Relations  Act,  on  the  basis  that  resi- 
dencies are  educational  programs  and 
the  quality  of  training  would  suffer  in  an 
adversary  situation. 

Groups  prepare  support, 
opposition  for  1982  races 

With  the  97th  Congress  just  under  way, 
both  liberal  and  conservative  organi- 
zations are  already  focusing  on  con- 
gressional races  they  will  target  in 
1982.  Because  Republicans  hold  a slim 
53-46  majority  in  the  Senate  (Sen  Har- 
ry Byrd  of  Virginia  is  an  Independent), 
most  attention  will  be  given  to  the  33 
senators  who  face  reelection  in  1 982. 
Both  the  liberal  National  Committee  for 
an  Effective  Congress  (NCEC)  and  the 
right-of-center  National  Conservative 
Political  Action  Committee  (NCPAC) 
have  already  made  public  their  Senate 


The  Senate  Committee  on  Human  Resources  listens  to  testimony  regarding 
the  Medical  Practice  Act  in  the  Senate  Chamber. 


“target”  list.  NCEC  will  work  to  defeat 
Senators  Harry  Byrd  (l-VA),  S.  I.  Ha- 
yakawa,  (R-Calif),  Richard  Lugar 
(R-Ind),  William  Roth,  Jr  (R-Del)  and 
Harrison  Schmitt  (R-NM).  NCPAC  will 
seek  to  unseat  Senators  Quentin  Bur- 
dick (D-ND),  John  Chafee  (R-RI),  Ted 
Kennedy  (D-Mass),  John  Melcher 
(D-Mont),  Howard  Metzenbaum 
(D-Ohio),  George  Mitchell  (D-Maine), 
Donald  Riegle  (D-Mich),  Paul  Sar- 
banes (D-Md),  Robert  Stafford  (R-Vt) 
and  Lowell  Weicker  (R-Conn). 

Budget  debates  before  the  Senate 
Finance  Committee  will  take  on  a 
greater  political  emphasis  because  ten 
of  the  20  members  of  the  Senate  Fi- 
nance Committee  will  also  be  facing  re- 
election  in  1 982.  A Democratic  gain  of 
only  five  seats  in  the  US  Senate  would 
have  a profound  effect,  putting  the 
GOP  back  in  the  minority  of  the  1 00- 
member  Senate.  Texas  US  Sen  Lloyd 
Bentsen  faces  reelection  and  is  ex- 
pected to  draw  a number  of  opponents. 
Although  rumors  have  circulated  that 
former  Dallas  Cowboy  quarterback 
Roger  Staubach  would  run,  the  only 
confirmed  announcement  for  challeng- 
ing Bentsen  comes  from  state  Sen  Wal- 
ter Mengden,  a conservative  Houston 
Republican. 
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NEWSMAKERS 

ERNST  KNOBIL,  PHD,  has  been  ap- 
pointed dean  of  The  University  of  Texas 
Medical  School  at  Houston.  Dr  Knobil, 
the  Richard  Beatty  Mellon  Professor  of 
Physiology  at  the  University  of  Pitts- 
burgh School  of  Medicine,  has  served 
as  chairman  of  the  department  of  phys- 
iology at  the  medical  school  for  the  past 
20  years.  Since  1 974  he  also  has 
served  as  director  of  the  school’s  Cen- 
ter for  Research  in  Primate  Reproduc- 
tion. He  is  a past  president  of  the 
American  Physiological  Society,  the 
Association  of  Chairmen  of  Depart- 
ments of  Physiology,  and  the  Endo- 
crine Society.  Dr  Knobil  will  succeed 
ROBERT  L.  TUTTLE,  MD,  who  has 
been  dean  of  UT-Houston  Medical 
School  since  1975. 

RICHARD  L.  BAUER,  MD,  San  An- 
tonio, is  one  of  five  academic  physi- 
cians in  the  nation  selected  to  partici- 
pate in  the  prestigious  Milbank  Scholar 
Program  for  1 981 . Dr  Bauer,  assistant 
professor  of  medicine  and  acting  head 
of  the  division  of  general  medicine  at 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  was  selected 
for  the  program  which  is  designed  to 


develop  the  role  of  clinical  epidemiol- 
ogy in  the  medical  school.  Interested  in 
studying  systems  of  health  care,  cost/ 
benefit  analysis,  and  preventive  medi- 
cine, Dr  Bauer  noted.  “Considering  that 
we  have  limited  resources  to  provide 
health  care,  I want  to  learn  in  what  way 
health  care  can  best  be  provided.’’ 

JOHN  G.  BRUHN,  PHD,  Galveston, 
is  the  new  dean  of  The  UT  Medical 
Branch  School  of  Allied  Health  Sci- 
ences. Formerly  associate  dean  for 
community  affairs,  Dr  Bruhn  has 
served  as  acting  dean  of  the  School  of 
Allied  Health  Sciences  since  Sept  1 , 

1 980.  He  joined  UT  Medical  Branch  in 
1 972  from  the  University  of  Oklahoma 
Medical  Center,  where  he  was  pro- 
fessor and  chairman  of  the  department 
of  human  ecology.  Dr  Bruhn  is  also 
special  assistant  to  the  president  of 
community  affairs  and  professor  of 
preventive  medicine  and  community 
health. 

ROBERT  M.  ROSE,  MD,  professor  and 
chairman  of  the  department  of  psychia- 
try and  behavioral  sciences  at  The  Uni- 
versity of  Texas  Medical  Branch,  has 
been  elected  president  of  the  American 
Psychosomatic  Society  for  1 981  - 1 982. 


RICHARD  LESTER,  MD,  professor 
and  chairman  of  the  department  of 
radiology  at  The  University  of  Texas 
Medical  School  at  Houston,  has  been 
appointed  acting  president  of  Meharry 
Medical  College  in  Nashville.  A mem- 
ber of  Meharry  s Board  of  Trustees 
since  1 975,  Dr  Lester  is  serving  as  act- 
ing chief  executive  officer  and  chair- 
man of  an  interim  administrative  com- 
mittee while  a search  is  conducted  for  a 
successor  to  Lloyd  C.  Elam,  MD,  who 
has  served  as  Meharry's  president 
since  1967. 

C.  E.  CARLTON,  JR,  MD,  Houston,  has 
been  elected  president  of  the  American 
Board  of  Urology. 

LT  COL  DOUGLAS  W.  JENKINS,  JR, 
MD,  chief  of  pulmonary  disease  service 
at  Wilford  Hall  USAF  Medical  Center  at 
Lackland  AFB,  has  been  appointed 
governor  for  the  American  College  of 
Chest  Physicians  for  the  US  Air  Force. 
Dr  Jenkins  has  been  at  Wilford  Hall 
since  July  1 973,  serving  as  chief  of  the 
service  since  July  1 974. 

JAMES  D.  GOSSETT,  MD,  has  been 
honored  by  the  citizens  of  Rankin,  Tex, 
with  the  observance  of  “Dr  Gossett  Ap- 


Ernst  Knobil,  PhD 


Robert  M Rose,  MD 


Richard  Lester,  MD 
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preciation  Day.”  Dr  Gossett  has  served 
as  the  town's  physician  since  1 952. 

SID  E.  COCKRELL,  former  executive 
director  of  Bexar  County  Medical  So- 
ciety, was  the  guest  of  honor  at  an  ap- 
preciation dinner  on  March  1 3 given  by 
the  medical  society.  Mr  Cockrell,  who 
served  as  executive  director  for  25 
years  and  currently  acts  as  a con- 
sultant, will  retire  in  June. 

JOHN  S.  FARQUHAR,  MD,  has  joined 
the  Texas  Tech  University  Health  Sci- 
ences Center  faculty  as  associate  pro- 
fessor of  surgery,  chief  of  emergency 
services,  and  director  of  the  emer- 
gency department.  Before  joining  the 
health  sciences  center,  Dr  Farquhar 
was  director  of  emergency  medicine  at 
Welborn  Baptist  Hospital  in  Evansville, 
Ind. 

DON  E.  FLINN,  MD,  has  accepted  ap- 
pointment as  professor  and  chairman 
of  the  department  of  psychiatry  at 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine.  Dr  Flinn 


has  served  as  professor  of  psychiatry 
at  The  University  of  Texas  Medical 
School  at  San  Antonio  and  as  assistant 
chief  of  psychiatry  service  at  the  Vet- 
erans Administration  Hospital,  San 
Antonio. 

ARMAND  J.  GUARINO,  PHD,  has 
been  named  dean  of  the  School  of  Al- 
lied Health  Sciences  at  The  University 
of  Texas  Health  Science  Center  at  San 
Antonio.  Dr  Guarino  has  been  a mem- 
ber of  the  faculty  since  1 968  when  he 
became  the  chairman  of  the  biochem- 
istry department.  He  was  later  named 
dean  of  the  Graduate  School  of  Bio- 
medical Sciences,  a position  he  con- 
tinues. He  also  serves  as  special 
assistant  to  the  president  for  academic 
services. 

BOB  MONROE,  director  of  the  field 
services  division  in  the  Bureau  of  Tu- 
berculosis Services  of  the  Texas  De- 
partment of  Health,  has  received  the 
James  E.  Peavy  Memorial  Award  at  a 
recent  Texas  Public  Health  Association 
(TPHA)  meeting  in  Fort  Worth.  Mr 


Monroe  has  served  TPHA  for  21  years 
as  editor  of  the  TPHA  Journal  and  later 
as  executive  secretary. 

JOHN  M.  SMITH,  JR,  MD,  San  An- 
tonio, TMA  past  president,  has  been 
elected  chairman  of  the  American 
Medical  Political  Action  Committee 
(AMPAC). 

ROBERT  BERNSTEIN,  MD,  Commis- 
sioner of  the  Texas  Department  of 
Health,  has  been  chosen  president- 
elect of  the  Association  of  State  and 
Territorial  Health  Officials. 

STANTON  P.  FISCHER,  MD,  Houston, 
is  the  new  president  of  the  American 
Lung  Association  of  Texas.  A past 
president  of  the  Texas  Thoracic  So- 
ciety, Dr  Fischer  has  been  a consultant 
in  pulmonary  disease  at  Kelsey- 
Seybold  Clinic  in  Houston  since  1964 
and  currently  serves  as  professor  of 
clinical  medicine  at  Baylor  College 
of  Medicine. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members’  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 

Illustration  of  3/31/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago.  Date  of  Investment 

3/31/80  3/31/78 

3/31/76 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 

T.  Rowe  Price  Growth  Stock  Fund 

$14,388 

$14,013 

$21,285 

$17,014 

$20,973 

$15,333 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

Rowe  Price  New  Income  Fund 

$11,420 

$10,179 

$10,288 

$11,650 

$11,677 

$13,626 

Current  yields  on  interest  bearing  options. 

Mercantile  Bank  Time  Deposits 

2Vz  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  4/7/81 

11.75  % (Through  4/13/81) 

8.00  % 

14.033%  (Through  4/13/81) 

14.31  % 

Approximate  unit  prices  as  of  3/31  /81 : 

Mercantile  Bank  HR-10  Stock  Fund 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$22.24 

$15.09 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  "overmedicated  society, " "overuse, ’’  "misuse,"  and  "abuse,"  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.  I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  you’ve  made.  Recall  how  often 

you  ve  heard,  as  a result,  "Doctor,  I don’t  know  what  I would  have  done 
without  your  help. " 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

f If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you  11  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

For  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (|y , please  see  the  following  page.  Valium  is  available  as  2-mg 
5-mg  and  10-mg  scored  tablets. 
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diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome; 
convulsive  disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use. 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety  2 to  10 
mg  bid  to  q.i.d.;  alcoholism,  10  mg  t i d or  q i d.  in 
first  24  hours,  then  5 mg  t.i.d  or  q i d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q.i.d.;  adjunctively  In  convulsive  disorders,  2 to  10 
mg  b i d.  to  q.i.d  Geriatric  or  debilitated  patients:  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children : 1 to 
21/2  mg  t i d.  or  q.i.d.  initially  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months). 

Supplied:  Valium® (diazepam/Roche)  Tablets.  2 mg. 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10,  Prescription  Paks  of  50,  available  in  trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wettcmne  / North  Carolina  27709 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R.  J.  Lyons 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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fStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone],  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent],  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent]. 


Each  capsule 
contains  50  mg,  of 
Dyrenium®  (brand  of  triamterene] 
and  25  mg.  of  hydrochlorothiazide 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


' WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium.  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used 
Hyperkalemia  can  occur,  and  has  been  associated  with 
cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  llter/day,  the  elderly  and  diabetics 
with  suspected  or  confirmed  renal  insufficiency.  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake 
Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 


amterene may  appear  in  breast  milk  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on 
use  in  children  is  not  available  Sensitivity  reactions  may 
occur  in  patients  with  or  without  a history  of  allergy  or  bron- 
chial asthma  Possible  exacerbation  or  activation  of  systemic 
lupus  erythematosus  has  been  reported  with  thiazide 
diuretics 

Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum  creat- 
inine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  Is  used  concomitantly,  deter- 
mine serum  K+  frequently:  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded:  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiving  triam- 
terene, and  leukopenia,  thrombocytopenia,  agranulocytosis 
and  aplastic  anemia  have  been  reported  with  thiazides  Tri- 
amterene is  a weak  tolic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients  The  following  may  occur 
transient  elevated  BUN  or  creatinine  or  both,  hyperglycemia 
and  glycosuria  (diabetic  insulin  requirements  may  be 
altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  meta- 
bolic acidosis.  Dyazide'  interferes  with  fluorescent  measure- 
ment of  quimdine.  Hypokalemia,  although  uncommon,  has 
been  reported.  Corrective  measures  should  be  instituted 


cautiously  and  serum  potassium  levels  determined  Discon- 
tinue corrective  measures  and  Dyazide'  should  laboratory 
values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Serum  PBI 
levels  may  decrease  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Dyazide' 
should  be  withdrawn  before  conducting  tests  for  parathyroid 
function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone  Triamterene  has  been  found 
in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide1 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules,  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak™  umt-of-use  bottles  of  100 


© SK&F  Co  . 1980 

a SmithKIine  company 

Carolina,  PR  00630 


compare  the  analgesic  effect 

A Motrm  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (twoaspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups. . . 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


1st  hour  2nd  hour 

T ime  after  drug  administration  (hours) 


Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


38|45|46 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 

Motrin  400  mg 

buprofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


Motrin R : • 
now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 


Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspmn:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann . Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,  heartburn* 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

“"Incidence  3%  to  9%. 

Incidence  less  than  1 in  !00 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300, 400,  or  600  mg  fid  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
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DEBATE 


FUNDS  FOR  MEDICAL  RESEARCH 

DEBATE  presents  opinions  from  professionals  to  illustrate 
the  varied  considerations  and  ideas  on  given  issues.  This 
month,  Texas  Medicine  contacted  physicians  across  the 
state  concerning  their  attitudes  toward  funding  for  medical 
research.  Readers  are  invited  to  express  their  views  on  this 
subject  in  the  Letters  section  of  Texas  Medicine. 


THE  ISSUE 

As  with  funds  in  other  areas,  available  funding  for  research 
has  shrunk.  Across  the  board,  scientific  investigators  find 
that  they  face  stiffer  competition  and  must  make  greater 
efforts  in  obtaining  grants  to  finance  research  projects. 

By  far,  the  largest  amount  of  money  directly  sought  by  and 
granted  to  researchers  today  comes  from  the  federal  govern- 
ment. With  inflation  eating  away  at  buying  power,  and  with 
the  watchwords  of  “cut  your  budget  and  tighten  your  belt’’ 
reverberating  through  the  economy  at  all  levels,  medical  re- 
searchers are  concerned  about  the  financial  future  of  pro- 
grams in  basic  science  and  clinical  research. 

Since  people  who  work  in  basic  research  often  do  not 
know  what  practical  or  profitable  use  or  benefit  may  even- 
tually come  about  as  a result  of  their  work,  it  is  difficult  for 
them  to  explain  to  nonscientists  what  they  do  and  why  it  is 
important.  Possible  benefits  from  applied  research  may  be 
easier  to  foresee,  but  its  foundations  are  sunk  deep  in  the 
knowledge  accumulated  through  research  in  basic  sciences. 

Texas  Medicine  asked  several  researchers  to  talk  about 
medical  research — whether  or  not  it  should  be  funded  by  the 
state,  and  how  available  funds  should  be  allocated.  We  also 
asked  what  beneficial  procedures  could  be  offered  a patient 
today  which  were  unavailable  five  years  ago,  and  what  type 
of  research  had  made  these  procedures  possible. 

INDIVIDUALS  COMMENT 

“Funding  to  launch  new  research  projects  by  previously  un- 
supported investigators  is  difficult  to  obtain.  Even  veteran  in- 
vestigators whose  work  is  of  proven  quality  often  find  it  hard 
to  maintain  the  level  of  support  they  need  in  their  research. 

I would  suggest  that  the  State  of  Texas  develop  a program 
of  start-up  support  funding,  perhaps  limited  to  a period  of  two 
or  three  years.  Perhaps  funds  for  this  purpose  could  be  ap- 
portioned among  medical  schools  and  research  institutions 
in  the  state.  Those  institutions  already  have  functioning  re- 
search peer  review  committees  which  could  recommend 
where  the  funds  should  go.  Over  the  long  haul,  any  such 
program  would  have  to  prove  its  worth  just  as  does  every 
other  state-supported  program. 

Southwestern  has  been  fortunate  that  our  research  fund- 
ing has  increased  in  the  past  few  years,  but  at  many  bio- 


medical research  institutions,  researchers  have  suffered  a 
real  loss  of  both  dollars  and  buying  power  per  dollar.  This  is 
not  unique  to  research;  we  are  in  an  era  where  inflation  di- 
minishes buying  power  in  every  sector  of  the  economy. 

When  there  is  a limitation  on  available  funding,  my  own 
feeling  is  that  everything  possible  should  be  done  to  protect 
the  funding  of  basic  research  without  which  significant  addi- 
tions to  knowledge  will  not  occur.  Applied  research  has  a 
proper  and  valuable  place,  but  it  is  based  on  new  knowledge 
that  was  gained  in  the  basic  research  laboratory — that's 
what’s  being  applied.  If  basic  research  dries  up,  then  applied 
research  will  dry  up  in  consequence,  so  the  basic  research 
component  must  be  assiduously  protected. 

The  general  public  now  has  access  to  a family  of  valuable 
diagnostic  procedures  which  have  become  available  in  the 
past  five  years.  These  are  the  tests  which  comprise  nuclear 
cardiology,  which  give  vital  information  about  the  heart  and 
its  performance.  There  have  been  developments  in  three  dif- 
ferent directions:  First,  radioactive  emitters  have  been  found 
which  enable  nuclear  physicians  and  cardiologists  to  make 
pictures  of  normal  heart  muscle.  Second,  radioactive  phar- 
maceuticals have  been  developed  which  will  localize  specifi- 
cally in  damaged  heart  muscle,  and  this  enables  us  to  make 
pictures  of  the  area  damaged  by  a heart  attack.  Third,  a 
group  of  tests — noninvasive  ventriculography — has  grown 
up  in  which  a radioactive  tracer  can  be  injected  which  makes 
it  possible  to  take  nuclear  motion  pictures  of  the  heart  in  ac- 
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tion.  No  longer  is  it  necessary  to  put  tubes  in  the  patient  and 
take  serial  pictures  on  high-speed  x-ray  film. 

Several  laboratories,  including  The  University  of  Texas 
Southwestern  Medical  School,  contributed  to  the  devel- 
opment of  these  procedures.  Research  often  builds  upon 
seemingly  odd  pieces  of  knowledge.  While  we  were  in  the 
process  of  developing  a test  to  identify  injured  heart  muscle, 
we  came  across  some  isolated  information  about  the  mecha- 
nisms by  which  the  heart  muscle  dies  after  a heart  attack. 

The  information  was  simply  a curiosity  when  it  was  discov- 
ered 1 5 or  20  years  ago,  but  it  was  the  key  piece  of  informa- 
tion that  we  needed  to  develop  our  tests.  When  we  followed 
the  leads  that  it  gave  us,  we  were  able  to  develop  a suc- 
cessfully functioning  procedure  from  which  patients  now 
benefit.” 

Frederick  Bonte,  MD,  Dallas 

Director  of  the  Nuclear  Medicine  Research  Center,  The  University  of  Texas 

Southwestern  Medical  School  at  Dallas 

“The  funding  of  medical  research  has  basically  been  left  up 
to  the  federal  government  through  the  National  Institutes  of 
Health  and  the  National  Science  Foundation.  However,  there 
are  examples  of  state-funded  research;  some  state  hospitals 
have  laboratories  in  which  research  is  carried  out. 

I don’t  know  whether  or  not  it’s  practicable  for  the  State  of 
Texas  to  undertake  the  funding  of  research  in  a major  way.  In 
the  past,  most  of  the  tax  dollars  have  gone  to  the  federal 
government,  and  that  is  where  funding  for  most  basic  and 
clinical  research  has  originated. 

In  our  institution,  our  investigators  have  competed  favor- 
ably for  research  funding,  but  I am  aware  that  they  are  spend- 
ing more  time,  often  writing  multiple  applications,  in  order  to 
get  a research  project  funded. 

It  is  getting  more  and  more  difficult  for  young  investigators 
to  get  support.  It  might  be  useful  for  the  state  to  set  up  some 
mechanism  for  providing  start-up  funds  for  young,  promising 
researchers.  A second  useful  move  could  be  in  providing  re- 
gional facilities  for  specialized  equipment,  such  as  nuclear 
magnetic  resonance,  and  in  providing  specialized  instru- 
ments that  could  be  used  by  investigators  from  all  over  the 
state. 

I don’t  think  money  for  basic  and  applied  research  should 
be  split  evenly  on  a formula  basis,  but  we  should  not  sacrifice 
one  for  the  other.  It  would  be  a mistake  to  put  all  of  our  ap- 
ples in  the  basket  of  applied  research  even  though  that  may 
offer  the  opportunity  of  earlier  application. 

If  we  eliminate  basic  research,  we  cut  off  the  source  of 
knowledge  for  the  next  generation.  Sometimes  the  most  pro- 
found development  occurs  as  a consequence  of  serendipity 
and  grows  out  of  something  for  which  it  was  not  intended 
at  all.  For  example,  the  application  of  ultrasound,  which  is 
widely  used  in  cardiology,  was  developed  by  a physicist  who 
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was  studying  cracks  in  the  wings  of  airplanes  in  Sweden 
after  World  War  II. 

Take,  for  example,  recombinant  DNA.  The  people  who 
were  studying  microbial  genetics  didn't  have  the  production 
of  interferon  or  synthetic  insulin  in  mind  when  they  were  first 
studying  the  techniques.  Also,  as  a result  of  the  DNA  tech- 
nology, patients  may  soon  be  treated  with  human  insulin — it 
has  already  been  done  in  a small  trial — and  thousands  of 
cancer  patients  may  be  treated  with  interferon.  By  the  same 
token,  I would  not  eliminate  funding  for  applied  or  clinical 
research,  because  this  is  where  society  gets  its  payoff." 

Antonio  M.  Gotto,  Jr,  MD,  Houston 

Chairman,  Department  of  Medicine,  Baylor  College  of  Medicine, 

The  Methodist  Hospital,  Houston 

“In  our  institution  research  dollars  have  stayed  level  and  may 
have  increased  slightly,  but  inflation  hurts.  We  feel  it  when 
we  see  grants  which  would  have  been  funded — as  far  as 
their  approval  and  priority — being  turned  down. 

In  research  budgets  coming  from  the  federal  level,  the  big- 
gest reductions  in  terms  of  percentage  are  in  the  grants  for 
training  research  people;  those  training  grants  have  been  vir- 
tually eliminated. 

Given  this  situation,  I think  medical  research  needs  addi- 
tional funding,  but  I would  be  concerned  about  the  state’s 
giving  outright  support  in  a broadly  based  grants  program.  A 
carefully  designed,  critical  review  system  would  be  neces- 
sary to  insure  that  every  dollar  was  being  properly  spent, 
and  such  systems  are  extremely  difficult  to  create. 

Since  Texas  is  going  to  need  research  personnel,  I do 
think  that  the  state  could  provide  funding  for  their  training 
at  medical  and  other  research  institutions.  That  would  be 
easier  to  monitor  and  would  provide  support  for  research  in 
an  indirect  way. 


Antonio  M.  Gotfo,  Jr,  MD 
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When  funds  are  tight,  we  have  to  insure  that  a substantial 
portion  is  allocated  to  basic  research.  It  is  tempting  to  say, 
"Let’s  go  ahead  and  apply  what  we  know,"  but  the  problem 
with  that  is  that  soon  we  won't  have  anything  new  to  apply. 
There  is  another  factor  to  be  considered:  Research  in  basic 
science  tends  to  be  a bit  less  expensive  than  clinical  re- 
search, and  often  we  can  do  quite  a lot  on  relatively  less 
funding.  In  any  case,  the  balance  should  be  maintained. 

I want  to  emphasize  that  any  research  resulting  in  health- 
ier infants  and  children  is  an  incredible  economic  bargain. 
When  we  can  prevent  significant  disability  in  an  infant  by  tak- 
ing care  of  a high-risk  mother,  or  when  we  can  detect  and 
successfully  treat  a disease  in  a young  child,  then  we  gain  a 
productive  life  which  constitutes  a financial  return  for  60 
years  or  more.  That  doesn’t  even  take  into  account  the 
decreased  morbidity  and  mortality,  or  the  unmeasurable 
human  factors  involved  in  quality  of  life.  You  get  more  bang 
for  your  buck  when  you  invest  in  infants  and  children. 

I think  there  are  many  recent  advances  in  pediatrics  which 
are  exciting.  For  example,  respiratory  distress  syndrome  is 
one  of  the  big  killers  in  newborns,  especially  premature 
babies;  John  F.  Kennedy’s  baby  died  from  it.  Now,  when 
women  are  delivering  prematurely,  they  can  be  given  hydro- 
cortisone, which  acts  on  the  infant  by  inducing  an  increased 
amount  of  surfactant  which  prevents  respiratory  distress 
syndrome.  We  can  do  this  now  because,  years  ago,  basic 
studies  were  undertaken  on  the  mechanism  of  enzyme  in- 
duction by  hydrocortisone.  Researchers  learned  that  by  giv- 
ing hydrocortisone  under  certain  conditions,  new  enzymes 
could  be  induced,  and  those  enzymes  would  make  certain 
products.  We  are  using  that  knowledge  now  to  reduce  the 
incidence  of  respiratory  distress  syndrome.” 

R.  Rodney  Howell,  MD,  Houston 

Chairman,  Department  of  Pediatrics,  The  University  of  Texas  Medical 

School  at  Houston 

Rodney  Howell,  MD 


“I  think  that  the  State  of  Texas  should  support  medical  re- 
search, but  not  to  the  extent  of  discouraging  healthy  compe- 
tition for  national  and  private  funds. 

The  current  federal  system  has  some  problems.  First,  the 
administrative  logistics  of  obtaining  federal  funds  cause  a lag 
time  of  one  to  three  years  between  the  time  of  presenting  a 
program  and  receiving  funding. 

Second,  if  your  program  depends  on  federal  approval  and 
funding,  and  you  need  to  take  advantage  of  rapidly  develop- 
ing knowledge,  the  opportunity  can  almost  pass  by  before 
you  can  get  everything  cleared  and  funded. 

Third,  while  I think  the  peer  review  system  in  the  federal 
system  is  excellent,  it  frequently  causes  difficulty  in  getting  a 
creative  or  revolutionary  new  idea  into  a research  program 
so  that  its  promise  and  effectiveness  can  be  quickly  evalu- 
ated. Also,  in  an  institution  such  as  ours  (The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute),  the 
slow  process  of  peer  review  and  federal  funding  can  delay 
translation  of  research  findings  into  the  patient  care  arena. 

State  funding  makes  it  possible  to  get  new  investigations 
and  programs  going,  to  grasp  and  apply  new  technology 
quickly,  and  to  examine  really  creative  and  non-mainstream 
ideas.  State  salary  support  at  all  levels  of  medical  research 
provides  doctorate  level  staff  and  faculty,  and  also  the  crucial 
technical  and  administrative  support.  Texas  also  provides 
some  funds  to  train  young  investigators  through  clinical  fel- 
lowships, and  it  provides  support  for  physical  facilities  and 
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for  the  purchase  and  maintenance  of  essential  instrumenta- 
tion. The  latter  type  of  support  needs  to  be  increased,  in  my 
opinion. 

Should  the  state  provide  funds  for  operating  grants  for  re- 
search? Personally,  I would  like  to  see  some  state  monies 
established  for  new  programs  and  investigators.  I do  not  be- 
lieve, however,  that  states  should  take  the  lion’s  share  of  re- 
sponsibility for  research  support.  With  all  of  its  flaws,  this 
country’s  superb  system  for  investigator-initiated,  high- 
quality,  peer-reviewed  grants  generates  much  of  the  best 
science  in  history.  The  state  cannot  and  should  not  try  to  re- 
place it,  but  rather  to  undergird  and  complement  it. 

This  research  support  should  be  for  both  basic  and  clinical 
research.  Basic  research  is  an  absolutely  essential  source 
and  reservoir  of  information  from  which  new  technology  de- 
velops and  new  understandings  and  concepts  emerge  to  be 
adapted  and  shaped  for  the  benefit  of  patients. 

For  example,  although  it  was  interesting  when  basic  scien- 
tists first  discovered  that  certain  stains  produced  particular 
kinds  of  banding  patterns  in  chromosomes,  few  people  real- 
ized at  first  that  those  patterns  would  allow  us  to  (a)  deter- 
mine absolutely  the  number  and  species  of  a particular 
chromosome,  and  (b)  detect  any  aberration  in  that  chromo- 
some as  a result  of  a damaging  agent.  We  have  yet  to  realize 
the  full  potential  of  that  discovery,  but  we  have  already  seen 
some  applications  in  monitoring  risk  factors  for  the  develop- 
ment of  cancer.” 

James  Bowen,  PhD,  Houston 

Associate  Vice  President/Research,  The  University  of  Texas  System 

Cancer  Center,  M D.  Anderson  Hospital  and  Tumor  Institute 


William  L.  McGuire,  MD 


“I  think  Texas  should  provide  funds  for  research.  The  state 
already  provides  funds  indirectly  for  the  support  of  medical 
research  and  should  continue  to  do  so.  Many  basic  science 
departments  in  the  health  science  centers  have  some  state 
money  in  their  budgets  which  results  in  research.  It  isn’t  a 
large  amount,  and  it  is  mostly  designated  for  teaching  medi- 
cal students,  but  very  few  professors  devote  1 00%  of  their 
time  to  teaching.  Most  feel  that  to  be  an  effective  teacher, 
you  must  be  actively  investigating  the  field  that  you  are 
teaching.  The  bulk  of  that  funding  now  comes  from  the  fed- 
eral government,  although  a small  amount  does  come  from 
the  state.  I think  that  is  a good  thing  and  should  be  continued. 

As  for  the  federal  government,  it’s  hard  to  pick  up  the 
newspaper  without  seeing  stories  about  budgetary  cuts 
across  the  board  in  all  agencies,  and  the  federal  agencies 
which  fund  research  are  not  exceptions.  Money  is  going  to 
be  tight,  and  if  people  are  expected  to  be  teachers  and  to  do 
research,  the  money  will  have  to  come  from  somewhere.  I 
think  that  the  State  of  Texas  should  not  bear  the  primary 
responsibility,  but  it  should  share  in  at  least  some  aspect  of 
the  funding  because  many  of  the  rewards  of  research  help 
Texas  citizens.  If  we’re  decentralizing  efforts,  then  Texas 
should  share  the  responsibility. 

Both  basic  research  and  clinical  research  are  important. 
There  are  many  questions  that  can  only  be  answered  by 
clinical  trials  with  patients;  on  the  other  hand,  many  of  the 
advances  that  we  ultimately  test  have  their  beginnings  in  the 
basic  science  laboratories.  If  we  emphasized  one  above  the 
other,  we  would  really  be  in  trouble.  I think  we  must  have  a 
balance — that  doesn’t  necessarily  mean  50-50;  it  could  be 
60-40,  and  depending  on  your  bias  at  the  moment  it  could 
go  either  way.  But  we  can’t  support  one  at  the  expense  of  the 
other. 

Pursuit  of  knowledge  for  its  own  sake  is  what  research  is 
all  about.  The  engineer  or  the  inventor  who  first  conceived 
the  technology  used  in  CAT  scanners  probably  had  no  notion 
of  the  ultimate  clinical  applicability  of  the  idea,  and  it  was 
only  after  testing  and  research  and  the  interplay  of  other 
ideas  and  discoveries  that  the  impact  on  clinical  medicine 
became  obvious.  The  CAT  scanner  has  made  a world  of  dif- 
ference in  the  way  we  evaluate  patients  today. 

There  are  other  nuclear  scanning  techniques  for  noninva- 
sive  diagnoses  that  represent  advances  in  medicine  as  a 
whole.  In  terms  of  oncology,  there  are  things  like  use  of  the 
estrogen  receptor  assay  in  treatment  planning  for  patients 
with  breast  cancer.  This  started  out  as  a very  basic  area  of 
investigations  on  rat  uteri  in  an  attempt  to  understand  how 
estrogens  worked.  One  thing  led  to  another,  and  now  that 
particular  assay  is  done  on  almost  every  patient  who  has 
breast  cancer. 

There  are  also  new  drugs  and  new  ways  to  use  them 
effectively  for  testicular  cancer  and  for  Hodgkin’s  disease. 
Just  a few  years  ago,  those  were  diseases  with  a dismal 
prognosis,  but  today  we’re  treating  them  with  a great  deal  of 
optimism.” 

William  L.  McGuire,  MD,  San  Antonio 

Professor  of  Medicine  and  Chief,  Division  of  Medical  Oncology,  The  Univer- 
sity of  Texas  Medical  School  at  San  Antonio 


44 


TEXAS  MEDICINE 


Acute  pain 

is  no  laughing  matter. 


The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine 
phosphate,  30  mg,  (Warning  - may  be  habit-forming).  vS, 


For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  1 5 minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  of  the 
following  strengths-  No.  2 — 15  mg,  No  3 — 30  mg,  and  No.  4 — 60  mg  (Warning  — may  be  habit-forming ) 
CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine, 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  of  the  morphine  type  and,  therefore,  has  ttie 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  ol  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  Federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery,  The  patient  using  this  drug  should 
be  cautioned  accordingly 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  or  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  ol  the  physician  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries. 

Acute  abdominal  conditions:  The  administration  ot  Emplnn  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies:  patients  with  nasal 
polyps  ate  more  likely  to  be  hypersensitive  to  aspirin. 

Special  risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic 
ypertrophy  or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders, 

ERSE  REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  light-headedness,  dizziness, 
sepation,  nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nonambulatory  patients  and 
some  of  these  adverse  reactions  may  be  alleviated  it  the  patient  lies  down  Other  adverse  reactions  include  euphoria 
iysphotra,  constipation,  and  pruritus. 

e most  frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi 
Jss,  sweating,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin 
Mfpie  patients  are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
a am  rash  or  even  an  anaphylactic  reaction.  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistra  • 
tioi|of>large  closes. 

00SAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pain  and  the  response  ot  the 
palredt  It  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  ot  more  severe  pain  or  in 

"“latients  who  have  become  tolerant  to  the  analgesic  effect  ot  narcotics,  Empirin  with  Codeine  is  given  orally.  The  usual 

mse  lor  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  tour  hours  as  required  The  usual  adult  dose 
inin  wrfb  Codeine  No  4 is  one  tablet  every  four  hours  as  required. 

DRUG  INTERACTIONS:  The  CNS  depressant  ttn.rni.afic  XA/olI.-rtrt-m  Cr\ 

effects  Of  Empirin  with  Codeine  may  be  Burroughs  Welle ome  Co. 

dditiwe  with  that  of  other  OPTS  depressants.  .l'/i  Research  Triangle  Park 
e warnings.  We1'  rime  North  Carolina  27709 


Politicai  action  based  on  participation 
spec's  future  for  TEXPAC 


A $250,000  malpractice  suit  led  Everett  Bratcher,  MD,  and 
his  wife,  June,  to  active  participation  in  the  Texas  Medical 
Political  Action  Committee  (TEXPAC).  Despite  the  fact  that 
they  won  the  case,  they  had  to  spend  more  than  $6,000  over 
a two-year  period  in  their  defense.  Immediately  after  the  suit 
was  settled,  the  Bratchers  joined  a growing  number  of  physi- 
cians who  felt  that  if  their  rights  are  to  be  protected  under 
law,  they  must  actively  select  and  support  lawmakers  who 
will  listen  and  act  on  issues  confronting  medicine. 

Some  30%  of  the  Texas  Medical  Association's  general 
membership  supports  TEXPAC.  This  bipartisan  committee 
evaluates  candidates  running  for  public  office  and  approves 
requests  for  contributions  and  expenditures  for  candidate 
campaigns. 

While  some  physicians  have  an  aversion  to  politics, 
TEXPAC  Chairman  Charles  Sloan,  MD,  noted,  ‘I  think  mod- 
ern day  physicians  are  coming  to  realize  that  they  must  be 
involved  in  politics  if  they  are  going  to  continue  practicing 
medicine.” 

Although  formally  organized  in  1962,  political  action 
among  Texas  physicians  is  not  new.  John  M.  Smith  Jr,  MD, 
San  Antonio,  an  early  TEXPAC  officer  and  now  chairman  of 
the  American  Medical  Association’s  Political  Action  Commit- 
tee (AMPAC),  recalled  that  before  1962,  fund  raising  among 
Texas  physicians  for  candidate  support  was  done  on  a volun- 
tary basis  at  the  county  level.  ‘‘It  usually  turned  out  that  the 
same  1 00  physicians  were  contacted  at  the  last  minute  for 
contributions,"  he  said.  Dr  Smith  recalled  his  relief  when  the 
contributor  base  was  broadened  to  include  interested  volun- 
teers among  the  TMA  general  membership. 


Dr  Charles  M.  Sloan,  Dallas,  takes  on  the  chairmanship 
of  TEXPAC  from  Dr  Alexander. 


* fM.  i . . . iM-'wwn  I*  tiM 


Today,  TEXPAC  is  represented  by  physicians  in  county 
medical  societies  in  every  part  of  Texas.  This  grass  roots 
support  is  guided  by  local  county  medical  society  TEXPAC 
chairmen,  who  provide  an  effective  pipeline  between  county 
physicians  and  the  TEXPAC  Board  of  Directors  which  over- 
sees TEXPAC  activities  throughout  the  state.  The  county 
TEXPAC  chairman  implements  TEXPAC  programs  at  a local 
level  and  relays  that  area's  political  sentiment  to  the  Board. 

After  a physician  has  participated  in  TEXPAC  on  a local 
level,  he  or  she  may  be  recommended  by  fellow  county  col- 
leagues to  the  Board  for  involvement  on  a state  level  through 
one  of  TEXPAC’s  five  major  committees.  These  include  the 
Candidate  Evaluation  Committee  (CEC),  headed  by  Everett 
Bratcher,  MD,  San  Antonio;  Membership,  chaired  by  Hugh 
Lamensdorf,  MD,  Fort  Worth;  Communication,  headed  by 
Willis  Starnes,  Galveston;  Organization,  chaired  by 
J.  Graham  Bray,  Jr,  MD,  Abilene;  and  Candidate  Support, 
headed  by  Mrs  June  Bratcher,  San  Antonio. 

Perhaps  the  most  important  committees  are  Candidate 
Evaluation  and  Membership.  These  two  work  hand-in-hand 
in  evaluating  candidates  and  developing  sufficient  resources 
to  make  significant  campaign  contributions.  The  CEC  re- 
views incumbent  voting  records  during  past  legislative  or 
congressional  sessions  in  addition  to  sizing  up  a candidate's 
philosophy,  electability,  and  integrity. 

TEXPAC  is  not  a one-vote  committee,  meaning  that  if  a 
lawmaker  votes  against  medicine  on  occasion  he  or  she  will 
not  lose  the  committee's  support.  Immediate  past  chairman 
George  Alexander,  MD,  noted,  “None  of  them  (lawmakers) 
has  a perfect  voting  record."  Instead,  he  explained,  TEXPAC 
draws  a composite  picture  of  votes  cast  and  other  nonvoting 
activities,  thus  giving  credit  to  those  lawmakers  who  intro- 
duce legislation,  speak  out  for  it,  and  conduct  important  com- 
mittee work. 

The  Membership  Committee  plays  a close  second  to  the 
CEC  in  importance.  Without  a strong  membership  base, 
TEXPAC  would  be  unable  to  assist  in  campaign  contribu- 
tions. The  Texas  Medical  Association  covers  all  of  the  PAC's 
operating  expenses  so  that  TEXPAC  dollars  may  directly 
support  the  candidates. 

According  to  other  PAC  reports,  TEXPAC  ranks  among  the 
top  ten  business  or  professional  political  action  committees 
in  the  nation  in  terms  of  both  receipts  and  disbursements. 
TEXPAC  reports  that  92%  of  its  total  expenditures  in  the 
1 978  general  election  went  to  winning  candidates.  During 
the  1 980  elections,  TEXPAC  demonstrated  a similar  success 
record.  In  the  congressional  primaries,  the  PAC  supported 
eight  candidates,  five  Republicans  and  three  Democrats, 
and  won  in  all  eight  races.  In  the  general  congressional  elec- 
tion, TEXPAC  supported  1 5 candidates,  of  which  1 3 won.  In 
the  senatorial  general  election,  TEXPAC  supported  ten  can- 
didates, of  which  seven  were  successful.  In  the  House  of 
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Representatives  general  election,  TEXPAC  supported  65 
candidates,  of  which  50  were  elected. 

In  the  past,  TEXPAC's  campaign  contributions  have 
served  as  one  way  to  gain  access  to  lawmakers  and  present 
medicine's  point  of  view.  Dr  Smith  commented,  I don’t  think 
a vote  can  be  bought,  but  political  action  sometimes  helps  to 
open  the  door  to  discuss  the  pros  and  cons  of  an  issue."  Dr 
Alexander  added,  “TEXPAC’s  mission  is  to  help  elect  people 
to  office  who  will  at  least  listen  to  our  viewpoint;  if  we  cannot 
have  their  support,  at  least  we  ll  have  them  understand  our 
position." 

Physician  participation  in  TEXPAC  is  another — perhaps 
even  more  effective — way  of  presenting  medicine's  point  of 
view  to  lawmakers.  Gary  Anderson,  executive  director  and 
treasurer,  remarked,  “While  political  contributions  are  an  im- 
portant factor  in  the  political  process,  the  real  benefit  is  in  the 
involvement  of  the  medical  profession  as  an  active  and  vocal 
constituency  in  state  and  national  politics.” 

Information  plays  a third  and  increasingly  important  role  in 
gaining  access  to  lawmakers  to  present  medicine’s  point  of 
view.  With  the  changing  political  makeup  of  the  state  and  the 
steady  influx  of  new  citizens  to  Texas,  it  is  a vital  tool  to  in- 
cumbents and  political  candidates. 

Recognizing  this,  the  TMA  Board  of  Trustees  and  the 
TEXPAC  Board  of  Directors  voted  in  January  to  create  a 
computer  data  base  incorporating  1 980  census  information 
and  voting  patterns  of  Texas  congressional  and  state  legisla- 
tive districts.  Such  a base  would  provide  the  Candidate  Eval- 
uation Committee  detailed  information  about  the  political  and 
ethnic  makeup  of  each  legislative  district  to  assist  in  develop- 

Dr  John  M.  Smith  Jr,  San  Antonio,  chairs  the  American  Medical  Association  s 
political  action  committee,  AMPAC 


mg  a more  sophisticated  level  of  candidate  review.  Addi- 
tionally, the  computer  prepared  analysis  could  be  provided  to 
TEXPAC-supported  candidates  to  help  them  better  identify 
their  constituencies  and  thus  enable  them  to  develop  more 
effective  campaign  strategies. 

However,  no  matter  how  sophisticated  this  information  be- 
comes, personal  physician  involvement  on  a local  level  will 
always  be  a vital  component  of  medical  political  action.  Dur- 
ing the  upcoming  legislative  year,  a third  committee  within 
TEXPAC  will  focus  its  attention  on  this  kind  of  approach. 

The  Candidate  Support  Committee,  chaired  by  Mrs  June 
Bratcher,  will  be  reviewing  the  most  critical  races  in  the  state, 
and  on  a local  level  will  involve  physicians  and  their  spouses 
in  fund  raising  and  volunteer  activity  to  show  support  for  fa- 
vored candidates. 

Through  this  immediate  local  involvement,  TEXPAC  will 
continue  to  encourage  medical  professionals  and  their  fam- 
ilies to  become  active  constituents  in  Texas  and  American 
politics.  As  physicians  see  their  efforts  to  care  for  patients 
being  frustrated  by  sometimes  well-intentioned  but  ill-ad- 
vised elected  officials,  they  might  take  note  of  the  late  Ameri- 
can Supreme  Court  Justice  Louis  D.  Brandeis,  who  said, 

“The  greatest  dangers  to  liberty  lurk  in  insidious  encroach- 
ment by  men  of  zeal,  well  meaning  but  without  understand- 
ing." And,  in  a discourse  on  freedom  of  speech,  Brandeis 
said,  “The  greatest  menace  of  freedom  is  an  inert  people.  ” 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 


Dr  George  G.  Alexander,  Houston,  immediate  past  chairman  of  TEXPAC 
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FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 

Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  712  N.  Washington, 
Dallas  75246 
(214)  821-4640 


WeVe  looking  for  doctors  who 
think  they  don’t  need  a computer. 


The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 

• Third  party  claims 

• Collection  letters 

j Because  they  think  they  have 
1 2asy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  4k>  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  turn-key  system 


• Includes  training,  installation, 
local  service  and  support. 

Because  they  haven 't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360;  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


The  Sequoia  Medical  System  A ID  ™ 

provides  information  immediately:  \ 

• Aged  receivable  reports  incorporated 

• Procedure  and  diagnosis  analysis  Larkspur  Landing  Circle,  Larkspur,  CA  94939 
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Red  Cross: 

Ready  for  a new  century. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences— national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective,  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium1*  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazmes.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax.  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  5yncope  reported  in  a few  instances.  Also  encountered: 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e  , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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In  Duodenal 
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Librax  has  been  eva'»uated  as  possibly  effective  for 
this  indication  Please  see  brief  summary  of  pre- 
scribing information  on  facing  page 


^holograph  of  simulated  gastric  hypersecretion 
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The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(c!tdinium  bromide/Roche)  for 
the  ulcer 


The  we  -Known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
HCi/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 
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Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 
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75  mg.  controlled-release  tablets 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 
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Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma.  Agitated  states.  Patients  with  a history 
of  drug  abuse.  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  Drug  Dependence  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused.  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended.  Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression;  changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes.  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis  often 
clinically  indistinguishable  from  schizophrenia.  Use  in  Pregnancy:  Although  rat  and  human  repro- 
ductive studies  have  not  Indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks . Use  in  Children:  Tenuate  is  not  recommended  for  use  in  children  under  1 2 years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  In  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias.  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen.  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine.  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure 
precordial  pain,  arrhythmia.  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses.  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported  .Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosls,  erythema.  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia.  Miscellaneous.  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride):  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  If  desired  to  overcome  night  hunger. 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation.  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse.  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate. 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard.  Intravenous  phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  If  this  complicates  Tenuate  overdosage 
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Snake  oil  and  the  developmental  disabilities 

Gerald  S.  Golden,  MD 

The  term  developmental  disabilities  refers  to  a diverse  group 
of  conditions  including  mental  retardation,  learning  dis- 
abilities, cerebral  palsy,  epilepsy,  and  autism.  These  condi- 
tions share  a number  of  features:  a chronic  life-long  nature, 
problems  which  permeate  the  individual’s  entire  life,  and  the 
unavailability  of  any  dramatic  and  curative  medical  ther- 
apies. As  is  the  case  with  cancer,  which  often  shares  these 
characteristics,  nonstandard  therapies  often  arise  to  fill  the 
perceived  needs  of  the  patient,  the  patient’s  family,  and  pro- 
fessionals working  with  the  patient. 

The  nonstandard  therapies  applied  to  developmental^ 
disabled  children  are  constantly  changing  as  new  ones  de- 
velop and  old  ones  fade  away.  At  this  time  the  major  ones  in 
common  use  are  the  additive-free  diet,  orthomolecular  vi- 
tamin and  mineral  therapies,  dietary  treatment  of  “hypo- 
glycemia,” biofeedback,  patterning,  and  optometric  training. 
These  have  been  recently  reviewed,1  and  so  general  rather 
than  specific  remarks  will  be  made  without  reference  to  any 
particular  one  of  these  modalities.  Analysis  of  these  treat- 
ments shows  that  there  are  a number  of  common  features: 

(1 ) the  theory  on  which  they  are  based  is  often  new,  and  not 
congruent  with  currently  accepted  scientific  knowledge;  (2) 
they  are  said  to  be  effective  for  a broad  range  of  problems; 

(3)  they  are  said  to  be  without  harmful  side  effects;  (4)  no 
properly  designed  studies  are  published  in  peer-reviewed 
journals;  (5)  controlled  studies  do  not  confirm  the  original  re- 
ports; (6)  negative  studies  are  discounted  with  implications 
of  either  a conspiracy  by  the  medical  establishment  or  a lack 
of  understanding  on  the  part  of  the  investigators;  and  (7) 
support  for  the  therapy  continues  to  come  from  lay  groups, 
often  with  significant  impact  on  legislative  bodies. 

Most  of  these  treatments  are  based  on  dietary  manip- 
ulations, the  use  of  nutritional  supplements,  or  physical 
modalities.  This  excludes  the  users  of  the  therapy  from  hav- 
ing to  meet  the  same  safety  and  efficacy  standards  that  the 
FDA  would  require  for  new  drugs  or  new  indications  of  old 
drugs. 

The  physician  needing  to  counsel  families  concerning  the 
use  of  these  approaches  may  be  tempted  to  state  that  they 
may  not  be  effective,  but  as  they  are  harmless,  there  is  no 
need  to  be  argumentative.  This  approach  presents  a number 
of  problems.  The  major  one  is  that  the  assumption  of  lack  of 
harm  can  only  be  based  on  proper  studies,  which  are  gener- 
ally lacking,  not  on  anecdotal  evidence.  Certain  other  prob- 
lems also  are  not  resolved  by  this  laissez-faire  approach. 


First,  the  therapy  may  distract  the  family  from  using  whatever 
standard  therapies  are  available  and  from  dealing  with  the 
reality  of  the  child’s  handicap.  Second,  there  are  additional 
costs  in  terms  of  money  and  time  commitments  needed  to 
carry  out  these  therapies.  Finally,  with  dietary  therapies,  the 
child  who  already  suffers  from  low  self-esteem,  is  singled  out 
by  friends  and  classmates  as  someone  who  is  further  dif- 
ferent because  of  the  restricted  diet.  It  may  be  necessary  to 
put  the  entire  family  on  the  therapeutic  diet  to  maintain  it 
properly,  and  this  may  be  met  with  resistance  and  hostility  by 
other  family  members. 

What  role  should  the  physician  play,  given  that  a cost- 
benefit  analysis  is  not  simple?  It  is  important  to  remember 
that  modern  medicine  is  scientifically  based.  The  physician 
should  avoid  being  caught  up  in  what  has  been  referred  to  as 
a “conspiracy  of  good  will"  and  should  reject  any  therapy 
that  does  not  meet  the  same  degree  of  documentation  that 
would  be  required  of  new  drugs.  The  analytic  approach  con- 
sists of  asking  four  questions:  (1 ) Is  the  technique  congruent 
with  current  concepts?  (2)  Flave  properly  controlled  studies 
been  carried  out?  (3)  What  is  the  potential  for  harm?  (4) 
What  is  the  cost-benefit  analysis? 

If  a therapy  cannot  meet  these  tests,  it  should  be  rejected. 
The  story  of  oxygen  and  retrolental  fibroplasia  is  an  example 
of  treatment  that  initially  seemed  useful  and  free  of  harm, 
and  that  was  very  difficult  to  discard  once  it  had  become 
accepted  and  institutionalized.  There  are  numerous  other 
examples,  all  of  which  point  to  the  need  for  conservatism 
before  new  and  nonstandard  therapies  are  used. 
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Thromboembolism  in 
stroke  patients 

Thromboembolism  is  a major  and  often  a life-threaten- 
ing complication  in  patients  with  stroke.  Incidence  of 
deep  vein  thrombosis  (DVT)  has  been  variously  reported 
as  25%  to  45%,  while  one-quarter  of  patients  dying  eight 
days  or  more  after  stroke  suffer  from  fatal  pulmonary 
embolism.  Little  is  known  about  factors  which  pre- 
dispose to  DVT  except  that  its  incidence  is  significantly 
higher  in  patients  with  a paralyzed  leg.  No  single  coag- 
ulation parameter  is  of  value  in  diagnosis  or  determining 
patients  at  risk.  In  spite  of  the  high  incidence,  morbidity, 
and  mortality,  there  are  no  controlled  trials  to  prevent  or 
treat  DVT  in  stroke  patients. 


Recent  studies  have  focused  attention  on  biochemical  distur- 
bances in  the  brain  accompanying  cerebrovascular  acci- 
dents (CVA).  However  very  little  information  is  available  on 
the  incidence,  pathophysiology,  and  prevention  of  throm- 
boembolism in  stroke  patients.  One  of  the  earliest  reports  of 
deep  vein  thrombosis  (DVT)  in  a patient  whose  leg  was  pre- 
viously affected  by  a paralytic  stroke  is  attributed  to  Ferriar  in 
1810.'  Lobstein  in  1 8332  described  the  autopsy  finding  in  a 
patient  who  died  of  DVT  in  a paralyzed  leg.  In  spite  of  these 
early  reports,  some  of  the  recent  reviews  on  stroke  make 
little  or  no  reference  to  deep  vein  thrombosis  after  a cere- 
brovascular accident.3-5 

Incidence 

In  a great  majority  of  patients,  death  in  the  first  week  is  due 
to  stroke  itself.6  However  after  the  first  week,  the  death  of  a 
stroke  patient  is  due  to  complications  which  include  pneu- 
monia, urinary  tract  infection,  peptic  ulceration,  and  throm- 
boembolism.78 

Incidence  of  DVT  after  stroke  has  been  variously  quoted 
from  33%  to  45%  in  a paralyzed  limb9-10  and  7%  to  8%  in  a 
nonparalyzed  limb 10 — a difference  which  is  statistically  sig- 
nificant. All  patients  who  had  DVT  in  the  normal  limb  con- 
comitantly had  venous  thrombosis  in  the  paralyzed  limb.10 
Although  the  presence  of  DVT  in  patients  who  died  of  stroke 
has  been  noted,  incidence  generally  has  not  been  men- 
tioned in  most  of  the  studies.12 13  In  a study  of  1 30  fatal  pul- 


monary emboli,  confirmed  at  autopsy,  22  cases  (17%)  were 
discovered  in  patients  with  hemiplegia.13  The  source  of  the 
pulmonary  embolus,  in  every  case,  was  attributed  to  DVT  in 
the  paralyzed  limb.  Stroke  victims  constituted  the  third  most 
common  group  associated  with  pulmonary  embolism,  the 
other  two  being  cardiac  and  postoperative  patients.  In  an- 
other study,  25%  of  all  patients  dying  eight  days  or  more  after 
a stroke  suffered  from  fatal  pulmonary  embolism.14 

Predisposing  factors 

Warlow  and  associates 10  did  not  find  any  significant  associa- 
tion of  DVT  with  sex,  past  history  of  thromboembolism,  car- 
diac failure,  smoking,  muscle  tone,  voluntary  movement,  or 
peripheral  vascular  disease.  Since  the  incidence  of  DVT  in  a 
nonparalyzed  limb  is  much  lower,  bed  rest  alone  is  unlikely  to 
be  the  most  important  factor  in  determining  the  incidence  of 
DVT.10  Venous  stasis  is  often  considered  to  increase  the  risk 
of  DVT.  The  probable  explanation  seems  to  be  that  the  clot- 
ting factors,  activated  during  the  circulation,  are  quickly  re- 
moved in  normal  individuals.  If  circulation  slows  down,  as 
occurs  in  the  paralyzed  limb  due  to  impairment  of  the  calf 
muscle  pump,15  DVT  may  develop. 

Blood  coagulation 

Increase  in  plasma  fibrinogen  level  and  fibrinolytic  activity 
with  age  was  reported  by  Hume.16  He  also  reported  decrease 
in  fibrinolytic  activity  in  patients  with  cerebrovascular  acci- 
dents. He  postulated  that  this  decrease  in  fibrinolytic  activity 
may  be  due  to  the  presence  of  an  inhibitor  to  fibrinolysis. 
However,  Ogston  and  colleagues 17  reported  no  significant 
difference  in  plasma  fibrinolytic  activity  in  patients  with  CVA 
when  compared  with  controls.  In  a study  of  1 5 patients  with 
CVA  resulting  in  hemiplegia,  Warlow  and  associates 18  found 
a significant  rise  in  platelet  count  and  fibrinogen  level  during 
the  first  week.  They  did  not  find  a significant  alteration  in 
platelet  adhesiveness,  plasminogen,  plasminogen  activator 
levels,  and  fibrinogen-related  antigen.  The  patients  who  sub- 
sequently developed  DVT  showed  significantly  lower  platelet 
adhesiveness  and  plasminogen  activator  levels.  Todd  and 
associates19  in  a study  of  32  CVA  strokes,  found  a significant 
increase  in  fibrinogen  level,  platelet  count,  prothrombin  time, 
and  heparin  resistance,  and  a significant  decrease  in  clotting 
time.  Fletcher  and  associates20  reported  significantly  higher 
levels  of  fibrinogen,  plasminogen,  alpha  1 antitrypsin  and  al- 
pha 2 macroglobulin.  Sano21  reported  increased  sensitivity 
of  platelets  to  ADP-induced  aggregation  in  patients  with 
acute  stroke.  In  convalescent  stage,  the  sensitivity  of  plate- 
lets to  ADP  returned  to  normal.  Dougherty  and  colleagues22 
reported  increased  sensitivity  of  platelet  to  adrenaline  imme- 
diately after  stroke  which  returned  to  normal  during  con- 
valescence. They  noted  increase  in  circulating  platelet 
aggregates  in  vivo  in  patients  with  stroke  compared  with 
controls.  The  difference  was  statistically  significant.  The  per- 
centage of  aggregated  platelets  returned  to  normal  within  six 
weeks  after  the  acute  attack.  In  summary,  most  of  the  inves- 
tigators have  failed  to  demonstrate  significant  and  consistent 
alterations  in  a hemostatic  factor  which  may  be  used  to  de- 
fine either  a prethrombotic  tendency  or  the  presence  of  DVT 
in  an  individual.  At  this  stage,  it  is  uncertain  whether  the 
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changes  noted  represent  a cause  or  effect  of  venous 
thrombosis. 

Diagnosis 

In  the  majority  of  patients,  a good  clinical  history  is  difficult  to 
obtain  because  of  unconsciousness  or  dysphasia.  Clinical 
signs  of  DVT  usually  appear  four  to  seven  days  after  the 
stroke.14  Calf  veins  appear  to  be  the  most  common  site,  al- 
though thrombosis  may  occur  in  popliteal  or  femoral  veins. 
Clinical  diagnosis  of  DVT  is  relatively  insensitive  and  false 
positive  and  false  negative  results  are  quite  common.  Ve- 
nography is  the  definitive  diagnostic  test  which  confirms  and 
defines  the  extent  of  thrombosis.  1 125  fibrinogen  scanning  has 
been  used  extensively  and  has  an  overall  86%  to  99% 
agreement  with  venography  in  various  studies.9 1023  How- 
ever, a normal  scan  in  the  presence  of  thrombus  may  occur  if 
thrombus  is  old  and  organized,  or  too  small  to  be  detected  on 
scan.  Impedance  plethysmography  and  Doppler  ultrasound 
have  high  sensitivity  to  popliteal,  femoral,  and  iliac  vein 
thrombosis  but  are  relatively  insensitive  to  calf  vein  throm- 
bosis.23 Newer  procedures  using  99mTc  albumin  macroag- 
gregates and  131 1 human  albumin  macroaggregates  have 
shown  good  promise  but  more  experience  is  required  before 
full  assessment  of  these  techniques  can  be  made.24-25 

Prevention  and  therapy 

At  present,  only  physical  methods  are  available  for  preven- 
tion of  deep  vein  thrombosis  in  stroke  patients.  These  pro- 
cedures which  increase  the  blood  flow  through  leg  veins, 
include  leg  elevation,  elastic  stockings,  pneumatic  calf  com- 
pression, and  electric  calf  stimulation;  however,  no  controlled 
trial  for  their  efficacy  has  been  published.6 

Although  several  prospective  trials  using  anticoagulants 
and  antiplatelet  drugs  and  placebo-treated  controls  have 
been  published,26-28  it  has  not  been  established  that  these 
drugs  prevent  stroke  or  death  in  patients  with  cerebrovascu- 
lar ischemia.29  Further,  these  drugs  have  not  been  evaluated 
for  prevention  of  venous  thromboembolism  after  the  stroke.6 
One  of  the  reasons  for  avoiding  anticoagulant  therapy  after 
acute  stroke  has  been  the  difficulty  in  excluding  intracranial 
hemorrhage  by  routine  physical  and  radiological  examina- 
tion. With  the  help  of  computerized  coaxial  tomography,30  di- 
agnosis of  intracranial  hemorrhage  can  be  made  with  greater 
confidence.  This  should  open  up  the  era  for  trials  of  anti- 
coagulants in  selected  cases  of  acute  stroke  with  DVT  in 
whom  intracranial  hemorrhage  has  been  excluded.  Re- 
search in  this  direction  may  therefore  be  highly  rewarding. 
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Duchenne  muscular 
dystrophy:  a genetic 
approach  for  disease 
prevention 

Duchenne  muscular  dystrophy  (DMD),  the  most  com- 
mon severe  childhood  myopathy,  creates  considerable 
morbidity  and  leads  to  death  in  the  late  teens  or  early 
twenties.  Since  DMD  is  inherited  in  an  X-linked  recessive 
manner  and  lacks  effective  therapy,  the  major  approach 
to  disease  control  must  be  through  prevention.  This  is 
best  achieved  through  genetic  counseling  and  prenatal 
diagnosis.  This  article  describes  our  experience  at  the 
Jerry  Lewis  Muscular  Dystrophy  Center  in  Houston1  and 
will  familiarize  physicians  with  current  approaches  to 
DMD  prevention. 


The  gene  defect  accounting  for  DMD  is  unknown,  and  there- 
fore it  is  not  possible  to  establish  the  diagnosis  by  the  quan- 
titative measurement  of  specific  gene  product.  The  diagnosis 
instead  relies  upon  historical,  clinical,  biochemical,  and  fam- 
ily data  (Fig  1 ).  Detailed  description  of  the  DMD  diagnosis  is 
provided  in  A Clinician’s  View  of  Neuromuscular  Disease  by 
Brooke.2 

The  gene  for  DMD  is  located  on  the  long  arm  of  the  X 
chromosome.  Females  (46,  XX)  rarely  experience  myopathic 
symptoms  as  they  possess  a normal  gene  which  overrides 
the  recessive  DMD  gene.  Males  (46,  XY)  who  carry  the  DMD 
gene  express  the  myopathy  as  they  have  only  one  X chro- 
mosome (hemizygous).  As  affected  males  rarely  reproduce 
they  do  not  significantly  contribute  to  gene  transmission  in 
the  population;  however,  females  who  carry  the  DMD  gene 
have  normal  reproductive  capacity  and  thus  have  high  risk 
for  bearing  affected  male  offspring  and  carrier  daughters. 

The  female  carrier  (heterozygote)  can  bear  four  categories 
of  offspring:  normal  male,  normal  female,  affected  male,  and 
carrier  female,  each  with  a 1 :4  probability.  These  risk  values 
hold,  regardless  of  previous  pregnancy  record,  for  all  obli- 
gate carriers.  These  women  deserve  full  evaluation  and 
counseling  with  regard  to  their  high  risks  for  bearing  DMD 
offspring.  It  is  important  to  remember  that  normal-appearing 
female  carriers  are  the  means  by  which  the  DMD  gene  is 
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transmitted  through  multiple  generations. 

DMD  may  also  occur  in  families  with  no  previous  history 
of  the  disease.  Two  possibilities  may  account  for  this  occur- 
rence: (1 ) the  mother  of  the  affected  male  is  an  unrecog- 
nized carrier;  or  (2)  a new  mutation  at  the  DMD  locus  has 
occurred,  resulting  in  DMD  in  the  son  of  a normal  female. 
These  two  possibilities  differ  markedly  in  the  risks  the  mother 
has  for  recurrence  of  DMD  in  her  offspring.  If  she  is  a carrier, 
her  risk  for  recurrence  is  1 :4  for  each  subsequent  pregnancy. 
If  she  is  not,  her  risk  is  negligible  (1 :1 00,000,  mutational  fre- 
quency).3 In  the  next  section  we  will  describe  methods  which 
attempt  to  distinguish  these  two  possibilities. 

Carrier  identification 

Since  the  genetic  defect  for  DMD  is  unknown,  a precise 
carrier  test  is  not  available.  Carrier  detection  is  further  com- 
plicated by  X-chromosome  inactivation.  At  1 6 days  of  gesta- 
tion, one  X chromosome  is  randomly  inactivated  in  each  cell 
of  a female  mammal.4  Some  carriers  will  have  little  or  no  evi- 
dence of  the  DMD  gene,  having  the  X chromosome  carrying 
the  gene  inactivated  more  frequently.  Others  will  have  a 
higher  proportion  of  the  normal  X chromosome  inactivated, 
and  may  express  some  symptoms  of  DMD.  Physicians  have 
attempted  to  overcome  these  obstacles  by  measuring  a dis- 
ease parameter  which  is  fully  expressed  in  affected  males 
and  partially  expressed  in  carrier  females.  Such  evaluations 
have  included  physical  examination,  EMG,5  muscle  biopsy,6 
a variety  of  serum  muscle  enzymes, 7-10  and,  more  recently, 
membrane  changes  as  reflected  in  lymphocyte  capping.11 

Of  these  parameters,  the  most  reliable  method  of  DMD- 
carrier  detection  is  serum  creatine  phosphokinase  (CPK). 
This  muscle  enzyme  is  markedly  elevated  (10  to  100  times) 
in  sera  of  affected  males  and  in  a large  percent  of  carriers. 
The  enzyme  quantitation  does  not  absolutely  separate  nor- 
mal females  because  their  values  overlap  those  of  obligate 
carriers  (those  who  have  produced  two  or  more  affected 
sons  or  an  affected  son  with  a maternal  family  history  of 
DMD).  However,  setting  an  upper  limit  of  two  standard  devia- 
tions above  the  mean  as  normal,  we  obtained  at  least  one 
elevated  value  in  72%  of  all  obligate  carriers.1  Conversely 
28%  of  obligate  carriers  have  CPK  values  within  the  normal 
limits.  Thus,  the  method  is  helpful  but  not  precise.  The  dif- 
ference in  CPK  values  for  normal  females,  obligate  carriers, 
and  mothers  of  isolated  cases  is  shown  in  Fig  2.  These  data 
(not  age  matched)  suggest  not  all  mothers  of  isolated  cases 
are  carriers,  as  their  values  differ  from  obligate  carriers.  An 
elevated  CPK  value  is  helpful  in  identifying  a suspected  car- 
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rier,  but  a normal  value  does  not  eliminate  the  possibility  be- 
cause the  test  has  a 28%  inaccuracy  rate.  However,  normal 
values  can  be  used  to  reduce  the  probability  that  a female  at 
risk  is  a carrier. 

Risk  determination 

The  Bayesian  method  of  analysis12  allows  the  counselor  to 
consider  a number  of  independent  variables  in  an  attempt  to 
estimate  risk.  Variables  influencing  DMD  carrier  risk  include: 
(1 ) mother's  CPK  value;  (2)  number  of  daughters  with  normal 
and  abnormal  CPK  values;  (3)  number  of  normal  sons;  (4) 
CPK  values  for  maternal  female  relatives.  Using  these  vari- 
bles  we  were  able  to  lower  the  risk  probability  of  one  mother 
of  an  isolated  case  of  DMD  (prior  probability  60%)  to  9%. 

This  lowered  her  probability  of  producing  another  affected 
male  child  to  2%.  Another  mother — whose  son  was  an  iso- 
lated case — had  a probability  of  99%,  making  her  recur- 
rence risk  25%.  This  method  of  risk  determination  is  utilized 
in  all  DMD  families  in  preparing  for  genetic  counseling. 

We  have  evaluated  65  DMD  families  in  our  clinic  (Fig  3). 
Twenty-three  families  (35%)  involved  multiple  affected 
males.  In  the  remaining  42  cases,  only  a single  affected  male 
could  be  identified  after  a thorough  family  history.  Through 
CPK  testing  and  family  analysis  we  were  able  to  identify  car- 
rier mothers  in  1 9 of  the  42.  Genetic  evaluation  and  counsel- 
ing of  such  families  is  critical  since  the  occurrence  of  the  first 
affected  male  may  lead  to  the  identification  of  many  female 
carriers  who  were  previously  unaware  of  their  risks  for  pro- 
ducing sons  with  DMD.  Early  family  study  and  counseling 
could  prevent  a signficant  number  of  cases  in  these  families. 

Genetic  counseling  and  prenatal  diagnosis 

Once  the  risk  figure  has  been  determined  for  a particular 
mother,  its  implications  must  be  discussed,  particularly  as  it 
relates  to  future  family  planning.  This  is  especially  important 
in  families  with  high  recurrence  risks.  Several  options  exist 
for  the  couple  that  wants  more  children  yet  wants  to  insure 
against  DMD.  One  choice  is  to  enlarge  their  family  through 
adoption.  Another  involves  prenatal  sex  determination 
through  amniocentesis.  Fluid  is  removed  from  the  uterus  by 
transabdominal  aspiration  at  16  weeks  gestation.  The  am- 
niotic  fluid  contains  viable  fetal  cells,  which  can  be  grown  in 
tissue  culture  and  the  chromosomes  examined.  If  the  fetus  is 
a female,  the  parents  are  reassured  that  she  will  not  be  af- 
fected with  DMD,  although  she  may  be  a carrier.  If  the  fetus 
is  a male,  they  may  elect  to  terminate  the  pregnancy. 

A principle  objection  to  this  procedure  is  the  inability  to 
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2.  Distribution  of  creatine  phosphokinase  activity  within  three  populations. 
Serum  creatine  phosphokinase  levels  were  determined  for  three  populations, 
obligate  carriers  for  Duchenne  muscular  dystrophy  (•,  n=35),  mothers  of  an 
isolated  case  of  DMD  (3,  n=42),  and  normal  controls  (0,  n=32). 
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3.  Features  of  Duchenne  muscular  dystrophy;  summary  of  family  study. 

Family  Description  Number  of  Families 

Multiple  affected  males  23 

Isolated  affected  male  42 

A.  Carrier  mother  19 

B.  No  evidence  for  carrier  mother  23 
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distinguish  normal  and  affected  males.  Several  laboratories, 
including  our  own,13  have  reported  successful  diagnosis  of 
DMD  in  utero.  This  involves  the  use  of  a fetuscope  to  draw  a 
sample  of  fetal  blood  from  the  placenta.  This  sample  is  then 
analyzed  for  CPK  level.  However,  this  approach  is  still  con- 
sidered a research  approach  and  is  not  a routine  means  of 
care  at  this  time,  it  must  also  be  emphasized  that  current 
policy  in  counseling  is  directed  to  education  of  parents  so 
that  they  can  arrive  at  an  informed  decision  regarding  their 
personal  family  planning. 

Summary 

Duchenne  muscular  dystrophy  is  a common,  rapidly  pro- 
gressive fatal  myopathy.  The  precise  defect  is  unknown, 
making  diagnosis  and  carrier  testing  difficult,  especially  in 
isolated  cases.  This  paper  presents  a genetic  approach  to 
the  identification  of  families  at  high  risk  for  DMD  and— 
through  carrier  testing,  family  evaluation,  genetic  counsel- 
ing, and  prenatal  diagnosis— the  prevention  of  unnecessary 
disease. 
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IT’S  BEST  FOR  YOU 

The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Business 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
operated  solely  in  the  interest  of  its  physician  owner/mem- 
bers—and  the  members  can  see  proof  of  this. 

■ Profits  accrue  to  owner/members  In  the  past  two 
years,  over  $1,200,000  was  returned  to  policyholders  in 
dividends. 

■ Interest  on  deposits  Over  $428,000  interest  paid  on 
owner/member  deposits  — twice  each  year  since  the 
company’s  inception. 

■ Rate  reductions  Rates  were  reduced  in  1977,  1978,  1979 
and  1980. 

■ Claims  philosophy  No  claim  will  be  settled  without 
the  doctor’s  written  approval.  Claims  without  merit  are 
fought  in  court  — and  API  has  won  them  all. 

API,  a financially  secure,  all-physician-owned  company  is 
your  best  source  of  professional  liability  protection. 

To  join  your  colleagues  in  API,  a company  second  to  none 
in  service,  call  or  write  today. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 
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COMPARE 

YOUR 

LIFE 

If  you  could  increase  your  life  insurance  protection 
and  reduce  the  cost,  you’d  do  so  wouldn’t  you?  Of 
course  you  would. 

While  we  can’t  promise  to  improve  everyone’s 
life  insurance  portfolio,  we’ve  been  successful  with 
enough  frequency  to  offer  a FREE  analysis  of  your 
present  program.  To  illustrate,  we  have  recently 
helped  a client  (whose  policy  was  written  15  years 
ago)  to  expand  his  protection  while  effecting  a 
significant  cost  reduction. 

Perhaps  we  can  do  the  same  for  you.  We’re  confi- 
dent that,  when  you  compare  an  API  LIFE  program 
against  your  present  coverage,  you  will  want  to 
do  business  with  us. 

Call  or  write  today.  The  people  at  API  LIFE  are 
ready  to  serve  you. 


API  LIFE  INSURANCE  COMPANY 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 


A MEMBER  OF  THE  API  GROUP 
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Virginia  C.  Kennedy,  PhD 

Virginia  C.  Kennedy,  PhD,  Adjunct  Associate  Professor  of  Health  Admin- 
istration, The  University  of  Texas  Health  Science  Center,  School  of  Public 
Health,  PO  Bo  20186,  Houston.  TX  77025. 


Clinical  experiences  in 
residency  training: 
some  urban-rural 
comparisons 

Findings  are  presented  from  a study  comparing  selected 
demographic  characteristics,  health  problems,  and  med- 
ical service  use  patterns  of  ambulatory  patients  seen  by 
family  practice  residents  in  three  rural  settings  with 
those  seen  in  an  urban  setting.  Major  urban-rural  dif- 
ferences are  described,  and  some  general  conclusions 
are  presented  regarding  the  distinctive  role  of  the  rural 
training  experience  in  the  overall  clinical  curriculum. 


Numerous  reports  have  appeared  in  recent  years  address- 
ing the  complex  problems  of  access  to  medical  care,  and  pro- 
grams designed  to  improve  access  to  care  in  rural  Texas.1-'0 
The  available  evidence  indicates  that  intensified  efforts  over 
the  past  decade  among  state  legislators  and  administrators, 
medical  educators,  and  professional  organizations  have  in- 
deed resulted  in  a more  positive  outlook  for  the  state’s  future 
physician  supply.  Although  the  data  base  is  still  quite  small, 
early  trends  suggest  that  geographic  and  specialty  distribu- 
tion may  also  be  improving.11  New  directions  and  programs 
instituted  by  medical  schools  across  the  state  have  played  a 
major  role  in  these  accomplishments. 

An  earlier  article 12  explored  selected  aspects  of  a question 
which  persists  among  many  medical  educators:  Can  aca- 
demically sound  medical  training  programs  be  conducted  in 
small  communities  remote  from  the  resources  of  the  urban 
medical  school?  Data  from  a rural  training  site  used  by  the 
Department  of  Family  Practice  of  Texas  Tech  University 
School  of  Medicine  demonstrated  that  the  array  of  patients 
and  health  problems  encountered  at  that  site  was  consistent 
with  the  type  of  clinical  exposure  considered  desirable  for 
educational  purposes. 

An  important  aspect  of  the  aforementioned  question  which 
was  not  addressed  in  the  earlier  report  concerns  the  role  of 
the  rural  training  component  in  the  larger  context  of  the  med- 
ical student  or  resident’s  entire  educational  experience.  In 
attempting  to  encourage  future  physicians  to  select  a rural 
practice  location  by  directly  exposing  them  to  the  realities  of 
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rural  practice,  the  medical  school  is  obligated  to  ensure  that 
this  exposure  contributes  meaningfully  and  distinctively  to 
the  overall  clinical  curriculum.  Zinser  and  Wiegert,  for  exam- 
ple, have  emphasized  the  importance  of  ensuring  that  the 
learning  experiences  which  occur  in  remote  settings  “con- 
stitute a necessary  rather  than  superfluous  component  of 
the  student’s  overall  training  . . .and.  . . amplify  rather  than 
repeat  other  curriculum  experiences.  . . ,”13 

During  various  periods  of  time  beginning  in  1 976,  the 
Texas  Tech  University  School  of  Medicine  family  practice  de- 
partment has  conducted  residency  training  programs  in 
three  small  rural  communities  in  the  Panhandle  and  South 
Plains  regions  of  West  Texas.  Comparable  ambulatory  pa- 
tient encounter  data  were  collected  at  the  three  rural  sites 
and  at  the  medical  school-based  family  practice  center  in 
Lubbock.  The  data  allow  an  examination  of  selected  de- 
mographic characteristics,  health  problems,  and  medical 
service  use  patterns  of  patients  seen  by  family  practice  resi- 
dents in  the  two  types  of  settings — urban  and  rural.  This 
report  presents  the  results  of  this  examination  and  some 
general  conclusions  regarding  the  distinctive  role  of  the  rural 
training  experience. 

Background  and  methods 

The  three  rural  communities  involved  in  this  study  (for  con- 
venience, designated  as  sites  A,  B,  and  C)  each  differ  in 
size,  local  medical  resources,  distance  from  major  medical 
resources,  and  demographic  characteristics. 

Site  A is  a community  of  2,000  persons  located  1 2 miles 
from  a metropolitan  center,  with  no  physicians  in  practice 
other  than  medical  school  physicians  associated  with  the 
family  practice  residency  training  program.  The  population 
is  26%  Hispanic  and  3%  Black,  with  a median  age  of  28 
years.  Site  B,  a community  with  a population  of  1 ,000  located 
in  a county  of  2,000,  is  30  miles  from  the  nearest  metro- 
politan area,  and  also  contains  no  local  private  physicians. 

Its  combined  Hispanic  and  Black  population  is  about  3%  of 
the  total;  median  age  in  the  county  in  1 970  was  44  years. 

Site  C is  40  miles  from  a metropolitan  center.  The  county 
contains  9,000  inhabitants,  2,200  in  the  town  itelf.  The  coun- 
ty’s population  in  1 970  had  a median  age  of  27  years  and  an 
ethnic  composition  of  30%  Hispanic  and  7%  Black.  During 
the  operation  of  the  residency  training  program,  this  commu- 
nity had  two  local  physicians  whose  private  practices  were 
based  in  the  outpatient  clinic  of  a 50-bed  hospital.  Median 
education  and  income  levels  in  the  counties  containing  sites 
A and  B were  comparable  to  statewide  medians  in  the  last 
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census,  whereas  in  site  C these  levels  were  somewhat  lower 
than  the  state  medians. 

The  residency  training  program  is  housed  in  a free-stand- 
ing clinic  building  owned  and  managed  by  a local  nonprof- 
it corporation  in  sites  A and  B.  In  site  C the  program  was 
housed  in  the  same  clinic  facility  as  the  local  physicians,  with 
medical  school  and  private  practitioners  sharing  the  patient 
load.  In  all  locations  the  governing  body  of  the  local  facility 
contracted  with  the  medical  school  for  physician  services 
provided  by  family  practice  faculty  and  residents. 

The  urban  residency  training  site  involved  in  this  study  is 
the  family  practice  center  located  in  the  Texas  Tech  Univer- 
sity Health  Sciences  Center  Ambulatory  Clinics  facility  in 
Lubbock.  This  center  houses  the  department's  Lubbock- 
based  faculty  and  is  the  main  site  for  ambulatory  care  com- 
ponents of  both  undergraduate  and  graduate  educational 
programs.  Lubbock  County’s  population  in  1970  had  a me- 
dian age  of  23.3  years;  7%  of  its  inhabitants  were  Black  and 
17%  were  Hispanic. 

Selected  data  were  abstracted  from  the  medical  records  of 
patients  visiting  each  of  the  four  sites  during  a comparable 
six-month  period.  Various  informational  items  were  collected 
at  various  sites,  but  the  common  items  used  in  this  study 
were  the  patient's  sex,  age,  ethnicity,  diagnoses,  and  total 
number  of  office  visits.  Diagnostic  data  were  coded  using  the 
j International  Classification  of  Health  Problems  in  Primary 
Care  (ICHPPC).  The  data  reported  from  rural  sites  A and  C 
are  based  on  a complete  enumeration  of  all  patient  visits 
which  occurred  during  the  relevant  periods.  Data  from  rural 
site  B and  the  urban  family  practice  center  are  based  on  a 
25%  random  sample  and  a 20%  random  sample,  respec- 
tively, of  all  patient  visits.  Since  the  occurrence  of  certain 
types  of  health  problems  is  subject  to  seasonal  variation,  a 
comparable  study  period  was  deemed  desirable  despite  the 
fact  that  the  different  sites  under  investigation  were  not  all  in 
operation  simultaneously.  The  study  period  selected  con- 
tinued from  February  through  July.  The  necessary  data  from 
this  time  period  were  available  in  rural  site  A for  the  year 
1 977 , in  site  C for  the  year  1 978,  and  in  site  B and  the  urban 
center  for  1 979.  The  comparison  of  data  spanning  a two- 
year  period,  although  less  than  ideal,  was  not  deemed  in- 
valid given  the  underlying  stability  of  the  rural  populations 
involved. 

The  actual  analysis  consisted  of  simple  frequency  tabula- 
tions, cross-tabulations,  and  statistical  averages  designed  to 
identify  any  existing  differences  among  the  four  training  sites 
in  terms  of  clinical  exposure  to  patients  with  respect  to  de- 
mographic characteristics,  health  problems,  and  medical 
service  utilization  patterns.  Chi-square  tests  were  used  to 
evaluate  the  statistical  significance  of  differences  in  demo- 
graphic characteristics  and  the  distribution  of  health  prob- 
lems. Differences  in  utilization,  as  reflected  by  mean  number 
of  visits  per  person  in  various  subgroups,  were  evaluated 
using  95%-level  confidence  intervals. 

Results 

Fig  1 displays  comparisons  of  patient  encounters  in  terms  of 
demographic  characteristics.  Less  than  one-third  of  all  pa- 
tient visits  to  the  urban  site  were  made  by  males,  whereas 


the  proportion  of  visits  by  males  ranged  from  45%  to  52%  at 
the  rural  sites.  The  distribution  of  visits  by  age  groups  was 
quite  varied  among  the  sites,  with  the  rural  sites  consistently 
exhibiting  higher  proportions  of  visits  in  the  6 to  1 6 year  age 
group  and  lower  proportions  of  visits  in  the  1 7 to  44  year  age 
group.  Differences  among  the  three  rural  sites  generally  re- 
flect the  underlying  differences  in  the  median  ages  of  the 
three  patient  populations.  The  proportion  of  visits  by  His- 
panic patients  in  the  urban  center  and  rural  sites  B and  C 
was  not  substantially  different  from  the  proportion  of  His- 
panics  in  the  indigenous  population.  In  site  A,  however,  the 
percentage  of  visits  by  Hispanic  patients  was  considerably 
lower  than  the  proportion  of  Hispanics  in  the  population. 

Sex,  age,  and  ethnic  differences  between  the  urban  site  and 
each  rural  site  were  statistically  significant  (pc. 01 ). 

When  the  distribution  of  visits  by  sex  within  each  age 
group  was  examined  (data  not  shown),  distinctively  different 
patterns  were  evident  at  each  site.  In  the  urban  clinic  and 
rural  sites  A and  B,  the  majority  of  visits  in  four  of  the  five  age 
groups  was  attributable  to  females.  This  preponderance  of 
visits  by  women  was  most  marked  in  the  urban  site  where,  in 
the  age  groups  over  1 7 years,  they  accounted  for  more  than 
70%  of  all  visits.  At  site  C,  in  contrast  to  the  other  locations,  a 
majority  of  visits  in  all  age  groups  except  those  65  and  over 
were  made  by  males. 

Comparisons  of  patient  encounters  by  primary  diagnosis, 
defined  as  the  fundamental  condition  or  reason  for  which  the 
patient  was  seen,  are  presented  in  Fig  2.  Diagnosis  catego- 
ries are  listed  according  to  the  ICHPPC  classification  sys- 


1 Patient  encounters  by  demographic  characteristics  and  encounter  site 


Demographic 

Characteristics 

Urban 

Site 

(n  = 1 006) 

A 

(n  = 1 524) 

Rural  Sites 

B 

(n  = 505) 

C 

(n  = 1374) 

% Female 

67  4 

54  9 

53  3 

47.5 

% Male 

32  5 

45  0 

46.7 

52.4 

(P<.01) 

(P<  01) 

(P<.01) 

% Under  6 years 

13.3 

14.0 

7.7 

10.1 

% 6-16  years 

8.3 

23  5 

17.6 

15.7 

% 17-44  years 

46  6 

35.0 

26  9 

41,0 

% 45-64  years 

17.9 

18  7 

28  7 

17  9 

% Over  64  years 

13.9 

8 7 

19.0 

15.3 

(pc.01) 

(P<-01) 

(P<.01) 

% Hispanic 

20.3 

11.3 

1.2 

32.5 

% Non-Hispanic 

79.4 

87.1 

98  8 

65.2 

(P<  01) 

(pc.01 ) 

(pc.01) 

Note:  Percentages  for  each  set  of  characteristics  may  not  add  to  100  0 due 
to  rounding  error  or  a small  number  of  unrecorded  cases 
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tern.  Several  consistent  urban-rural  differences  are  appar- 
ent, and  some  are  quite  substantial. 

The  categories  of  health  problems  consistently  seen  with 
greater  relative  frequency  in  the  rural  sites  were  infective  and 
parasitic  diseases,  respiratory  disorders,  diseases  of  the 
skin  and  of  the  musculoskeletal  system,  and  trauma-related 
problems.  These  differences  were  statistically  significant  at 
or  below  the  .05  level  in  all  rural  sites  for  trauma-related 
problems,  and  in  two  of  the  three  rural  sites  for  the  other  four 
health  problem  categories.  These  findings  are  consistent 
with  known  urban-rural  differentials  in  morbidity  ordinarily  at- 
tributed to  occupational  and  environmental  factors.  Endo- 
crine, nutritional,  and  metabolic  diseases,  and  diseases  of 
the  genitourinary  system  were  consistently  encountered  with 
less  relative  frequency  in  the  rural  sites;  these  differences 
were  statistically  significant  (pc.01 ) in  each  comparison.  In 
most  of  the  remaining  categories  of  health  problems,  urban- 
rural  differences  were  inconsistent  or  negligible.  The  relative 
frequency  of  circulatory  system  problems  seen  at  the  four 
sites  correlated  in  the  expected  direction  with  the  median 
ages  of  the  indigenous  population.  The  relative  frequency 
of  visits  for  preventive  care  (“special  conditions"  in  the 
ICHPPC  classification)  was  inversely  related  to  distance 
from  a metropolitan  center.  This  finding  can  be  added  to  the 
frequent  observations  that  use  of  preventive  medical  ser- 


vices tends  to  decrease  with  increasing  remoteness  of  the 
rural  population. 

Fig  3 displays  comparative  data  on  medical  service  usage 
in  terms  of  the  average  number  of  visits  per  person  at  each 
site  and  by  age  and  sex  groups.  Considerable  variation  in 
utilization  patterns  among  the  different  sites  is  apparent. 
Overall  visit  rates  were  equal  at  the  urban  clinic  and  rural  site 
A.  The  highest  visit  rate  was  at  site  B;  the  lowest  was  at  site 
C;  and  rates  for  B and  C differed  significantly  from  the  urban 
rate.  At  the  urban  clinic  and  rural  site  B,  the  number  of  visits 
for  females  exceeded  the  number  for  males.  At  rural  site  A, 
the  male  visit  rate  exceeded  the  female  visit  rate,  while  at 
site  C the  rates  for  males  and  females  were  equal.  Female 
visit  rates  at  each  rural  site  differed  significantly  from  the  ur- 
ban female  visit  rate;  male  visit  rates  at  two  of  the  three  rural 
sites  were  significantly  different  from  the  urban  male  visit 
rate. 

As  would  be  expected,  visits  per  person  at  all  sites  were 
higher  in  the  age  groups  45  and  over  than  in  the  age  groups 
under  45;  only  the  urban  clinic  and  rural  site  A exhibited  the 
expected  pattern  of  higher  visit  rates  in  the  age  group  under 
6 years  as  compared  to  the  group  aged  6 to  16  years.  Based 
on  statistical  evaluation  of  urban-rural  differences  in  each 
age  group,  only  the  rates  at  site  C were  significantly  different 
from  the  urban  rates.  Among  the  rural  sites,  the  consistently 


2.  Percent  of  patient  encounters  by  primary  health  problem  or  condition 


ICHPPC  Principal 

Problem  Category 

Urban 

Site 

(n= 1 006) 

A 

(n  = 1 524) 

Rural  Sites 

B 

(n  = 505) 

C 

(n=1374 

Infective  and  parasitic 

2.8 

7.2* 

4.6 

4.9* 

Neoplasms 

1.2 

3.1 

1.6 

1.4 

Endocrine,  nutritional,  and  metabolic 

7.2 

3.3* 

1.0* 

2.1* 

Blood  and  blood-forming  organs 

0.5 

0.3 

0.2 

0.4 

Mental  disorders 

3.7 

0.7 

2.0 

2.5 

Nervous  system  and  sense  organs 

7.6 

7,4 

7.7 

7.3 

Circulatory  system 

10.6 

3.7 

15.0 

6.8 

Respiratory  system 

13.6 

19.3* 

18.8* 

15  2 

Digestive  system 

4.1 

2.4 

1.6 

4.4 

Genitourinary  system 

8.4 

4.9* 

2.6* 

4.4* 

Pregnancy,  childbirth,  and  puerperium 

0.0 

0.5 

0.0 

0.1 

Skin  and  subcutaneous  tissue 

2.9 

3.6 

5.5* 

4.5* 

Musculoskeletal  system  and  connective  tissue 

3.6 

5.9* 

5.3 

7.0* 

Congenital  anomalies 

0.2 

0.3 

0.2 

0.0 

Perinatal  morbidity  and  mortality 

0.2 

0.0 

0.0 

0.0 

Signs  and  symptoms 

6.9 

4.7 

8.9 

4.7 

Accidents,  poisonings,  and  violence 

5.6 

13.5* 

13.7* 

24.9* 

Special  conditions  and  examsf 

20  9 

19  3 

11.3* 

9.4* 

'Significantly  different  from  the  urban  proportion  at  p<.05. 

■(■Includes  preventive  medicine,  family  planning,  maternal  and  child  health,  and  social,  marital,  and  family  problems. 


66 


TEXAS  MEDICINE 


lower  visit  rates  exhibited  at  site  C in  overall  sex  and  age 
comparisons  are  undoubtedly  attributable  in  part  to  the 
presence  of  alternative  sources  of  medical  care  in  the 
community. 

Discussion 

This  report  has  presented  comparisons  of  selected  demo- 
graphic characteristics,  health  problems,  and  medical  ser- 
vice use  patterns  of  ambulatory  patients  seen  by  family 
practice  residents  in  rural  settings  with  those  seen  in  an  ur- 
ban setting.  The  results  indicate  that  in  the  particular  loca- 
tions studied,  distinctive  urban-rural  differences  were  indeed 
present.  In  general  the  rural  training  sites  offered  proportion- 
ately greater  exposure  to  male  patients  in  most  age  groups, 
and  to  certain  specific  health  problems  and  conditions.  The 
urban  patient  population  examined  contained  an  overwhelm- 
ing predominance  of  adult  females  and  provided  relatively 
little  exposure  to  certain  health  problems.  The  rural  clinics 
varied  widely  in  terms  of  medical  service  use  patterns,  and 
each  differed  in  turn  from  the  urban  use  pattern.  Where  pos- 
sible, some  of  the  reasons  for  these  differences  have  been 
suggested.  This  question,  however,  was  not  a central  focus 
of  the  investigation.  Rather,  the  primary  purpose  was  to  de- 
termine whether  significant  differences  between  rural  train- 
ing experience  and  urban  training  experience  existed. 

Conclusions 

From  the  standpoint  of  providing  the  physician-in-training 
with  the  broadest  possible  clinical  exposure,  these  results 
constitute  clear  evidence  for  the  desirability  of  supplement- 
ing and  amplifying  the  typical  urban  clinical  experience  with 
other  types  of  clinical  experiences.  The  rural  training  sites 
used  in  this  educational  program  enlarged  and  strengthened 
the  fundamental  curriculum  by  providing  opportunities  to  ob- 
serve different  types  of  health  problems,  similar  health  prob- 
lems in  different  types  of  patients,  and  a wide  spectrum  of 
medical  care-seeking  behavior  among  patients.  The  benefits 
of  this  broadened  exposure  accrue  not  only  to  the  medical 
school  in  terms  of  educational  and  research  opportunities, 
but  also  to  the  patients  of  physicians  presently  training,  and 
perhaps  ultimately  practicing,  in  medically  underserved  rural 
areas  of  Texas. 
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3.  Mean  number  of  visits  per  person  by  site,  sex,  and  age  groups. 


Group 

Urban 

Sitef 

A 

Rural  Sites 

Bt 

C 

Total 

1.9 

1.9 

2.6* 

1.4* 

(.083) 

(.177) 

Female 

2.1 

1.8* 

2 9* 

1.4* 

(.107) 

(.274) 

Male 

1.7 

2.0* 

2.2 

1.4* 

(■115) 

(.222) 

Under  6 years 

2.1 

1.9 

1.7 

1.3* 

(.264) 

(.255) 

6-16  years 

1.6 

1.8 

2.6 

1.3* 

(.104) 

(.546) 

17-44  years 

1.7 

1.7 

2.2 

1.3* 

(.105) 

(.201) 

45-64  years 

2.2 

2.3 

2.8 

1.6* 

(.222) 

(393) 

Over  64  years 

2.5 

2.1 

3.7 

1.7* 

(257) 

(.578) 

'Significantly  different  from  the  urban  site  mean  at  p<.05. 

TStandard  error  values  are  shown  in  parentheses  beneath  the  mean  values 
for  the  two  sites  with  data  derived  from  samples. 
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CLINICAL  ABSTRACTS 


Drug-induced  immune  thrombocytopenia.  Robert  A Moss, 
MD.  Alan  R.  Liss,  Inc,  American  Journal  of  Hematology,  vol 
9,  1980,  pp  439-446. 

A variety  of  drugs  and  other  agents  have  been  reported  to 
cause  immune-mediated  platelet  destruction.  The  cardinal 
features  of  this  syndrome  are  acute,  often  alarming,  purpura, 
closely  related  to  drug  exposure,  which  remits  in  one  to  two 
weeks  after  discontinuation  of  all  suspect  drugs.  Quinidine 
and  quinine  have  been  most  commonly  implicated  but,  re- 
cently, both  heparin  and  heroin  have  been  the  subject  of 
numerous  reports.  Platelets  are  removed  rapidly  from  the 
circulation,  apparently  as  a result  of  the  attachment  of  drug- 
antibody  immune  complexes.  In  vitro  documentation  of 
platelet  injury  by  these  complexes  has  inspired  the  develop- 
ment of  many  in  vitro  tests  of  differing  sophistication.  While 
valuable  in  confirming  the  clinical  suspicion,  none  is  suffi- 
ciently sensitive  to  exclude  the  diagnosis. 

Social  factors  associated  with  breast  self-examination 
among  high  risk  women.  Holly  L.  Howe,  PhD.  American  Pub- 
lic Health  Association,  American  Journal  of  Public  Health, 
vol  71 , no  3,  March  1 981 , pp  251  -255. 

A sample  of  708  women,  who  by  sociodemographic  charac- 
teristics are  high  risk  to  breast  cancer,  were  interviewed  by 
telephone  about  their  knowledge,  attitude,  and  practice  of 
breast  self-examination  (BSE).  Reported  frequency  of  BSE, 
knowledge  of  BSE  and  breast  cancer,  and  BSE  attitude  in 
this  sample  are  comparable  to  data  reported  by  others.  This 
report  analyzes  the  associations  between  the  frequency  of 
breast  self-examination  practice  and  the  variables,  age,  edu- 
cation, detection  confidence,  social  influence,  modesty,  pre- 
ventive health  behaviors,  and  memory.  These  relationships 
are  discussed  and  several  new  hypotheses  are  proposed. 
Since  the  data  were  collected  retrospectively,  they  are  not 
able  to  describe  causal  relationships. 

Intravenous  nitroglycerin.  A review  of  pharmacology,  indica- 
tions, therapeutic  effects  and  complications.  Nicholas  S.  Hill, 
MD,  Elliot  M.  Antman,  MD,  Laurence  H.  Green,  MD,  and 
Joseph  S.  Alpert,  MD.  American  College  of  Chest  Physi- 
cians, Chest,  vol  79,  no  1 , January  1 981 , pp  69-76. 

Since  the  first  description  of  nitroglycerin  as  an  antianginal 
agent  one  century  ago,  its  use  for  this  indication  has  become 
widely  accepted.  Recently,  other  uses  have  been  proposed, 
including  therapy  of  congestive  heart  failure,  reduction  of  in- 
farct size,  treatment  of  heart  failure  following  acute  myocar- 
dial infarction,  and  blood  pressure  reduction  during  either 
coronary  artery  bypass  or  general  surgery.  For  many  years, 
the  only  route  for  administration  of  nitroglycerin  was  sub- 


lingual, but  in  recent  years  other  routes  have  gained  accep- 
tance, including  cutaneous  ointment,  sustained-release  oral 
forms,  and  even  an  inhalation  aerosol.  More  recently,  atten- 
tion has  focused  on  the  intravenous  route,  with  proponents 
extolling  the  ease  and  predictability  of  administration  that 
make  intravenous  nitroglycerin  a valuable  tool  in  a wide  vari- 
ety of  clinical  situations.  To  date,  relatively  few  clinical  stud- 
ies and  little  critical  commentary  have  been  published  on  the 
use  of  intravenous  nitroglycerin.  The  authors  review  recent 
pertinent  literature  and  make  general  recommendations  re- 
garding current  use. 

Muscular  strength  as  an  index  of  response  to  therapy  in 
childhood  dermatomyositis.  Jack  S.  Resnick,  MD,  Mark 
Mammel,  MD,  Martin  O.  Mundale,  MS,  and  Frederic  J.  Kott- 
ke,  MD.  American  Congress  of  Rehabilitation  Medicine,  Ar- 
chives of  Physical  Medicine  and  Rehabilitation,  vol  62, 
January  1981 , pp  12-19. 

Dermatomyositis,  an  inflammatory  disease  of  unknown  etiol- 
ogy, causes  diffuse  symmetrical  weakness  and  atrophy, 
muscular  pain  and  tenderness,  induration  of  muscles,  and 
the  tendency  to  develop  contractures.  The  disease  may  fol- 
low a prolonged  course  which  can  best  be  managed  with 
steroids  and  regulation  of  physical  activity  if  there  is  an  ob- 
jective criterion  for  determining  the  extent  of  clinical  involve- 
ment. In  six  children  with  dermatomyositis,  quantitative 
muscular  strength  was  compared  with  clinical  evaluation  of 
the  state  of  the  disease,  serum  enzyme  levels,  and  other 
laboratory  measures  of  systemic  inflammation.  Quantitative 
evaluation  of  ankle  plantar  flexor  strength  by  the  method  of 
Beasley  or  handgrip  force  by  the  method  of  Mundale  indi- 
cated that  muscular  strength  provided  a better  criterion  for 
the  clinical  status  of  the  patient  than  any  of  the  other  labora- 
tory tests  studied.  In  dermatomyositis,  the  inflammation  is 
equally  great  in  distal  and  proximal  muscles  when  tested 
quantitatively.  These  tests,  when  used  together  with  enzyme 
levels  and  clinical  evaluation,  permit  more  effective  manage- 
ment of  dermatomyositis  in  children. 
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The  many  faces  of  physicians 


LIFESTYLE  FOR  FITNESS 

Editor’s  Note:  Texas  physicians,  almost  anyone  would 
agree,  are  a special  breed.  They  work  hard  at  doctoring— 
but  they  also  have  many  other  interests,  hobbies,  and  skills. 
In  this  series,  Texas  Medicine  highlights  the  many  faces  of 
Texas  physicians.  If  you  or  a colleague  have  a special  hob- 
by or  interest  “outside"  medicine,  let  us  hear  from  you.  In 
this  issue,  we  take  a look  at  how  four  physicians  pursue  the 
hobby  of  jogging. 


When  Clift  Price  began  jogging  1 5 years  ago,  he  faced  a 
world  unready  to  understand  a man  in  such  hasty  pursuit  of 
no  obvious  destination.  He  was  bitten  by  apprehensive  dogs, 
questioned  by  perplexed  strollers,  insulted  by  loiterers.  He’s 
been  injured  in  trail  accidents  and  threatened  by  Texas  heat. 
Still  he  jogs. 

Across  town  an  orthopedic  surgeon — who  also  knows  the 
risks  and  benefits  of  his  pastime — explains  why  he  pushes 
himself  along  miles  of  Austin  jogging  trails.  At  nearby  Brack- 
enridge  Hospital,  a pediatrician  and  anesthesiologist — hus- 
band and  wife — share  their  reasons  for  persisting  to  their 
physical  limits. 

Of  all  the  strange  human  rituals  to  choose  from  on  this 
curious  blue  planet — why  jogging? 

Marathoner  and  anesthesiologist  Wayne  Porter  counters 
that  question  easily:  “What’s  interesting  to  me  is  that  people 
are  amazed  at  a marathoner.  It  ought  to  be  the  other  way 
around.  People  ought  to  be  amazed  at  fat  people,  at  people 
who  are  out  of  shape,  people  who  are  willing  to  let  them- 
selves be  so  much  less  than  they're  capable  of  being  as  a 
physical  person.” 

“It’s  not  that  you  run  a marathon,”  he  continues.  “It’s  that 
you  live  like  a marathoner:  you  don’t  smoke,  you  don’t  drink 
excessively,  you  don’t  overeat,  you're  not  30  pounds  over- 
weight— because  you  can  be  none  of  those  things  and  be  a 
good  runner.  It’s  that  you  live  a reasonable  life  in  general, 
and  if  you  don’t,  you  can’t  run.” 

“My  best  insurance  is  me,”  says  pediatrician  Ann  Porter, 
Wayne’s  occasional  jogging  partner.  “I  don’t  want  to  have  a 
lot  of  disability.  I’d  rather  go  ahead  and  put  my  insurance  in  a 
good  body.  The  cardiovascular  fitness  just  has  so  many 
gains  for  it  down  the  line.  One  of  the  things  jogging  has  done 
for  me  is  make  me  a more  fit  animal,”  she  continues,  but 
despite  such  words  of  subdued  evangelism,  the  Porters  are 
not  seeking  converts. 

“Running  is  not  unique  in  any  way,  shape,  or  form.  Run- 
ning is  our  answer  to  our  particular  needs,  and  frustrations, 
and  enjoyments.  That’s  all  it  is." 

To  overlook  other  motivators — such  as  the  “inexplicable 
ethereal  thing  I call  an  emotional  high”  described  by  one 


short-distance  jogger — is  to  miss  the  intent  of  many  a jogger. 

For  Clift  Price,  Texas’  Deputy  Commissioner  for  Health 
Maintenance,  there  are  undeniable  physical  benefits.  His 
pulse  is  “in  the  low  50s,”  his  blood  pressure  is  low,  and  his 
clothes  have  been  tailored  to  fit  a trimmer  body.  Yet  he  em- 
phasizes the  “mental  part”  of  jogging.  “I  wonder  if  that’s  not 
the  real  reason  I jog,"  he  says.  “It’s  the  most  relaxing  thing. 

It’s  hard  to  describe  until  you've  done  it.  A lot  of  people  talk 
about  getting  these  wonderful  feelings  after  a marathon  or 
after  a long  distance,  but  I think  you  get  them  after  even 
shorter  distances,  once  you  start  going  at  least  20  or  30  min- 
utes regularly.  You  feel  so  totally  relaxed.” 

“It’s  not  a euphoria.  It’s  a form  of  uplifting  certainly  the  op- 
posite of  depression.”  For  this  reason,  he  says,  jogging  is  a 
most  appropriate  sport  for  physicians  under  stress. 

Ann  Porter  describes  it  as  “just  one  of  the  times  during  the 
day  that  you  can  do  something  that  doesn't  cause  you  any 
mental  stress.  It  doesn’t  cause  you  to  be  responsible  to  any- 
one else.  It’s  just  your  time." 

Whatever  the  personal  reasons  for  jogging,  each  of  the 
physicians — Dr  Price  and  the  Porters — urge  caution  upon 
the  beginner.  Dr  Joseph  M.  Abell,  Jr,  an  orthopedic  surgeon 
who  tallies  about  9 to  1 6 miles  per  week  on  the  Austin  jog- 
ging lanes,  agrees.  He,  too,  describes  the  "emotional  high,” 
the  relaxation  that  allows  “me  to  turn  my  mind  off,”  and  the 
exercise  that  prepares  him  for  backpacking,  skiing,  tennis, 
and  other  sports.  But,  he  warns,  “Don’t  get  trapped  into  the 
running  obsession.  It’s  self-defeating.  (You  may  reap  the 
physical  benefits,  but  you  lose  all  the  psychological  and 
emotional  benefits.)”  He  recommends  that  each  jogging 

More  than  30  joggers  participated  in  last  year's  annual  session  "Run  for  Fun," 
an  early  morning  event  that  tests  the  dedication  of  zealots  and  dilettantes 
alike.  The  two-mile  run  is  scheduled  for  Saturday,  May  30.  at  this  year’s  annual 
session  in  Dallas. 
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outing  begin  with  stretching  exercises,  that  joggers  avoid 
pavement  and  wear  good  shoes,  and,  most  important,  that 
runners  know  when  to  quit. 

"When  people  start  going  above  25  to  30  miles  a week,” 
says  Wayne  Porter,  “they  start  picking  up  injuries.”  Even  run- 
ners who  feel  comfortable  with  their  pace  and  distance  may 
find  that  an  “injury  just  kind  of  creeps  up.”  Clift  Price  and 
colleagues  began  at  one  mile  some  1 5 years  ago.  Very  grad- 
ually, he  increased  his  distance  to  two  miles — a level  he 
maintained  for  five  or  six  years.  Now  he  runs  at  least  three  or 
four  times  per  week  for  30  minutes. 

Ann  Porter  began  her  training  program  at  half  a mile. 

Within  seven  months  she  had  run  her  first  marathon.  But, 
she  admits,  “I  went  too  fast,  but  I didn’t  know  better.” 

On  the  other  hand,  some  discomfort  is  normal,  Wayne 
says.  “People  ask  about  running:  Doesn’t  it  hurt  or  isn’t  that 
hard  work?  Yeah,  so  what?  What  is  the  big  deal  about  a little 
pain  or  a little  discomfort  for  a goal.  If  you  want  to  be  phys- 
ically fit  and  you  want  to  keep  your  weight  down,  and  if  you 
want  to  do  well  in  a race  or  if  you  want  something  that  run- 
ning gives  you,  it’s  not  all  that  pleasant.  What  isn't  uncomfort- 
able to  some  extent  to  get  somewhere  you  want  to  go?  It’s 
just  like  staying  up  all  night  studying  during  medical  school 
was  not  all  pleasant.” 

“For  most  people,  running  for  the  first  20  minutes  usually 
is  not  very  comfortable.  The  people  that  get  discouraged 
early  in  running  . . . it's  because  they’re  going  through  the 
worst  part  of  the  run,  usually.” 

Ah,  but  the  rewards.  Wayne  describes  the  marathon  as 
“an  accomplishment  for  yourself  that’s  like  few  others  in  life 
. . . one  that  tests  your  spirit  and  your  makeup  and  your 
body.” 

The  Porters  describe  running  as  “a  top  priority  in  our 
lives,”  but  “we’re  not  the  type  of  people  who  say  I’m  going  to 
run  today  no  matter  if  I’ve  got  1 02°  fever.” 

“We  don’t  run  because  we  think  we’re  necessarily  going  to 
live  longer.  But  we  certainly  know  we  re  living  better  because 
of  it.” 

Jim  Busby 

Assistant  Editor,  Texas  Medicine 
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Financial  security  is  no  longer  simply  a matter  of  spending  less  than  you  earn,  using  common  sense  as  an  investment  philoso- 
phy, and  depending  on  Social  Security  for  retirement.  Our  economy  no  longer  allows  us  the  luxury  of  "letting  tomorrow 
take  care  of  itself".  Insuring  that  you  will  be  able  to  live  in  the  style  to  which  you  have  become  accustomed,  send  your  kids 
to  college,  retire  comfortably,  or  conserve  your  assets  for  your  heirs  ....  all  takes  careful  advance  planning. 


Financial  planning  is  Medco's  response  to  this  need  for  comprehensive  planning  and  most  usually  includes  leasing  (instead  of 
buying)  your  automobile,  laboratory,  clinic  & office  equipment  as  well  as  a professionally  organized  Cash  flow.  Risk  manage- 
ment, Tax  reduction,  Estate  & Investment  planning  program.  Medco  Management  provides  this  professional  service  on  a fee 
only  basis. 


Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new  automobile  at 
a payment  level  that  is  economically  realistic  to  the  automobiles'  depreciation.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
to  another  new  vehicle  approximately  every  two  or  three  years  without  additional  investment. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 


LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan”. 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  "American  'Medi-Lease'  " assuring  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 


MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  for  depreciation  through  Medco 
Management. 

EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Coe. 

Cutlass/Regal 

Riviera 

BMW-320i 


196.00  per  month 
227.44  per  month 
21  7.14  per  month 
229.31  per  month 

346.00  per  month 
329.08  per  month 


Datsun  280-Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


294.21  per  month 
397.24  per  month 

418.00  per  month 
424.61  per  month 
458.29  per  month 
789.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


North  & Western 
1200  Country  Club  Ln. 
Suite  102 

Fort  Worth,  Texas  761 12 
(817)  451-1312 
Toll  Free  - 1-800-772-7581 
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- f/edee  ^ Ma  nagement 

a/  Poy/t. 
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Regional  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 

TOLL  FREE  - 1-800-442-6005  or  1-800-442-6067 

Medco  Management 

2997  LBJ  Freeway,  # 237,  Dallas,  Texas  75234,  (214)  620-8473 


13777  N.  Central  Expressway 
Suite  409 

North  Dallas,  Texas  75243 
(Richardson,  Keystone  Park) 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments-— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

“In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  25th  edition,  and 
"Webster's  Third  New  International  Dictionary,  Unabridged." 

References 

Reference  lists  should  contain  (1 ) author's  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 156-160,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member's  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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MEDICINE  AND  THE  LAW 


MEDICINE  AND  NURSING— LEGAL  DEFINITIONS 
ENCOURAGE  COOPERATION 

Practicing  physicians  and  nurses  have  historically  worked 
together  complementing  each  other's  interests,  education, 
training,  talents,  and  skills.  The  law  governing  these  profes- 
sions has  been  written  and  interpreted  through  the  years  to 
accommodate  the  scientific  growth  which  continually  ex- 
pands the  need  for  and  the  expertise  required  of  the  mem- 
bers of  both  professions.  A discussion  of  the  relationship 
between  physicians  and  nurses  as  it  has  evolved  follows. 


Medicine  defined 

Under  Texas  law,  one  is  regarded  as  practicing  medicine 
if  one  (1 ) professes  to  be  a physician  or  surgeon  and  di- 
agnoses, treats,  or  offers  to  treat  any  disease  or  disorder, 
mental  or  physical,  or  any  physical  deformity  or  injury,  by  any 
system  or  method,  or  seeks  to  effect  cures  thereof;  or  (2) 
does  the  above  acts  and  charges  therefor,  directly  or  indi- 
rectly, money  or  other  compensation.1 

Thus,  a person  professing  to  be  a physician  who  treats 
another  for  a disease  or  disorder  is  practicing  medicine  and 
must  have  a license  to  do  so  under  Texas  law.  Similarly,  a 
person  who  treats  another  for  a disease  or  disorder  and 
charges  for  that  treatment  is  also  practicing  medicine  and 
must  have  a license  to  do  so  lawfully. 

The  fact  that  patients,  parents,  and  others  can  be  trained 
to  perform  the  technical  aspects  of  some  medical  treatment 
does  not  affect  the  judgment  that  medical  treatment  should 
be  performed  only  under  a physician’s  direction.  However, 
classification  of  activities  constituting  the  practice  of  medi- 
cine does  not  prevent  the  delegation  of  such  activities  by  a 
physician  to  a nurse  or  even  to  an  unlicensed  person.  The 
delegation  of  medical  tasks  by  physicians  to  nonphysicians 
has  been  an  accepted  part  of  the  practice  of  medicine  for 
years.2 

Nursing  defined 

The  practice  of  nursing  involves  both  “independent”  and 
“dependent”  functions.  Independent  nursing  functions  in- 
clude the  assessment  of  a patient’s  condition  for  the  purpose 
of  determining  his  ability  to  care  for  himself  or  his  require- 
ments for  nursing  or  medical  attendance,  the  observation 
and  reporting  of  symptoms  and  reactions,  and  the  applica- 
tion and  execution  of  nursing  techniques  and  procedures.3 
These  are  independent  functions  because  their  performance 
depends  upon  nurses  making  independent  judgments  on  the 
basis  of  their  education,  training,  and  experience. 

The  performance  of  procedures  by  nurses  under  a physi- 
cian’s order  are  "dependent”  nursing  functions.  These  are 
performed  under  the  legal  orders,  direction,  or  supervision  of 


licensed  physicians. 

Administering  medical  treatment  itself  in  accordance  with 
a physician's  order  is  not  the  unlawful  practice  of  medicine. 
However  in  Texas,  a nurse  or  an  unlicensed  layperson  may 
not  lawfully  decide  which  medical  treatment  is  needed,  ie, 
diagnose,  and  begin  administration  of  such  treatment  and 
charge  therefore,  without  physician  involvement. 

Definitions  overlap 

The  definitions  of  the  practice  of  medicine  and  nursing  over- 
lap to  some  extent.  This  overlapping  results  in  situations 
where  the  same  act  when  performed  by  a nurse  under  the 
direction  of  a physician  is  considered  to  be  part  of  the  prac- 
tice of  nursing,  and  when  performed  by  a physician  is  con- 
sidered to  be  the  practice  of  medicine. 

The  Texas  attorney  general  recognized  this  in  1 962  when 
he  defined  the  practice  of  nursing  before  including  such  defi- 
nition in  what  is  now  commonly  referred  to  as  the  Nursing 
Practice  Act.4  The  definition  formulated  by  the  attorney  gen- 
eral included  the  following  statement  recognizing  the  dele- 
gation of  medical  tasks:  “Generally  speaking,  the  duty  of  the 
nurse  is  to  carry  out  the  medical  treatment  prescribed  by  a 
doctor  for  his  patient.”5  (Tex  Att  Gen  Op  No  WW-1403,  1962) 

The  practice  of  nursing  is  more  precisely  defined  today. 
The  statutory  definition  includes  . . the  administration  of 
. . . treatments  as  prescribed  by  a licensed  physician  . . ,”6 

Thus,  nurses  lawfully  can  perform  treatment  delegated  to 
them  by  physicians.  When  nurses  do  perform  delegated 
medical  tasks,  they  do  so  knowing  that  administering  these 
delegated  treatments  is  part  of  the  practice  of  nursing  and  is 
recognized  as  such  in  the  state  statutes  defining  nursing 
practice. 

Nature  and  extent  of  supervision 

Once  a physician  has  determined  that  a treatment  modality 
is  appropriate  for  his  or  her  patient,  the  physician  may  dele- 
gate performance  of  part  or  all  of  the  treatment.  The  physi- 
cian then  continues  to  monitor  the  progress  of  the  patient, 
making  sure  that  the  treatment  is  effective  and  is  performed 
without  complication.  The  treatment,  whether  performed  by 
the  physician  or  a nurse,  is  ordered  and  monitored  by  the 
physician. 

The  extent  of  the  supervision  or  control  which  is  proper 
must  be  determined  by  each  physician  in  each  case,  taking 
into  consideration  (1 ) the  needs  and  capabilities  of  the  pa- 
tient, and  (2)  the  training,  experience,  and  competence  of 
the  individual  who  will  be  monitoring  or  performing  the  pro- 
cedure ordered  by  the  physician. 

The  following  statement  made  to  the  attorney  general  by 
the  Texas  State  Board  of  Medical  Examiners  in  a 1 973  at- 
torney general  opinion  request  was  referenced  with  approval 
in  an  attorney  general  opinion  involving  ambulance  atten- 
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dants  not  in  the  physical  presence  of  a licensed  physician: 
Unlicensed  persons  could  legally  perform  acts  which 
would  constitute  the  practice  of  medicine  if  such  per- 
sons were  under  the  reasonable  control  and  supervision 
of  a licensed  physician.7 

Several  attorney  general  opinions  have  dealt  with  the 
meaning  of  such  terms  as  "direct”  and  "on-site"  supervision 
as  those  terms  are  used  in  describing  the  supervision  re- 
quired of  the  delegating  physician.8  The  degree  of  instruction 
or  supervision  by  the  physician  was  also  discussed  in  a 1 978 
attorney  general  opinion  addressing  the  scope  of  lawful 
practice  by  nurse  midwives.9 

Some  treatments  prescribed  by  a physician  can  be  per- 
formed safely  while  neither  a physician  or  nurse  is  present. 
For  example,  clean  intermittent  catheterization  can  be  car- 
ried out  safely  when  a patient  or  other  layperson  is  trained  to 
perform  it  properly  and  is  taught  to  recognize  conditions 
which  should  be  brought  to  the  physician’s  attention.10 

Even  when  relatively  sophisticated  treatment  is  being  pro- 
vided, nurses  are  commonly  placed  in  a role  of  deciding 
when  a physician  should  be  notified  or  when  to  institute 
treatment  prescribed  by  a physician  under  standing  medical 
orders  written  after  the  patient  has  been  examined  and  diag- 
nosed. The  physician  need  not  be  present  for  every  treat- 
ment ordered. 

The  activities  which  commonly  take  place  in  a cardiac  in- 
tensive care  unit  provide  a good  example  of  such  sophis- 
ticated treatment.  The  nurse  is  not  unlawfully  practicing 
medicine  in  the  cardiac  care  unit  when  administering  treat- 
ment as  prescribed  by  a physician.  Even  when  a treatment  is 
instituted  under  a contingency  order  based  on  the  nurse’s 
assessment  of  the  patient's  condition,  such  treatment  is  law- 
ful and  not  contrary  to  Texas  law. 

Pulling  together 

The  legal  definitions  of  the  practice  of  medicine  and  the  prac- 
tice of  nursing  should  remain  flexible  to  keep  pace  with  the 
needs  of  patients.  There  are  no  legal  roadblocks  to  deliver- 
ing proper  treatment  to  patients  by  members  of  these  pro- 
fessions working  together.  Patients  in  Texas  will  continue  to 
benefit  from  the  expanding  talents  and  skills  of  physicians 
and  nurses  for  years  to  come. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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ISSUES 
OF  THE  80’S 


□will  adequate  quantities  of  blood 
and  blood  components  be 
available? 


□will  the  pursuit  of  adequate 
supplies  of  blood  jeopardize  the 
high  standards  of  quality? 

□ con  o reasonable  cost  for 
transfusion  services  be  maintained? 

To  assure  the  patient  of  high  quality 
medical  care  at  a reasonable  cost, 
the  hospital's  blood  bank  and 
transfusion  service  and  the  medical 
staff  must  actively  address  these  is- 
sues. The  physician  can  effectively 
participate  in  this  teamwork  by 

• supporting  volunteer  blood 
donor  recruitment  programs 

• relating  to  your  blood  bank  and 
transfusion  service 

• encouraging  your  patient's  family 
and  friends  to  donate  blood 

Responding  to  these  issues 
is  our  responsibility. 

A public  service  announcement  sponsored  by  the  TMA 
Special  Committee  on  Blood  Banking  and  Blood  Trans- 
fusion, and  Texas  Medicine. 
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Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
Jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


!M|®  JOBST  SERVICE  CENTER 

DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue.  Suite  304,  Dallas,  Texas  75246;  214  824-4110 
HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1406,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 


Volume  77  May  1981 


77 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


fl 

INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 

METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

Dolph  L.  Curb,  MD 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Eugene  M.  Hoyt,  MD 


NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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"Call  us,  the  Professionals" 

• Selling  your  practice 

• Buying  a practice 

• Appraisals  of  practices 

• Practice  Management 


BUSINESS  & 
PROFESSIONAL 
ASSOCIATES,  INC. 


Subsidiary  of  Professional  Practice  Services,  Inc 


Houston  • Dallas 


8313  SOUTHWEST  FREEWAY,  SUITE  102,  HOUSTON,  TEXAS  77074  713/771-5011 
P.O.  BOX  5554,  RICHARDSON,  TEXAS  75080  214/980-8775 
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DEATHS 


H.  T.  Barkley,  Sr 

Howard  Thomas  Barkley,  Sr,  MD,  79,  an  honorary  member 
of  Texas  Medical  Association  and  Harris  County  Medical 
Society,  died  Jan  26,  1981. 

A native  of  Tucson,  Ariz,  Dr  Barkley  was  a 1 935  graduate 
of  the  Columbia  University  College  of  Physicians  and  Sur- 
geons. He  remained  in  New  York  to  serve  an  internship  at 
Lenox  Hill  Hospital  and  a surgical  residency  at  Presbyterian 
Hospital.  After  further  training  at  the  University  of  Michigan 
Hospital  at  Ann  Arbor,  Dr  Barkley  moved  to  Houston  in  1 941 
as  one  of  the  pioneer  thoracic  surgeons  in  Texas.  He  served 
in  the  US  Army  Air  Corps  during  World  War  II  as  flight  sur- 
geon achieving  the  rank  of  lieutenant  colonel. 

Dr  Barkley  was  a founding  member  of  the  American  Asso- 
ciation for  Thoracic  Surgery  and  The  Society  of  Thoracic 
Surgeons,  and  a former  president  of  the  Harris  County  Medi- 
cal Society  and  the  Houston  chapter  of  the  American  Tuber- 
culosis Association.  He  was  a clinical  professor  of  thoracic 
surgery  at  Baylor  College  of  Medicine  for  many  years  and 
chief  of  thoracic  surgery  at  M.  D.  Anderson  Hospital  and  Tu- 
mor Institute  from  its  inception  until  his  retirement  from  that 
institution  in  1968. 

Surviving  family  members  include  his  wife,  Margaret 
Bugbee  Barkley;  son,  H.  T.  Barkley,  Jr,  MD,  Houston;  and 
three  grandchildren. 

G S.  Boyer 

George  Savage  Boyer,  MD,  69,  died  Jan  3, 1 981 . 

Born  in  Minot,  ND,  Dr  Boyer  received  his  premedical  edu- 
cation at  the  University  of  North  Dakota  at  Grand  Forks  and 
was  graduated  from  the  University  of  Oregon  Medical  School 
at  Portland  in  1 938.  He  interned  at  the  US  Marine  Hospital  in 
San  Francisco,  Calif,  during  1938-1939.  He  began  a surgi- 
cal residency  at  Eitel  Hospital  in  Minneapolis,  Minn,  in  1939, 
but  was  commissioned  first  lieutenant  in  the  US  Army  Medi- 
cal Corps.  Dr  Boyer  attended  Medical  Field  Service  School, 
Carlisle  Barracks,  Penn,  in  1940,  and  Flight  Surgeon’s 
School,  Randolph  AFB,  San  Antonio,  in  1 941 . He  served 
with  the  US  Air  Force  as  a flight  surgeon  until  1 946  when  he 
was  retired  for  physical  disability  following  an  Air  Force  plane 
crash. 

Dr  Boyer  then  graduated  from  the  Graduate  School  of 
Medicine  of  the  University  of  Minnesota,  where  he  was  a 
teaching  fellow  in  radiology  during  1946-1949.  After  practic- 
ing in  Crookston,  Minn  (1 949-1 960),  he  moved  to  Weslaco, 
Tex,  where  he  continued  his  radiological  practice  until  1973. 
In  1 979,  Dr  Boyer  moved  to  Clovis,  NM. 

Surviving  family  members  include  his  wife,  Verna  T.  Boy- 
er, Clovis;  daughter,  Elaine  Lehmann,  Albuquerque;  son, 
George  W.  Boyer,  Minneapolis;  sister,  Grace  Latham,  Austin; 
brother,  Cyril  Boyer,  Minneapolis;  and  six  grandchildren. 


C.  H.  Brown 

Charles  Hurd  Brown,  MD,  Wichita  Falls’  first  psychiatrist  and 
founder  of  Wichita  County  Mental  Health  Association,  died 
Jan  6, 1981 . He  was  70. 

Dr  Brown,  a native  of  Middletown,  Conn,  had  lived  in  Wich- 
ita Falls  since  1937.  He  was  a graduate  of  Hendrix  College  in 
Conway,  Ark,  (1931 ) and  the  University  of  Arkansas  School 
of  Medicine  (1935).  His  internship  was  at  Kings  County  Hos- 
pital Center  in  Brooklyn,  NY. 

Dr  Brown  was  a member  of  the  Texas  State  Board  of  Men- 
tal Health  and  Mental  Retardation  from  1 960  to  1 974  and 
was  chief  of  psychiatric  services  at  Wichita  General  Hospital. 
He  had  a private  psychiatric  practice  in  Wichita  Falls  from 
1946  until  his  retirement  in  1975. 

Active  in  the  Texas  Medical  Association,  Dr  Brown  was  a 
member  of  the  Committee  on  Mental  Health  and  Mental  Re- 
tardation, serving  as  its  chairman  from  1 966  to  1 972. 

Survivors  include  Dr  Brown’s  son,  Barry  Brown,  Dallas; 
daughter,  Barbara  Johnson,  Denver;  sister,  Betty  Hall,  San 
Antonio;  and  four  grandchildren. 

E.  T.  Clarke 

Edward  Treadwell  Clarke,  MD,  66,  a Houston  family  physi- 
cian since  1948,  died  Jan  29,  1981 . 

Dr  Clarke,  a native  of  Memphis,  Tenn,  received  a bachelor 
of  arts  degree  in  1 936  from  The  University  of  Texas  before 
entering  UT  Medical  Branch.  After  receiving  his  medical  de- 
gree in  1939,  he  interned  at  Union  Memorial  Hospital  in  Bal- 
timore. He  was  a fellow  in  surgery  for  two  years  at  the  Mayo 
Clinic;  served  in  the  US  Army  during  1 942-1 946;  and  then 
practiced  in  Buhl,  Minn,  for  two  years. 

Surviving  family  members  include  his  wife,  Enid  Van  Hala 
Clarke;  mother,  Mrs  Avery  M.  Clarke;  son,  William  Van  Hala 
Clarke;  brother,  William  S.  Clarke;  and  one  granddaughter, 
all  of  Houston. 

S.  M.  Fantony 

Sergio  Martin  Fantony,  MD,  62,  a McKinney  pediatrician, 
died  Jan  29, 1981 . 

Dr  Fantony,  a member  of  Collin-Fannin  County  Medical 
Society,  was  born  in  Cuba  and  was  a 1 944  graduate  of  the 
University  of  Havana  School  of  Medicine.  He  remained  in 
Havana  to  complete  an  internship  and  residency  there,  and 
later  became  an  instructor  in  pediatrics  at  the  university.  He 
moved  to  Dallas  in  1 962  to  serve  a residency  at  Parkland 
Memorial  Hospital.  After  practicing  at  Terrell  State  Hospital 
from  1 963  to  1 965,  Dr  Fantony  moved  to  McKinney,  where 
he  practiced  medicine  as  a pediatrician  and  family  physician 
at  Wysong  Clinic  and  Hospital. 

He  is  survived  by  his  wife,  Enriqueta  Ramos  Fantony, 
McKinney;  and  son,  Martin  J.  Fantony,  Allen,  Tex. 
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C.  M.  Hansen,  Jr 

Carl  Marius  Hansen,  Jr,  MD,  76,  an  honorary  member  of 
Texas  Medical  Association,  died  Jan  5,  1 981 . Recently  re- 
tired, Dr  Hansen  had  served  as  a general  practitioner  for  50 
years,  first  at  Washington,  Tex,  and  since  1947,  at  Navasota. 

He  was  born  in  San  Jose,  Calif,  and  spent  his  youth  in 
Navasota.  He  attended  Baylor  University  in  Waco,  and  in 
1 930  was  graduated  from  Baylor  College  of  Medicine.  Dr 
Hansen  began  his  practice  of  medicine  in  Washington,  Tex, 
in  1932,  following  an  internship  and  residency  at  Mary- 
land General  Hospital  in  Baltimore.  During  World  War  II,  he 
served  in  the  Air  Force  Medical  Corps  in  the  Pacific. 

A member  of  Austin-Grimes-Waller  County  Medical  So- 
ciety, Dr  Hansen  served  as  the  society’s  president  during 
1941-1942. 

Survivors  include  his  wife,  Willie  Mae  Buchanan  Hansen, 
Navasota;  daughters,  Dorothy  Hansen  and  Mary  Chris- 
tensen, both  of  Austin,  and  Laura  Moore,  Lockhart;  son,  Ben 
Hansen,  Navasota;  brothers,  Bert  Hansen,  Navasota,  and 
Waldemar  Hansen,  Jacksonville,  Fla;  two  grandchildren;  and 
one  great-grandchild. 

J.  H.  Herndon 

James  Henry  Herndon,  Sr,  MD,  Dallas,  died  Jan  9, 1981 . 

Born  in  Kaufman,  Tex,  Dr  Herndon,  69,  attended  North 
Texas  Agricultural  College  in  Arlington  from  1 928  to  1 930. 

He  was  graduated  from  Baylor  College  of  Medicine,  Dallas, 
in  1 934,  and  completed  a rotating  internship  there  in  1 935. 
That  same  year  he  began  his  internal  medicine  practice  in 
Dallas. 

During  World  War  II,  Dr  Herndon  served  as  captain  in  the 
US  Army  Medical  Corps  and  was  chief  of  staff  at  Fort  D.  A. 
Russell  near  Marfa,  Tex.  In  1 946,  he  returned  to  Dallas  to 
resume  his  practice. 

Dr  Herndon  was  a past  president  of  the  Dallas  Southern 
Clinical  Society,  Dallas  Academy  of  Internal  Medicine,  and 
the  Baylor  University  Medical  Center  medical  staff.  He  had 
been  a clinical  associate  professor  of  internal  medicine  at 
Southwestern  Medical  School. 

Surviving  family  members  include  his  wife,  Evelyn  Robert- 
son Herndon;  and  son,  James  H.  Herndon,  Jr,  MD,  both  of 
Dallas;  daughters,  Gayle  Allison  and  Carol  Lindholm,  both  of 
Dallas,  and  Ann  Tatton,  Refugio,  Tex;  brothers,  C.  Stephen 
Herndon,  Dallas,  and  Thomas  R.  Herndon,  Baytown,  Tex; 
and  sisters,  Anne  Hembree,  Ailsie  Campbell,  and  Harriett 
Royse,  all  of  Dallas. 

W.  C.  Holt 

William  Cary  Holt,  MD,  a general  practitioner  in  Brazoria 
County  for  more  than  50  years,  died  Jan  4, 1 981 . He  was  78. 

Dr  Holt  was  a native  of  Hampton,  Va,  and  was  a 1 926 
graduate  of  the  University  of  Virginia  Medical  School.  He  re- 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 
The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 
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TUCKS*  Pre-Moistened  Hemorrtioidal/Vaginal  Pads 
Hsmontiolds  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de  ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOUHC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC*  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate, 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound. 
175%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

11.0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound,  175  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil,  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hiembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 

See  "WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hw  Supplied:  Anusol-HC  Suppositories-boxes  of  12 

(N  0071  1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 

strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator 

Store  between  S9  -86  T (1S°-30  C). 
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mained  at  the  university  as  an  intern  and  assistant  resident 
surgeon  for  two  years,  and  then  spent  a year  at  Parkland 
Memorial  Hospital  in  Dallas  as  resident  in  medicine  and  sur- 
gery. After  practicing  for  several  months  in  Mexia,  Tex,  Dr 
Holt  moved  to  Angleton  in  1 930  to  establish  a private  prac- 
tice and  accept  a part-time  appointment  as  physician  for  the 
Texas  Prison  System.  He  entered  private  practice  in  Angle- 
ton  in  1 936.  During  World  War  II,  Dr  Holt  opened  a three-bed 
clinic  which  served  as  the  Angleton  hospital,  and  in  1 951  he 
built  a 1 6-bed  facility,  the  Angleton  Clinic.  In  1 970  he  was 
named  the  first  chief  of  staff  of  the  Angleton-Danbury  Hospi- 
tal, and  in  1 978  was  honored  by  the  hospital  for  his  long 
service. 

A longtime  member  of  Brazoria  County  Medical  Society, 

Dr  Holt  served  as  the  society's  president  in  1 945. 

Survivors  include  Dr  Holt’s  wife,  Hannah  Smith  Holt, 
Angleton;  son,  William  C.  Holt,  Jr;  and  daughter,  Elizabeth 
Holt  Faust,  both  of  New  Braunfels;  and  two  grandsons. 

J.  J.  Mata 

Juan  Jose  Mata,  MD,  58,  a past  president  of  Webb-Zapata- 
Jim  Hogg  County  Medical  Society,  died  Jan  7,  1981 . He  had 
practiced  surgery  in  Laredo  since  1955. 

A native  of  Laredo,  Dr  Mata  was  graduated  from  the  Uni- 
versity of  Mexico  Medical  School  in  1 949  and  interned  at  the 
General  Hospital  of  Mexico  City.  After  a year  of  public  medi- 
cal service  in  Mexico,  he  was  a surgical  resident  at  The 
Methodist  Hospital  and  the  Veterans  Administration  Hospital, 
both  in  Houston.  He  returned  to  Laredo  in  1955  and  later 
served  as  chief  of  surgery  at  Mercy  Hospital  there. 

Dr  Mata  is  survived  by  his  wife,  Arma  Alexander  Mata, 
Laredo;  sons,  John  A.  Mata,  MD,  Houston;  Richard  Mata, 
Dallas;  and  Lorenzo  Mata,  Laredo;  daughters,  Rebecca 
Mata,  Laura  Mata,  and  Elizabeth  Mata,  all  of  Laredo;  mother, 
Sofia  Mata,  Laredo;  brothers,  Ing  Antonio  Mata,  Monterrey, 
Mexico;  Homero  L.  Mata,  V.  H.  Mata,  MD,  and  Carlos  H. 
Mata,  MD,  all  of  Laredo;  sisters,  Sofia  Fisher,  San  Antonio, 
and  Gloria  Reyna,  El  Paso. 

H.  H.  Muntz 

Hascall  Henry  Muntz,  MD,  Tyier,  died  Jan  9,  1 981 . He  was 
60. 

A native  of  Vienna,  Austria,  Dr  Muntz  attended  the  Univer- 
sity of  Toledo  (Ohio),  receiving  a bachelor  of  science  degree 
in  1 937.  In  1 944  he  was  graduated  from  Indiana  University 
School  of  Medicine  and  served  an  internship  and  residency 
at  the  university. 

A member  of  Smith  County  Medical  Society,  Dr  Muntz 
moved  to  Tyler  in  1 948  to  begin  a practice  of  internal 
medicine. 

Surviving  family  members  include  his  wife,  Evelyn  Gertz 
Muntz,  Tyler;  sons,  David  Muntz,  Dallas;  James  E.  Muntz, 
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MD,  Houston;  and  William  Muntz,  Tyler;  daughters,  Julie 
Johnson,  Houston,  and  Ellen  Muntz,  Corpus  Christi;  sister, 
Mitzie  M.  Bloom,  Houston;  and  one  granddaughter. 

C.  G.  Race,  Jr 

Charles  George  Race,  MD,  an  El  Paso  anesthesiologist, 
died  Jan  3,  1981 

A native  of  Fort  Worth,  Dr  Race,  59,  was  a 1 951  graduate 
of  Texas  Christian  University  and  a 1 954  graduate  of  UT 
Medical  Branch.  He  served  an  internship  at  Harris  Hospital  in 
Fort  Worth  before  establishing  a general  practice  in  Big 
Spring,  Tex.  During  1957-1959,  he  completed  a residency 
in  anesthesiology  at  the  Veterans  Administration  Hospital  in 
St  Louis,  Mo,  and  then  moved  to  El  Paso. 

Surviving  family  members  include  his  wife,  Adele  Strick- 
land Race;  and  daughters,  Mary  Race,  Sarah  Race,  and 
Jenny  Race,  all  of  El  Paso;  sons,  Kevin  Race,  El  Paso,  and 
Mark  Race,  Houston;  and  sister,  Naomi  Allen,  Fort  Worth. 

F.  W.  Sutton,  Sr 

Fred  Walter  Sutton,  Sr,  Beaumont,  died  Jan  24,  1 981 . He 
was  79. 

A Beaumont  native,  Dr  Sutton  received  his  premedical  ed- 
ucation at  The  University  of  Texas  at  Austin.  Graduation  from 
UT  Medical  Branch  in  1 924  was  followed  by  an  internship  in 
Philadelphia.  He  practiced  in  Conroe,  Tex,  before  returning 
to  Beaumont  in  1 929.  In  1 943,  Dr  Sutton  began  a 25-year 
career  with  the  city  health  department.  After  retirement  as 
city  physician,  he  continued  his  private  practice  of  internal 
medicine  until  1980. 

Surviving  family  members  include  his  son,  Rev  Fred  W. 
Sutton,  Jr,  Brooklyn,  NY. 

N.  duV.  Tapley 

Norah  duVernet  Tapley,  MD,  professor  of  radiotherapy  at  The 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Insti- 
tute, died  Jan  4,  1981 . 

A native  of  Canada,  Dr  Tapley,  59,  received  her  bachelor’s 
degree  from  Mount  Holyoke  College,  Massachusetts,  and 
her  medical  degree  from  Columbia  University,  New  York. 

She  completed  her  internship  and  residency  training  at 
Hartford  (Conn)  Hospital  and  at  the  Columbia-Presbyterian 
Medical  Center  in  New  York  before  accepting  a National 
Cancer  Institute  fellowship  for  one  year  of  special  training  at 
Stanford  University  School  of  Medicine.  Dr  Tapley  was  ap- 
pointed an  assistant  professor  of  radiology  at  Columbia- 
Presbyterian  Medical  Center  in  1954  and  accepted  an  ap- 
pointment as  director  of  radiation  therapy  at  Presbyterian 
Hospital  in  1 958.  In  1 961  she  received  an  appointment  at  the 
National  Cancer  Institute  in  Bethesda,  Md,  as  a special  as- 
sistant to  the  associate  director  of  grants  and  training.  Dr 
Tapley  became  a member  of  the  staff  at  M.  D.  Anderson 
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Hospital  and  Tumor  Institute  in  May  1968  and  received  the 
appointment  of  professor  of  radiotherapy. 

At  the  time  of  her  death,  she  was  a trustee  of  the  American 
Board  of  Radiology  and  president-elect  of  the  American  Ra- 
dium Society. 

Survivors  include  her  mother,  Ruth  duV.  Tapley;  and 
brother,  John  R.  Tapley,  both  of  Bel  Air,  Md;  a nephew;  and 
two  nieces. 

L.  L.  D.  Tuttle,  Sr 

Lee  Lyman  Dewey  Tuttle,  Sr,  MD,  a Houston  surgeon,  died 
Jan  1 9, 1 981 . A past  president  of  Harris  County  Medical  So- 
ciety, Dr  Tuttle,  82,  was  an  honorary  member  of  Texas  Medi- 
cal Association. 

He  was  born  in  Lamar,  Colo,  and  attended  A&M  University 
at  College  Station.  In  1 925  he  was  graduated  from  UT  Medi- 
cal Branch  at  Galveston  and  then  served  an  internship  and 
residency  at  Hermann  Hospital  in  Houston.  During  World 
War  I,  Dr  Tuttle  served  in  the  US  Navy. 

Survivors  include  Dr  Tuttle’s  wife,  Vita  Daniels  Tuttle;  son, 
Lee  L.  D.  Tuttle,  Jr,  MD;  and  daughter,  Yvonne  Streit,  all  of 
Houston;  sisters,  Ella  Wheeler,  Alma  McIntyre,  and  Cath- 
erine Tuttle,  all  of  Alvin,  Tex;  eight  grandchildren;  and  one 
great-grandchild. 

R.  F.  Wasson 

Robert  Fleming  Wasson,  MD,  62,  a Corpus  Christi  anesthe- 
siologist and  member  of  Nueces  County  Medical  Society, 
died  Jan  18,  1981 . 

Born  in  Nixa,  Mo,  Dr  Wasson  attended  The  University  of 
Texas  at  Austin  before  enlisting  in  the  US  Army  Air  Corps  in 
1940.  He  achieved  the  rank  of  major  during  World  War  II  and 
after  returning  from  overseas,  he  graduated  from  the  War 
College  and  General  Staff  and  Command  School  and  be- 
came personnel  officer  of  the  Atlantic  Proving  Ground.  He 
was  the  recipient  of  five  medals:  Silver  Star,  Soldiers  Medal, 
Air  Medal,  Purple  Heart,  and  Distinguished  Flying  Cross. 
Upon  discharge  from  the  military  service,  Dr  Wasson  en- 
tered Southwestern  Medical  School  in  Dallas  and  was  grad- 
uated in  1949.  Following  an  internship  at  Brackenridge 
Hospital  in  Austin,  he  was  in  general  practice  in  Seguin  and 
Snyder,  Tex,  for  seven  years.  Returning  to  Dallas,  he  com- 
pleted a residency  in  anesthesiology  at  Parkland  Memorial 
Hospital  in  1 958.  He  then  began  a practice  in  Corpus  Christi, 
where  he  was  one  of  the  original  founders  of  The  Doctor’s 
Hospital. 

Surviving  family  members  include  his  wife,  Barbara  Con- 
don Wasson,  Corpus  Christi;  mother,  Mrs  Carl  Wasson,  Mid- 
land; son,  Robert  F.  Wasson,  Jr,  San  Francisco;  and  sister, 
Thora  Thompson,  Independence,  Mo. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won’t  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Leslie  R.  Ansley,  MD,  Lubbock 
(806)  795-0651 

Lowell  J.  Kepp,  Jr,  MD,  Corpus  Christi 
(512)854-2651 

Percy  E.  Lowe,  MD,  Houston 
(713)461-2646 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)363-8445 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


H.  T.  BARKLEY,  SR 
Houston,  1901-1981 

G.  S.  BOYER 
Weslaco,  1911-1981 

C.  H.  BROWN 
Wichita  Falls,  1901-1981 

E.T.  CLARKE 
Houston,  1914-1981 

S.  M.  FANTONY 
McKinney,  1918-1981 


C.  M.  HANSEN,  JR 
Navasota,  1904-1981 

J.  H.  HERNDON 
Dallas,  1911-1981 

W.  C.  HOLT 
Angleton,  1902-1981 

J.  J.  MATA 
Laredo,  1922-1981 

H.  H.  MUNTZ 
Tyler,  1920-1981 


C.  G.  RACE,  JR 
El  Paso,  1921-1981 

F.  W.  SUTTON,  SR 
Beaumont,  1901-1981 

N.  duV.  TAPLEY 
Houston,  1921-1981 

L.  L.  D.  TUTTLE,  SR 
Houston,  1898-1981 

R.  F.  WASSON 

Corpus  Christi,  1918-1981 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME NAME  

ADDRESS ADDRESS 

CITY  AND  STATE CITY  AND  STATE 
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GIARDIASIS. 

NOW  THERE 
IS  A BETTER  METHOD 
OF  DIAGNOSIS 
WHEN  STOOL  EXAMS  ARE 

NEGATIVE. 


# 


ENTERO-TEST,®  A 140cm  nylon  line 
coiled  inside  of  a gelatin  capsule 
designed  to  retrieve  duodenal 
contents  without  intubation.  Easily 
administered  and  tolerated. 
ENTERO-TEST®  has  the  following 
advantages: 

• A viable  alternative  to  intubation 

• Well  tolerated  by  all  age  groups 

• Pediatric  sizes  available 

• Useful  in  the  diagnosis  of  bleeding 
and  a variety  of  intestinal  parasites 

Rosenthal  and  Leibman  studied  23 
pediatric  patients  with  diarrhea.  All 
had  one  or  more  negative  stools.  Of 
these,  5 patients  had  Giardia  lamblici 


which  was  diagnosed  by  the  simple 
ENTERO-TEST®  procedure.  Lopez 
and  co-workers  diagnosed 
Giardiasis  in  22  patients 
with  the  ENTERO-TEST® 


compared  to  4 patients  by 
stool  exams.  ENTERO- 
TEST®  has  proved  to  be  a 
useful  and  effective  method 
for  the  localization  of  upper 
GI  bleeding,  and  the  diag- 
nosis of  Typhoid  carriers, 
strongyloidiasis  and  other 
parasitic  diseases. 
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HEDECO 

■ 

■ 

(800)  227-8162 


ENTERO-TEST,®  The  Solution.  Simple  And  Convenient. 


2551  Casey  Ave. 
Mountain  View 
California  94043 


A TREAIMENT  FOR  ALCOHOLISM 

THAI'S  65  PROOF. 


The  treatment  is  Aversion  Therapy. 
What  it  does  is  train  problem  drinkers 
to  avoid  alcohol.  And  it  works.  The 
proof  is  a 65%  * success  rate  among 
those  who  come  to  us  for  help. 

Schick  Shadel  Hospital  is  a state  . 
licensed  hospital  and  JCAH  ac- 
credited. We’re  also  a Blue  Cross/ 
Blue  Shield  member  hospital.  Our  pa- 
tients are  treated  by  skilled  physi- 
cians and  nurses  trained  in  alcohol 
withdrawal  and  counter-conditioning 
therapy.  Experienced  counselors,  in- 
cluding psychiatrists  and  psycholo- 


gists, are  also  consulted  to  help  recov- 
ering alcoholics  identify  and  deal 
with  problems  related  to  the  disease. 

The  cost  for  treatment  at  the 
Schick  Hospital  may  be  claimed 
under  Medicare/Medicaid,  Blue 
Cross/Blue  Shield,  and  many  other 
major  medical  insurance  plans.  Pa- 
tients are  admitted  24  hours  a day 
and  are  provided  with  limousine  ser- 
vice from  the  airport. 

For  more  information  about  the 
therapy  and  facilities  available,  send 
for  the  Schick  Hospital  brochure.  Re- 


member, alcoholism  is  a disease  that 
can  be  treated  medically.  Just  ask  any 
of  the  thousands  of  recovered  Schick 
patients.  They’re  the  living  proof. 

*Source:  Facts  Consolidated  Study 


Schick  Shadel  Hospital 

Medical  Director  in  Fort  Worth:  Call  collect 
817/284-9217  or  Metro  817/589-0444. 

4101  Frawley  Drive/Fort  Worth,  TX  76118 
For  referral  information:  817/589-0444 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and 
lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice  that  is  practically  perfect.  Where 
in  almost  no  time  you  experience  a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime, 
where  you  work  without  worrying  whether  the  patient  can  pay  or  you  will  be  paid,  and  where  you  pre- 
scribe, not  the  least  care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine  provides  wide-ranging  opportunities  for  the  stu- 
dent, the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army  residents  gener- 
ally receive  higher  compensation  and  greater  responsibility  than  do  their  civilian  counterparts  and 
score  higher  on  specialty  examinations.  If  you  are  currently  in  a residency  program  such  as  Orthope- 
dics, Neurosurgery,  Urology,  General  Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army's 
Sponsorship  Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Officer,  you  receive 
substantial  compensation,  extensive  annual  paid  vacation,  a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance  forms,  malpractice  premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT  Peter  A.  Basler 
Brooke  Army  Medical  Center 
ATTN:  AFZG-MDZ-PP 
Ft  Sam  Houston,  TX  78234 
(512)  221-6804/4465 


An  Equal  Opportunity  Employer 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter.  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson.  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

‘Diplomats  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski.  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

cqcq  t»mateS  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp.  MD 

Dixon  Presnail,  MD  J.  David  Duncan.  MD 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


TMA  Practice  Management  Seminars 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton.  MD 

GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Gnifin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall,  MD 
Bernard  Zilberg.  MD 

CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 
NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 
214  061-7770 


CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC.  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite,  HI,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample.  Jr.,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  lkard 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246  ' 

Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 

6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY— Trauma  6 Burns 
C.R.F.  Baker,  Jr„  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 
CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 
ENT 

Louis  J.  Renault,  MD 

Texas  Tech  Campus,  4th  & Indiana,  Lubbock,  Texas  79430 
Telephone  806  743-2370 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II.  Suite  2309,  7777  Forest  Lane, 

Dallas.  Texas  75230;  Telephone  214  661-7661 


TMA  Group  Insurance  Programs 

. . . Another  service  of  your  association 


WILLIS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
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DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Gene  P.  Ream,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 

JAMES  H.  HERNDON,  JR.,  MD,  FACP 

Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane.  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

ZAVEN  H.  CHAKMAKJIAN,  MD 

SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 
San  Antonio.  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


TMA  reminds  you  of  these  important  dates: 

May  27-31  Annual  Session 
September  18-20  Fall  Conference 
November  8-8  Interim  Session 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 

J.  Craig  Billinghurst,  MD  

N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock,  Texas  79413;  806  795-5561 


General  Surgery 


ROBERT  J.  TURNER,  III.  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN,  JR.,  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606,  Dallas.  Texas  75231;  214  368-3776 


TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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PETER  R.  CARTER,  MD 

Diplomats  of  the  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Hand  and  Upper  Limb 
Reconstructive  Surgery 

Doctors  Building,  Suite  520,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  214  826-4430 


Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD.  Consultant 

W.  Robert  Hudgins.  MD  Casey  E.  Patterson.  MD  (Retired) 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas,  Texas  75231;  363-8524 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy  & Hypnotherapy 

9039  Katy  Freeway.  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypotherapy  <S  Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


Neurology 


MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III,  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim.  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho,  MD 

1740  West  27th,  Suite  315,  Houston.  Texas  77008;  713  861-4516 
427  West  20th.  Suite  B100,  Houston,  Texas  77008;  713  868-4552 
7777  Southwest  Fwy„  Suite  1004,  Houston.  Texas  77074;  713  772-4600 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith.  MD 
Joe  Ellis  Wheeler.  MD 
Warren  D.  Wilson.  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker.  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long.  MD,  DABNS.  FACS 
Bennie  B.  Scott.  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas.  Texas  75246;  Telephone  214  826-7060 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 
EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Nuclear  Medicine 


NUCLEAR  IEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Blcome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia,  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower.  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <&  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson.  MD 
C.  A.  Struve,  MD 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross.  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge.  Suite  205,  Bellaire.  Texas  77401;  713  666-4224 
6710  Fannin,  Suite  320,  Houston,  Texas  77030;  713  790-1954 


Orthopedic  Surgery 


H.  H.  Beckering.  MD 
L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


F.  Carlton  Hodges.  MD 
J.  Price  Brock,  Jr.  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

3701  Montrose,  Houston,  Texas  77006;  526-3001  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
G.  S.  Gill,  MD,  PA 
Dilip  K.  Pal,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  80G  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr.  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R-  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Shelton  G.  Hopkins,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Wainut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  <5,  ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen.  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Richard  McDonald,  MD 
Diplomates,  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  645-6523 


Physical  Medicine  6c  Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  6 Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Otorhinolaryngology 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour,  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 
817  774-7603 


Plastic  Surgery 


Thomas  D.  Cronin.  MD.  FACS  Laurence  E.  Wolf.  MD,  FACS 

Raymond  O.  Brauer.  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs.  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  Annual  Session  TMA  Members  Retirement  Trust 

May  27-31 Dallas  • ■ • Another  service  of  your  association 
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JOHN  B.  PATTERSON,  MD.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg  Fort  Worth,  Texas;  336-0356 

JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 

Houston,  Texas  77004;  713  524-7545 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 

Jonathan  J.  Dora,  MD 

David  J.  Katrana,  DDS,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

G560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 

817  335-4752 

INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD,  FACS 

Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 

Diplomate  of  American  Board  of  Plastic  Surgery 

South  Texas  Surgical  <£  Medical  Center 

4330  Medical  Drive,  Suite  400 

San  Antonio,  Texas  78229;  512  696-0031 

VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 

N.  BERKELEY  POWELL,  JR,  MD 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 

Houston,  Texas  77027;  713  960-9422 

PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 

JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 

Telephone  214  826-1000 

WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

MEDICAL  CENTER  PLASTIC  <£  RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 

Telephone  713  790-6370 

JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 

713  775-5454 

JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 

PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 

Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

Confidential  counseling  is  available  from 

TMA  Physician  Health  & Rehabilitation 

Hotline— 512  477-5575 

. . . Another  service  of  your  association 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 
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Psychiatry 


Radiology 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden.  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
Judith  H.  Cook,  MD 
L.  Dwight  Holden,  MD 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD  Ena  E.  Mocega.  MD 

Diplomates  oi  the  American  Board  ol  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Rheumatology 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Harris  M.  Hauser,  MD,  FACP 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4600 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  ol  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY.  MD,  FACS 

ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  oi  Surgery  and  Board  ol  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave„  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 

HECTOR  O.  YANES,  MD,  PA,  FACS,  FACC 
Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza.  800  Eighth  Ave.. 

Fort  Worth,  Texas  76104;  332-1947 


GONZALO  A.  AILLON,  MD  RICHARD  E.  WOOD,  MD 

Psychiatry-Bilingual  ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

3400  Wheatland  Road,  Suite  35  Cardiac,  Thoracic  and  Vascular  Surgery 

Dallas,  Texas  75211;  214  296-6241  Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Psychiatry  & Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


BERNARD  R.  JACK,  MD.  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 

Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner.  MD 

Diplomates  ol  American  Board  of  Urology 


Meatcal  C.ty  Dallas  7777  Forest  Lane.  Suite  230. 
Telephone:  214  233-7765  Answered  24  Hours 


Dallas.  Texas  75230 


ROBERT  J.  MURCHISON,  MD 

Diplomate  American  Board  of  Urology 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

?i°*  ol3c2i  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 


DONALD  J.  NEESE,  MD,  PA 


Diplomats  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster.  Texas  77598;  713-332-2572 


EUGENE  R,  TODD,  MD,  PA 


Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 


3600  Gaston  Avenue,  Bay 
Wadley  Tower.  Suite  755. 


lor  Medical  Center  Plaza. 
Dallas,  Texas  75246 


204  Professional  Arts  Building.  1650  West  Magnolia. 
Fort  Worth.  Texas  76104;  817  921-5131 


TMA  NEWS  HOTLINE  RECORDING 


Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


• . . Another  service  of  your  association 


Like  a Fingerprint 


You  can  tell  a lot  about  a community  just 
by  looking  at  the  hospital  emergency 
department.  The  ED,  like  a city,  differs  from 


community  to  community.  Sometimes,  the 
emergency  medicine  physician  ends  up  in 
the  wrong  ED,  the  wrong  city.  If  where  you 
are  is  not  where  you  want  to  be,  talk  with 
the  emergency  medicine  specialists  at 
Medseco.  We  re  in  the  business  of  matching 
physicians  like  you  with  the  right  oppor- 
tunity, the  right  community.  Call  us  today. 
Talk  to  us  in  confidence  without  cost, 
without  obligation.  We've  faced  your 
problem  before... and  solved  it. 


/MEDSECO 

Medical  Search  Consultants,  Inc. 

333  North  Belt 
P.O.  Box  4448 
Houston,  Texas  77210 
713/999-4353 

Outside  Texas  800-231-0223 


/MEDSECO, 


> 


Galveston’s  historic  “Old 
Red’’  Medical  Center  will  be 
saved  because  enough  people 
are  interested  in  its  past  to 
care  about  its  future.  How 
much  do  you  care  about 
historic  landmarks  in  your 
area?  Write:  Texas  Historical 
Commission,  P.  O.  Box  12276, 
Austin,  TX  78711. 
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YOUR 


with  LIFEMARK  the 
mark  of  excellence  in 
health  care 


Perhaps  you  prefer  the 
excitement  and  fast 
pace  of  a big  city  Or, 
you  may  find  the  close 
friendliness  of  a small 
town  more  to  your  liking 
Whichever  lifestyle  you 
choose  we  can  help  LIFE 
MARK  operates  modern,  well 
equipped  hospitals  primarily  in 
sunbelt  communities.  We  can 
assist  you  in  locating  the  type 
of  practice,  and  style  of  living 
that  will  suit  you  and  your 
family.  And  the  financial  packages 
which  accompany  many  of  our 
opportunities  make  the  search 


Let  LIFEMARK  help  you  make 
your  mark  • where  it  counts.  For  our 
free  and  confidential  services,  call 
collect  (713)  621-8131,  or  send  your 
cirriculum  vitae  to: 


Director  of  Physician 
Relations  5A 
Lifemark  Hospitals,  Inc. 
P O,  Box  3448 
Houston,  Texas  77001 


THE  U ARK  Of  EXCELLENCE 
<N  HEAL  TH  CARE 


{ PHYSICIANS 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  the  following  individuals  to  fill 
positions  in  our  donor  centers  located  in: 

San  Antonio 

Full  and  Part-Time  Physicians 

Houston 

Part-Time  Physician 

Responsibilities  will  include  performing  physicals  in 
conjunction  with  donor  screening  and  evaluation. 
The  part-time  position  would  provide  support  when 
regular  Staff  Physicians  are  on  vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  Physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis. 

We  offer  excellent  working  environment  and  a highly 
competitive  salary.  For  further  information,  please 
send  curriculum  vitae  to  the  donor  center  of  your 
•—  choice: 
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Alpha 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 

Mike  Ingram  Curtis  Doyle 

302  S.  Flores  St.  1520  Capitol 

San  Antonio,  TX  78204  Houston,  TX  77002 

(512)  224-1749  (713)  225-9177 

Equal  Opportunity  Employer 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  ot  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association,  P.A.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful  HMOs  in 
Arizona,  California,  Florida,  and  Washington,  and  which  has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 
aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 
“Big  D,”  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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Physicians  Wanted 


WAN  1 ED  ORiHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  ot  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
,1501  West  11th  Place,  Big  Spring,  Texas  79720,  telephone  915- 

Zb/-bobl . 


WAN  I ED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
r e*, epartment  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
lexas  79720,  telephone  915-267-6361. 

WAIITED  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 

witn  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED;  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy.  pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 

psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
tor  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 

htll1  rC.at“?n  E-rf  up  to  $3'000  supplement  in  certain  areas;  usual  State 
Ll°kihty  protection  provided  under  Texas  law.  Texas  license 
the  Personnel  Specialist,  Texas  Depart- 
?1 9 Lr  t7KiH  a ' P O'  iBox  12668'  Capitol  Station,  Austin,  Texas  78711. 
31.4-454-4/bl.  An  equal  opportunity,  alfirmative  action  employer. 

EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA.  EXPANDING 

CaCilC7n0flRSia7q49  °r  fee;fo^ser';ice „wdh  guarantee— malpractice  paid— 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 

TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
AdVdii?nna<|I?mUnitleS  aY°llable  Prefer  career-oriented  emergency  MDs 
“ainmg  and/or  experience  required.  Flexible  schedule  tee- 
° „'"  cewWI  guarantee  and  usual  fringes  including  malpractice  in- 
surance  Write  flra  Houser  Emergency  Health  Service  Associates 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  2 1 4-823-bbi.C ” 

EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED — Longview  Texas 

L°t?Uwith>nh60'0t°?‘lTwO  dnVe  eaSt  of  Dallas-  Progressive ' commu^ 

ArFP  UnbyU  ' U wooded  geography  and  nearby  lakes.  Need  career 
iCnE  l!  Hn!«  PraF  e insurance  supplied.  Fee-for-service  compensa- 

Aven, L w £n  en9en7  Heac&„£eroVlces  Associates,  3600  Gaston 

Avenue,  buite  503,  Dallas,  Texas  75246;  214-823-6850. 

//U3/-  From  outside  Texas  call  toll-free  800-231-7578. 

CERTIFIED  OB-GYN.  below  35  to  join  two  o.hei 
ma  area  of  m nnn  i mul'ls:Pe=‘alty , gro,uP  m town  22,000  with  draw- 
ead.na  to  l,7ll'^0  * OCaied  50  ?illes  lrom  Dallas-  Salary  guarantee 
TBCAS9MFniriM?  5 mo"ths-  Send  resume  to  Ad-993, 

ifcXAb  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ahle3!?1^  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 

Uon  in  to  SsiqnCnnn  et  °Kers ,‘,n  metropplitan/rural  Texas.  Compensa- 
tion  up  to  $90,000  plus  benefits.  Health  Care  Placemens  Inc  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 

NEEDED.  EMERGENCY  PHYSICIANS,  North  Central  Texas  area  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
T d Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth 
lexas  /b  1 U /. 


WANTED.  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
lexas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray  Pleasant  geography,  good  shopping,  family  environ- 

Lf??nx?lalua,rrange“  ?re  open-  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 

PSYCHIATRIC  RESIDENCY  IN  APPROVED  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  ranqe 
from  $19,000  plus  to  $23,000  plus  with  additional  fringe  benefits.  For 
full  information  write  to:  Director  of  Residency  Training,  Austin  State 
Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 

WANTED.  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clime,  1501  West  11th  Place 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 

THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston 
lexas  7/042  or  ll : you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after  Adult 
Psychiatry  training.  Academic  program  in  child  development  family 
therapy,  genetic  and  matabolic  disorders,  behavior  therapy  group 
therapy,  psychopharmaco  logy  and  ethology.  Basic  clinical  orientation 
in  child  development  and  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research 
opportunities  in  genetic  and  metabolic  disorders,  child  development, 
iJ"g“J?,tlc  tanthrop°lo9Y,.  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient 

aradnaatePrsrho^|S  NeT  6 , t lnpatient  unit  for  children.  Liaison  with 
graduate  schools  medical  school  and  community  programs.  Stipends 

rvTrna  ®ri.9'00?  Pluf  $23'000  Plus  Wltb  additional  fringe  benefits. 

Guadalupe"  Aus^mTexas^r7  AUS'in  S,a'e  H°Splta1'  4110 

PHYSICIAN  WANTED— family  or  general  practice  for  small  community 
population  6,000  Mineola,  Texas.  88  miles  east  of  Dallas,  30  miles 
S°r‘h  m ~ylerK /^edlcare  an<3  Blue  Cross  approved.  45-bed  hospital. 

I wo  MDs,  3 DOs  in  practice.  Office  and  lake  house  available  12 

M°neofa,  Teexase75773  Woodlands  Hospital,  320  Greenville  Avenue, 

j TERRELL  STATE  HOSPITAL  within  easy  commuting 
li  mn  1 Dallas  Many  carpool,  others  live  in  or  around  Terrell,  pop 
14.UUU,  located  approximately  30  minutes  from  downtown  Dallas  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700 
plus  $1000  for  boaid  certified.  Personnel  Office.  Terrell  State  Hospital, 
P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/affirmative 
action  employer 

EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 

tice and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
mquR  * want  1°  know  more  about  this  long  established  group 

(lyiyj,  y^ose  city  has  a booming  economy,  call  collect  Dr.  David 
arr  766-3551  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area 
Telephone  number  713  467-7400. 


3 4^7400^^^^*”'^^'  ^est  Houston  area.  Telephone  number 


PHYSIdANS  WANTED— Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 

OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 

rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port  negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty  Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person 
State  benefits  Merit  System  position.  Equal  opportunity  employer 

?ionl?Q  ^SoR-  Allen-  MD,  1100  West  49th  Street,  Austin,  Texas  78756; 
olz-4oo-/bbo. 


PSYCHIATRIST — Large  CMHC  has  a position  available  for  a board 
certified  or  board  eligible  psychiatrist  interested  in  providing  services 
to  adults  in  an  urban  community  setting.  A competitive  salary  and 
excellent  fringe  benefit  package  is  offered.  Please  forward  vita  to- 
Personnel  Director,  Dallas  County  MH/MR  Center,  102  Stemmons  Tower 
North,  2710  Stemmons  Freeway,  Dallas,  Texas  75207.  An  equal  oppor- 
tunity  employer. 


MEDICAL  DIRECTOR — Large  CMHC  is  seeking  a psychiatrist  to  co- 
ordinate and  direct  its  clinical  services  within  Dallas  County,  Texas. 
An  extensive  and  successful  background  in  both  the  clinical  and  ad- 
ministrative aspects  of  a community  mental  health  services  organiza- 
tion is  required,  preferably  in  an  urban  setting.  This  is  a key  position 
in  a forward-looking  health  services  organization.  Individuals  who  are 
interested  in  and  qualified  for  this  job  are  invited  to  forward  their 
yjrta  to:  Executive  Director,  Dallas  County  Mental  Retardation  Center, 
icon-?  temmons  Tower  North,  2710  Stemmons  Freeway,  Dallas,  Texas 
75207.  An  equal  opportunity  employer. 

WANTED;  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 

FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


WANTED  FAMILY  PRACTITIONER — Dallas,  Texas.  Spanish  speaking 
willing  to  do  routine  OB  and  pediatrics.  Busy  obstetrician  with  90% 
Spanish  speaking  practice  will  refer  newborns  and  overload  Office 
will  be  shared.  Contact  A.  Zevallos.  MD,  6011  Harry  Hines  Blvd.  Dal- 
las, Texas  75235,  telephone  214  630-2892. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  MEDICINE 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age ol  all  aspects  ol  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice, 
locum  tenens,  or  group  practice.  R.  Hudspeth,  Executive  Director,  803 
W.  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 


NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1,  1981.  Must  be  board  cer t if ied/e ligib le 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Read, 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


EMERGENCY  PHYSICIAN— HOUSTON;  to  fill  group  of  three  Light  but 
growing  load,  excellent  back-up.  Fee-for-service,  excellent  remunera- 
tion Call  collect  or  write  Leo  H.  Criep,  MD,  Director  of  Emergency 
Services,  Sam  Houston  Memorial  Hospital,  1624  Pech,  Houston,  Texas 
77055;  713  932-5660. 


PARTNER  NEEDED  BY  TEXAS  FP— Young  FP  with  growing  practice 
needs  partner.  Attractive  location,  south  of  Austin.  Modern  hospital 
near  otfice.  Excellent  family  area.  Complete  financial  participation. 
Send  CV  in  confidence  to  Ad-190,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OB/GYN — HOUSTON,  TEXAS.  Modern  office  space  adjacent  to  80  bed 
hospital.  Referral  base  is  established.  Hospital  will  provide  a complete 
financial  incentive  package  to  insure  a successful  practice.  Contact 
Administrator,  Ad-191,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 


A LIMITED  NUMBER  OF  PL-3  positions  are  open  effective  July  1,  1981, 
in  the  Department  of  Pediatrics.  Training  facilities  include  a well- 
developed  ambulatory  clinic  and  a modern  medical  school  affiliated 
hospital  adjacent  to  the  Health  Sciences  Center.  In-patient  care  is 
provided  by  a 28  bed  pediatric  unit,  6 bed  pediatric  intensive  care  unit, 
28  bed  neonatal  intensive  care  unit  and  25  bed  normal  nev/born  nur- 
sery. Subspecialties  represented  by  the  faculty  include:  allergy,  am- 
bulatory care,  cardiology,  endocrinology,  hematology/oncology,  im- 
munology, infectious  diseases,  neonatoloy  and  virology.  Up  to  six 
months  of  the  PL-3  year  may  be  spent  on  approved  electives  in  these 
areas  or  through  agreements  with  other  clinical  departments  within 
the  center.  For  further  information  please  contact:  S.  K.  Varma,  MD, 
Associate  Chairperson,  Department  of  Pediatrics,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  Texas  79430;  telephone  806  743- 
2322.  TTUHSC  is  an  equal  opportunity/affirmative  action  employer. 


A SMALL  NUMBER  OF  PL-1  POSITIONS  will  be  available  in  the  De- 
partment of  Pediatrics,  effective  7-1-81.  Training  facilities  include  a 
well-developed  ambulatory  care  clinic  and  a modern  medical  school- 
affiliated  hospital  adjacent  to  the  Health  Sciences  Center.  The  resi- 
dency program  offers  diverse  clinical  material  to  challenge  and  instruct 
the  trainee.  During  the  PL-1  year,  residents  are  responsible  for  primary 
patient  care  under  close  supervision  of  faculty  and  senior  house  staff 
with  block  rotations  of  four  months  each  in  the  ambulatory  care  clinic, 
pediatric  in-patient  unit  and  nursery.  The  remainder  cf  the  year  is 
allotted  to  elective  time,  with  all  major  pediatric  subspecialties  repre- 
sented bv  the  faculty.  For  further  information,  please  contact  S.  K. 
Varma.  MD,  Associate  Chairperson,  Department  of  Pediatrics.  Tevas 
Tech  University  Health  Sciences  Center,  Lubbock,  Texas  79430;  tele- 
phone 806  743-2322.  TTUHSC  is  an  equal  opportunities/affirmative 
action  employer. 


TEXAS.  DALLAS  AND  TEMPLE.  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  cace  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  lead  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  with  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  collect  for 
further  information. 


TEMPLE  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  aualified  family  practice  physicians  Please  caH  Dr 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  school^.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


TWO  POSITIONS— UNIT  DIRECTOR  AND  STAFF  PSYCHIATRIST.  MD 
or  DO  licensed  to  practice  in  Texas.  $47,000-$51 ,000  DOE,  plus  excellent 
fringe  benefit  package,  including  liability  coveraqe.  Austin  is  a pro- 
gressive ci'y , State  capital,  located  in  the  beautiful  Texas  lake  and  hill 
country.  Please  submit  resume  including  at  least  three  references  to: 
Personnel  Director,  Dept.  C.,  Austin  State  Hospital,  4110  Guadalupe, 
Ausdn,  Texas  78751. 


SOUTH  TEXAS— SOUTH  PADRE  ISLAND.  Flourishing  general  practice, 
fully  equipped  2400  sq.  ft.  office  Work  35  hours  a week.  $150,000 
qross.  No  nights,  no  weekends,  no  office  surgery,  no  hospital  rounds 
unless  vou  wish  to  do  any,  or  all  of  the  above.  Box  1544,  Port  Isabel, 
Texas  78578,  512  943-1335. 


FAMILY  PRACTITIONER  AND  INTERNIST  WANTED  for  rapidly  growing 
multi-snecialty  group  in  Austin,  Texas.  The  group  provides  care  to 
prepaid  and  fee-for-service  patients.  Board  certification  and  somo 
p-a^tico  experience  preferred.  Positions  are  available  immediately.  Call 
ExecuMve  Administrator  at  512  452-22^4  or  send  CV  to  Medical  Director, 
Austin  Regional  Clinic,  1301  West  38th  Street,  Suite  500,  Austin,  Texas 
78705. 


CARDIOLOGIST-ASSOCIATE  FOR  BUSY  CARDIOLOGIST  in  a 14  doctor 
IM  referral  practice;  expertise  in  invasive  and  non-invasive  procedures 
needed;  hospital  and  office  based  with  new  Cath.  Lab.;  attractive 
financial  benefits.  Send  CV  or  caT  Garner  Klein,  MD,  Valiev  Diaanostic 
Clinic,  2121  Pease  Street,  Suite  1A,  Harlingen,  Texas  78550;  512  425-7200. 


GYNECOLOGIST — Exceptional  opportunity  for  gynecologist  to  partici- 
pate in  an  established  abortion  proaram  in  Dal'cro  or  Houston.  T imit^H 
hours,  guaranteed  income.  Send  CV  to  Ad-201,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd  , Austin,  Texas  78701. 


NEEDED  FAMILY  PRACTICE  PHYSICIAN— solo  or  associate,  office 
space  available.  Only  one  physician  practicing.  Modern  hospital;  rural 
community;  population  outreach  6,000.  150  miles  between  Houston  and 
Dallas.  For  more  information  call  or  write  Community  Memorial  Hos- 
pital, P.O.  Box  486,  Grapeland,  Texas  75844,  Marilyn  Jordan,  Adminis- 
trator; 713  687-4611. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Meaical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


GENERAL  SURGEON  for  eight  member  multi-specialty  group.  Located 
in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island  beach,  several 
colleges  and  a major  medical  center.  Salary  negotiable  first  year. 
Partnership  second  year  if  mutually  desirable.  Excellent  benefits. 
Contact  San  Benito  Medical  Associates,  P.O.  Drawer  642,  San  Benito, 
Texas  78586;  512  399-2443. 


TEXAS  NEEDS  DOCTORS.  Several  small  towns  (5,000-50,000)  in  need 
of  family  physicians,  OB/GYN,  internists,  pediatricians,  radiologist  and 
orthopeaic  surgeons.  Family  physician,  internist,  pediatrician  and 
ENT  needed  in  Dallas.  Group  and  solo  opportunities  with  good  cover- 
age and  rotation  of  weekends.  Each  town  within  an  hour  from  a city 
with  100,000+  population.  Pleasant  climate  with  excellent  recreational 
facilities.  Physicians  in  each  town  will  give  you  referrals  because 
they're  too  busy.  Guarantees  and  other  perks  available.  No  fee.  Con- 
tact the  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767;  512  476- 
7129. 


TWO  RURAL  PROGRESSIVE  HOSPITALS,  in  north-Central  Texas  are 
interested  in  shared  radiological  coverage.  The  radiology  practice  con- 
sists of  diagnostic  radiography,  ultrasound  and  exeroradiography.  The 
cities  are  located  north  of  Possum  Kingdom  Lake  and  within  driving 
distance  of  Fort  Worth-Dallas  area.  Contact  Ad-202,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER  FOR  PORT  LAVACA,  population  12K,  on  the 
bay.  Fishing,  hunting,  boating.  Join  five  man  incorporated  group. 
Salary  60K  first  year,  three  weeks  vacation,  partnership  1-2  years,  six 
weeks  vacation,  many  fringe  benefits.  Hospital  has  contract  MD  cov- 
erage for  ER.  Jerry  Pentecost,  512  552-6721,  1200  Virginia,  Port  Lavaca 
77979. 


PHYSICIAN  RETIRING,  NEEDS  INTERNIST  (primarily  oncology)  to  take 
over  established  practice.  Terms  reasonable.  Office  is  fully  furnished, 
1400  square  feet,  with  laboratory,  in  Medical  Center  of  Houston.  Con- 
tact 713  795-4747. 


ASSOCIATE  DEAN — Texas  Tech  University  Health  Sciences  Center  is 
accepting  applications  for  the  position  of  Associate  Dean  and  Assistant 
to  the  President  for  Health  Affairs  for  the  university's  Regional 
Academic  Heal  h Center  (RAHC)  for  the  Permian  Basin,  located  in 
Odessa,  Texas.  The  Texas  Tech  University  Health  Sciences  Center  is 
a multi-campus  regionalized  medical  school  with  the  Permian  Basin 
RAHC  being  the  newest  of  four  campuses.  The  Associate  Dean  serves 
as  the  Chief  Administrative  Officer  and  Academic  Head  of  the  RAHC. 
The  successful  candidate  will  thus  have  extensive  responsibility  in 
directing  undergraduate  and  graduate  medical  education  programs. 
The  position  requires  a strong  administrative,  fiscal  and  operations 
background;  effective  communication  skills;  willingness  to  represent  the 
Health  Sciences  Center  to  the  community,  medical  organizations,  and 
teaching  hospitals.  Must  possess  MD  plus  the  academic  background  to 
qualify  for  an  appointment  at  the  rank  of  professor  Applications  will 
be  accepted  until  Mav  30,  1981.  Send  curriculum  vitae  and/or  letters 
of  inquiry  to  Russell  C.  Baskett,  PhD,  Associate  Dean,  TTUSM,  Lub- 
bock, Texas  79430.  An  equal  opportunity  employer. 


GOOD  OPPORTUNITY  for  aggressive  Spanish  speaking  doctor.  Very 
low  overhead,  no  rent  or  utilities  to  pay.  No  part  time  please.  For 
further  information  please  call  Rudy  Davila,  512  226-5293,  Davila 
Pharmacy,  1110  El  Paso,  San  Antonio,  Texas  78207. 


GENERAL  SURGEON:  Board  certified  or  eligible  to  associate  with 
established  surgeon  in  Dallas.  Excellent  opportunity  for  the  right  man. 
Please  reply  to  Ad-203,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PART-TIME  MEDICAL  CONSULTANT:  Social  Security  Disabality  Insur- 
ance is  accepting  applications  for  part-time  psychiatric  and  internal 
medicine  consultants.  Involves  review  of  medical  evidence  in  disability 
claims  at  central  location  in  Dallas  No  patient  contact.  Flexible  hours, 
6-20  hours  per  week  For  further  information  contact  Pat  Kennedy, 
Department  of  Health  and  Human  Services,  Social  Securitv  Adminis- 
tration Disability  Programs,  1200  Main  Tower  Building,  Dallas,  Texas 
75202;  phone  214  767-4281.  

PHYSICIAN  WANTED— Family  or  general  practice  for  Paducah,  Texas, 
a small  West  Texas  community.  Excellent  family  environment.  No  major 
investment  required.  Send  CV  to  Recruitment  Committee,  Richards 
Memorial  Hospital,  Paducah,  Texas  79248. 


IMMEDIATE  OPENINGS  FOR  EXPERIENCED  family  practice  and 
emergency  room  physicians  for  medical  and  surgical  centers — Austin, 
Texas.  Excellent  salary  and  fringe  benefits.  Send  resume  to  Ad-206, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RELOCATE  TO  HOUSTON!  Nation's  No  1 boom  town.  Best  location 
for  primary  physicians  and  dentists  in  affluent  NW  suburb  Houston, 
quahtv  new  atrium  professional  building,  office  space  just  became 
available.  For  information,  713  537-2706. 


FELLOW  IN  CLINICAL  IMMUNOLOGY  requiring  training  in  basic  and 
clinical  immunology , patient  care,  laboratory  work,  research  and  some 
teaching.  Require  MD  degree  and  two  years  residency  in  pediatrics. 
40  hours  per  week,  $1543  per  month.  Contact  Texas  Employment  Com- 
mission, 1922  Sealy,  Galveston,  Texas  77550.  Advertising  paid  by  an 
equal  opportunity  employer. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  GENERAL  PRAC- 
TICE. Opportunity  for  partnership.  Clinic  adjacent  to  hospital.  Clinic 
and  hospital  practice.  Could  use  FP,  surgeon,  or  OB/GYN  willing  to 
do  general  practice.  Good  income.  Close  to  Houston,  Austin,  San 
Antonio.  Contact  Robert  A.  Youens,  MD,  ABFP,  105  N.  Grohmann, 
Weimar,  Texas  78962;  713  725-8545. 
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GENERAL/FAMILY  PRACTICE  physicians  needed  in  Uvalde,  Texas. 
Attractive  city,  good  schools  including  junior  college  with  2,000  en- 
rollment, 75  miles  west- of  San  Antonio,  city  population  of  14,500.  Eight 
year  old,  62  bed  hospital  with  total  ER  contracted  coverage,  lab,  FT, 
resp.  care,  adjacent  renal  dialysis.  Specialties  now  provided  by  resi- 
dent physicians:  allergy,  anesthesiology,  ophthalmology,  pediatrics, 
radiology  and  surgery.  Contact  Administrator,  Uvalde  Memorial  Hos- 
pital, 512  278-6251. 


EMERGENCY  MEDICINE/FAMILY  PRACTICE — Unique  opportunity  in 
private  emergency  care/iamily  care  clinic.  Dedication  to  high  quality 
care  including  the  psycho-social  aspects  of  medicine  mandatory. 
Salary,  benefits,  equity  position  negotiable.  Located  Houston.  Reply 
with  complete  CV  to  Ad-150,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  time 
only.  No  weekends  or  night  coverage.  Salary  negotiable.  Call  817 
699-3777  or  817  526-9576.  Write  Route  5,  Box  241BB,  Killeen,  Texas  76541. 


MEDICAL  DIRECTOR,  DALLAS,  TEXAS,  Community  Health  Center  seeks 
physician  with  primary  care  orientation.  Must  be  board  eligible  or 
certified.  Texas  license  required.  Prefer  physician  with  ambulatory  care 
system  management  experience.  Candidate  must  be  acceptable  to 
medical  school  to  receive  appointment  as  clinical  faculty.  Challenging 
opportunity  to  develop  model  community  health  care  system:  primary, 
secondary,  and  tertiary  care  linkages  established.  Salary  range  $52,000 
to  $62,000,  depending  on  qualifications  and  experience  Send  curricu- 
lum vita  to:  Dennis  E.  Stewart,  MPH,  Executive  Director,  Community 
Health  Centers  of  Dallas,  P.O.  Box  8S96,  Dallas,  Texas  75216. 


Situations  Wanted 


INTERNIST — 29,  board  eligible,  desires  solo  practice  or  partnership 
from  July  1981.  Great  deal  of  experience  in  critical  care  medicine  and 
medical  emergency  room.  Please  contact  Arvind  Mehta,  MD,  39-33, 
57th  Street,  Apt.  3E,  Woodside,  New  York  11377;  telephone  212  424-6237 
after  5:30  pm,  or  212  579-5000  page. 


OB/GYN — 35,  finishing  prestigious  residency  training  June  1981.  Wide 
experience,  seeks  solo,  group  or  partnership  practice  in  metro  area. 
Rasik  Nagda,  MD,  7456  Washington  Avenue,  Forest  Park,  Illinois  60130, 
312  366-4554. 


BOARD  ELIGIBLE,  INTERNAL  MEDICINE.  Available  from  July  1,  1981. 
Seeking  practice  in  Dallas  and  its  vicinity.  Seek  group,  solo,  partner- 
ship or  hospital  based  practice.  Reply  to  Ad-186,  TEXAS  MEDICINE. 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


ALLERGIST  31,  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clinic  practice 
situation.  Medium  to  large  communities  preferred.  Available  July  1981. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


LOCUM  TENENS,  COMPHEALTH — Our  medical  group  can  place  a 
well-qualified  physician  in  your  practice  during  your  absence.  For 
more  information  call  or  write:  Comprehensive  Health  Systems,  Inc., 
175  West  2nd  South,  Suite  2003,  Salt  Lake  City,  Utah  84101;  801  532-1200. 


ORTHOPEDIC  SURGEON — Currently  in  private  practice  in  New  Or- 
leans. Relocating  to  Houston  later  this  year.  Looking  for  office  space 
in  a Houston  Medical  Building  (will  lease,  or  willing  to  share  with 
another  physician).  Please  reply  to  Ad-199,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


38  YEAR  OLD,  AMERICAN  TRAINED  ANESTHESIOLOGIST,  with  ex- 
perience also  in  emergency  medicine  and  respiratory  and  intensive 
care.  Prefer  solo  practice  in  smaller  hospital  with  growth  potential 
or  in  out-patient  surgery,  but  will  consider  all  opportunities,  including 
locum  tenens.  Contact  Ronald  White,  MD,  P.O.  Box  1503,  Dumas, 
Texas  79029. 


BE  ANESTHESIOLOGIST,  university  trained,  20  years  clinical  anesthesi- 
ology experience  and  recent  PGY4  seeks  busy  fee-for-service  practice. 
Available  with  short  notice.  Texas  license.  All  locations  considered. 
J.  Keuter,  MD,  33  Pond  Avenue,  Apt.  B823,  Brookline,  MA  02146;  617  73 1 - 
9278. 


GENERAL  INTERNIST,  having  license  to  practice  in  Texas  is  available 
from  July  1981.  Seeking  position  as  full  time  and/or  practice  as  solo, 
associate  or  group  involving  direct  patient  care  and  clinical  investiga- 
tion. Contact  L.  Rohra,  MD;  212  458-9609. 


ANESTHESIOLOGIST — DO,  certified  and  with  15  years  experience 
desires  position  in  smaller  hospital.  Would  supervise  CRNAs.  814  476- 
1211,  James  A Hicks,  DO,  9140  Fry  Road,  McKean,  PA  16426. 


MEDICAL  STUDENT  IN  MEXICO  completing  2nd  medical  year  now, 
seeks  guidance  and  direction  and  backing  to  complete  medical  studies 
in  exchange  for  2-3  years  of  my  time  after  licensure.  Am  a Canadian. 
Please  reply  to  Barbara  Sullivan,  Apartado  Postal  #807,  Tampico, 
Tamps  MEXICO. 


FAMILY  PRACTICE/SURGERY — 28  year  old  male  physician  assistant 
board  certified  in  primary  care  general  medicine  with  a strong  back- 
ground in  cardiopulmonary  medicine  plus  experience  in  industrial 
medicine  and  surgery  seeks  association  with  FP  or  surgeon.  Can  pro- 
vide quality  care  in  both  clinic  and  hospital  settings.  CV  and  letters 
of  recommendation  on  request.  Contact  Ad-204,  TEXAS  MEDICINE 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ORTHOPAEDIST  desires  semi-retired  position.  Could  do  evalu- 
ations, emergency  back-up,  etc.  Has  Texas  license.  Loyal  K.  Wilson 
MD,  The  Daniel  Boone  Clinic,  Harlan,  Kentucky  40831;  606  573-4520, 
home  606  573-4727. 


LOOKING  FOR  PR1MARYY  CARE  OR  OUTPATIENT  clinic  position.  Have 
Texas  license.  In  or  around  Houston  area.  Available  July  1981.  Contact 
Ad-207,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WITH  GENERAL  PRACTICE  BACKGROUND,  ECFMG  and 
FLEX,  wants  position  in  small  rural  communities  in  Texas  or  pharma- 
ceutical industry  in  Houston.  Available  July  1981.  Please  contact  319 
Summit  Ave.,  #15,  Jersey  City,  New  Jersey  07306;  201  432-8841  and  7614 
S.  Gessner,  #147,  Houston,  Texas  77036;  713  270-9220,  After  6 p.m. 


For  Sale  or  For  Rent 


DALLAS  SUBURBS— NEW  BOOMING  TOWN.  15  minutes  from  Dallas 
(The  Colony,  Texas).  Three  exam  rooms,  newly  modeled,  ample  free 
parking,  in  unique  shopping  square.  Only  one  FP  in  10,000  population. 
Lease  ($1,080  per  month  for  three  years)  or  Sale  ($16,000)  term  negoti- 
able. Call  collect  Dr.  Shin  214  963-7841. 


CORPUS  CHRISTI,  TEXAS— OPHTHALMOLOGICAL  practice  and  equip- 
ment for  sale.  Retiring  due  to  age  and  health.  Located  in  medical 
complex,  a few  blocks  from  both  major  hospitals.  Rex  C.  House,  MD, 
62  Rock  Creek,  Corpus  Christi,  Texas  78412;  512  883-2491  or  512 
992-0627. 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214 
867-6500. 


HOUSTON,  TEXAS— FOR  SALE  OR  RENT.  Well  established,  30  years, 
family  practice,  bariatrics.  Terms  negotiable.  Approximately  $130,000 
gross.  Office  completely  furnished  and  equipped  with  x-ray,  EKG,  and 
lab.  Retiring,  will  introduce.  For  information  call  713  926-6500  or  713 
663-6529. 


MEDICAL  OFFICE  SPACE  IN  NORTH  DALLAS— A "gold  mine"  oppor- 
tunity! Assume  lease,  3800  sq.  ft.  space.  Ideal  office  for  group  or 
partnership  practice.  Watch  your  practice  grow  at  an  alarming  rate 
in  this  progressive  and  rapidly  growing  community.  Full  details  fur- 
nished upon  request.  Don't  delay,  inquire  now!  Please  reply  to  Ad-198, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DECORATOR-DESIGNED  DENTAL  suites  available.  Red  Oak  Profes- 
sional Clinic,  located  in  the  FM  1960  area.  Near  Houston's  Northwest 
Medical  Center  Hospital.  Write  or  call  for  additional  information.  Berry 
Property  Management,  Inc.,  1770  Saint  James  Place,  Suite  204,  Houston, 
Texas  77056;  713  960-1261. 


NEW  MEDICAL  BUILDING  in  Houston's  fast  growing  FM  1960  area. 
Offers  excellent  location  for  starting  practice.  Next  to  two  schools  and 
high  traffic  street.  Suites  are  ready  to  move  in.  No  improvement  cost 
to  tenant.  Write  or  call  for  additional  information.  Berry  Property  Man- 
agement, Inc.,  1770  Saint  James  Place,  Suite  204,  Houston,  Texas  77056; 
713  960-1261. 


SOLO  FP  OFFICE/PRACTICE  (across  street  from  hospital)  in  Llano  for 
sale  or  lease.  Fully  equipped,  supplied  and  operating.  Good  schools, 
hunting,  fishing,  recreation.  75  miles  west  of  Austin.  Contact  H.  E. 
Dayton,  MD,  915  247-4101  day  or  512  341-4499  night. 


SUNBELT  SATELLITE  CLINIC-SOLO  PRACTICE  with  specialty  clinic 
backup.  Clinic  offers  x-ray  facilities,  laboratory  and  stable  patient 
base.  Will  consider  all  options.  Contact  L.  L.  Barton,  The  Gatesville 
Clinic,  227  Memorial  Drive,  Gatesville,  Texas  76528,  817  865-8201. 


1,200  SQUARE  FEET  OF  OFFICE  SPACE  for  lease  in  Waxahachie,  Tex- 
as. Suitable  for  family  practitioner  or  any  specialist.  For  information 
contact  Charlie,  214  296-3875.  Waxahachie  is  20  minutes  drive  from 
Dallas. 


SOLID  BRASS  RENDITIONS  of  nature's  most  graceful  creatures  are 
pictured  in  our  free  catalog.  Solid  brass  items  make  beautiful  and 
lasting  additions  to  the  home  or  office,  and  appreciated  gifts.  Write 
for  our  color  catalog  which  is  full  of  practical,  solid  brass  creations. 
Waterloo  House,  Box  9664,  Austin,  Texas  78766. 


ORTHOPAEDIC  SURGERY.  Board  certified  orthopaedic  surgeon  wishes 
to  sell  his  well  established  and  successful  north  Dallas  practice.  For 
more  information,  please  reply  to  Ad-205,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78/01. 


AUSTIN — IDEAL  OFFICE  SPACE,  centrally  located  in  an  established 
medical  community  near  hospital.  Ample  parking,  private  entrance, 
janitorial  service  and  utilities  paid.  Please  reply  to  Daphne  Smith, 
3913  Medical  Parkway,  Suite  100,  Austin,  Texas  78756;  512  451-4142. 


FOR  SALE:  Hematology-oncology  or  generalist  practice  with  trained 
secretary-nurse-aide.  Office  building  near  a hospital.  Buy  equipment, 
rent  office,  walk  in  and  take  over.  512  541-1537. 


FOR  SALE— WELL  ESTABLISHED  30  year  general  practice  and  3,000 
square  feet  of  fully  equipped  office  space.  Eight  miles  from  open  staff, 
35-bed  hospital  in  South  Texas.  Retiring  due  to  health.  Will  introduce. 
Please  contact  H.  R.  Buck,  MD,  P.O.  Box  549,  Premont,  Texas  78375; 
512  348-3519. 


Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Nearly  $4  million  under  management.  Replv  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 
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HANDICAPPED  PHYSICIANS — I am  a multiply-handicapped  doctor  in- 
terested in  contacting  other  handicapped  physicians  in  order  to  obtain 
some  approximation  of  the  size  ana  characteristics  of  this  population 
in  the  US  and  Canada.  There  is  currently  no  organization  to  provide 
statistical  data  on  the  career  patterns  of  such  individuals  or  to  what 
extent  various  handicaps  affect  the  physician's  ability  to  remain  in 
active  practice.  Should  any  physician  become  handicapped,  such  in- 
formation would  be  of  utmost  value  in  determining  the  feasibility  of 
r®moining  in  any  chosen  field  and  would  also  provide  some  indication 
of  the  career  opportunities  available  to  this  unique  population.  All 
physicians,  active  or  inactive,  with  any  type  of  physical  handicap 
are  asked  to  contact  F.  Zondlo,  MD,  St.  Paul-Ramsey  Medical  Education 
?Pfn  Research  Foundation,  640  Jackson  Street,  St.  Paul  Minnesota 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G.  Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767,  telephone  512  4716-7163. 


WANTED:  OFFICE  SPACE  in  a Houston  medical  building.  Orthopedic 
surgeon  relocating  to  Houston;  prefers  to  share  space  in  already  estab- 
lished o fice.  Please  reply  to  Ad-200,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  TO  BUY:  Used  medical/surgical  equipment/instruments  in 
9°°°  condition.  For  use  in  office  setting.  Please  contact  at  713  838-4137 
or  2385  Harrison  Avenue,  Beaumont,  Texas  77702. 


DOCTORS!  LET  OUR  SPECIALTY  HELP  YOURS  . . . Assistance  in 
writing  speeches,  magazine  articles,  seminar  mailers  and  more.  Pro- 
fessional quality  audio  cassettes  and  audio-visual  programs.  Subsidy 
publication  of  your  writing.  Award-winning  writing,  photographic  and 
graphics  group.  Arcadia  Publishing,  Inc.,  6776  Southwest  Freeway, 
Suite  150,  Houston,  Texas  77074;  713  977-1894. 


WE  HAVE  CLIENT  LOOKING  to  acquire  complete  hospitals  and  hospital 
service  corporations.  Allstate  Brokers  H.  Moetteli,  281  Meadows  Build- 
ing, Dallas,  Texas  75206. 


•$$$$$$$$$$$$$$$$$$$$$$$$$$$$$' 

$ SAVE  $100  to  $1,000  $ 

$ on  any  car  of  your  choice  $ 

$ from  the  dealer  of  your  choice.  $ 

S Contact:  Henry  Moore  ^ 

S Suite  209,  TSTA  Bldg.,  $ 

$ 316  West  12th  St.  $ 

* Austin,  Texas  78701  * 

5 For  a 28  second  recorded  message  * 

$ CALL  1 A/C  512-476— SAVE  * 


EXPANDING  GROUP  NEEDS  SPECIALIST  IN  . . . 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
GENERAL  PRACTICE 
E.  N.  T. 

UROLOGY 

OPHTHALMOLOGY 

Board  Certification  desired,  but  not  required.  Clinic  located  near 
Dallas/ Ft.  Worth.  Work  with  excellent  hospital  facilities.  Group 
occupied  new  facility  in  1979  which  offers  all  ancillary  services. 
Pleasant  geographic  location,  good  shopping,  family  environment. 

FOR  MORE  INFORMATION  CALL:  R.  W.  Kimbro,  MD  at 
(817)  645-4355 

OR  WRITE:  P.O.  Box  157,  Cleburne,  Texas  76031 
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CONTINUING  EDUCATION  DIRECTORY 


TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAM 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA's  1 1 4th  Annual  Session  May  27-31 , 1 981 , in  Dallas. 
Most  courses  are  scheduled  to  be  held  in  the  Dallas  Convention 
Center;  others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Mrs  Dale  Willimack,  Director.  Dept  of  Annual  Session  and 
Scientific  Programming,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 
512/477-6704. 

Adolescents’  Medical  Care 

Thursday,  May  28 

Conference  on  School  Health.  8am-4pm,  Parquet  Ballroom  D 
Dallas  Convention  Center  Fee  none  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Aerospace  Medicine 

Thursday,  May  28 

Scientific  Program,  Flying  Physicians  Assn,  Texas  Chapter  and 
Texas  Air-Medics  Assn.  9am-5pm,  Room  N215,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award 

5 hours. 

Allergy 

Friday,  May  29 

Section  on  Allergy.  8am-4:30pm,  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

6 hours. 

Anesthesiology 

Saturday  & Sunday,  May  30  & 31 

Scientific  Program,  Texas  Society  of  Anesthesiologists.  8am-5pm, 
Room  E409,  Dallas  Convention  Center  (30th);  9am- 12pm,  Regency 
Ballroom  B,  Hyatt  Regency  Hotel  (31  st).  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  10  hours. 

Arthritis  & Rheumatism 

Friday,  May  29 

Symposium  on  Rheumatic  Diseases.  2-5pm,  Room  E401 , Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  3 hours. 

Saturday,  May  30 

Scientific  Program,  Texas  Rheumatism  Association.  9am-5pm, 
Rooms  E235-236,  Dallas  Convention  Center.  Fee  none.  Category 
1 , AMA  Physician's  Recognition  Award;  6 hours. 

Cardiovascular  Disease 

Wednesday,  May  27 

Myocardial  Infarction:  Update  on  Management.  2-5pm,  Rooms 
E402-403,  Dallas  Convention  Center,  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours. 

Thursday,  May  28 

Symposium  on  Cardiovascular  Diseases.  8:30am-5pm,  Rooms 
E402-403,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  6 hours. 

Friday,  May  29 

Cardiac  Arrhythmias:  Causes,  Diagnosis  and  Treatment.  2-5pm, 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members; 


$45,  nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Friday,  May  29 

Seminar  on  Cardiac  Rehabilitation.  2-5pm,  Room  E409,  Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  3 hours. 

Chest  Disease 

Friday,  May  29 

Chronic  Obstructive  Lung  Disease.  9am- 1 2pm,  2-5pm;  Reunion 
Ballroom  E,  Hyatt  Regency  Hotel  Fee  $60,  AMA  members;  $90, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  6 
hours. 

Friday,  May  29 

Recognition  and  Management  of  Pulmonary  Embolism.  9am- 1 2pm, 
Reunion  Ballroom  H,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members, 
$45,  nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Dermatology 

Thursday,  May  28 

Office  Dermatology.  9am- 12pm,  2-5pm,  Room  E410,  Dallas  Con- 
vention Center.  Fee  $60,  AMA  members;  $90,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Saturday  & Sunday,  May  30  & 31 

Scientific  Program,  Texas  Dermatological  Society.  8am- 1 :30pm, 
Rooms  N230-231 , Dallas  Convention  Center  (30th);  9am-12pm, 
Beasley  Auditorium.  Baylor  University  Medical  Center  (31  st),  Dallas. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  8 hours. 

Electrocardiography 

Friday,  May  29 

Basic  Electrocardiology.  9am-12pm,  2-5pm;  Reunion  Ballroom  G, 
Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90,  nonmembers 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 

Saturday,  May  30 

Intermediate  Electrocardiography.  9am- 12pm,  2-5pm;  Regency 
Ballroom  B,  Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90. 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  6 
hours. 

Emergency  Care 

Wednesday,  May  27 

Basic  Cardiac  Life  Support  Course.  6-1 0pm,  Brisbane  A&B,  Hyatt 
Regency  Hotel.  Fee  $40,  TMA  members;  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  4 hours.  Advance 
registration  required 

Thursday,  May  28 

Basic  Cardiac  Life  Support  Course.  8am- 1 2pm,  Room  E302,  Dallas 
Convention  Center.  Fee  $40,  TMA  members;  $45,  nonmembers. 
Category  1 , AMA  Physician's  Recognition  Award;  4 hours.  Advance 
registration  required. 

Thursday  & Friday,  May  28  & 29 

Advanced  Cardiac  Life  Support  Course.  1 -5pm  (28th),  8am- 12pm, 
1 -5pm  (29th);  Room  E302,  Dallas  Convention  Center.  Fee  $1 20. 
Category  1 , AMA  Physician's  Recognition  Award;  12  hours.  Prere- 
quisite: Satisfactory  completion  of  Basic  Cardiac  Life  Support 
Course.  Advance  registration  required. 
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Friday,  May  29 

Symposium  on  Emergency  Medical  Services.  8:30am-  5pm,  Re- 
gency Ballroom  C,  Hyatt  Regency  Hotel,  Fee  none.  Category  1 , 

AMA  Physician's  Recognition  Award;  8 hours. 

Endocrinology 

Friday,  May  29 

Scientific  Program,  Texas  Diabetes  and  Endocrine  Association. 

9am-5pm,  Room  E410,  Dallas  Convention  Center.  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Family  Medicine 

Thursday,  May  28 

Scientific  Program,  Texas  Academy  of  Family  Physicians, 

9am-4:30pm,  Parquet  Ballroom  B,  Dallas  Convention  Center.  Fee 
$20.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP,  Pre- 
scribed; 6 hours. 

Friday  & Saturday.  May  29  & 30 

Section  on  Family  Practice.  9:30am-  12pm,  Room  E409  (29th); 
9.30am-12pm,  Room  N215-21 7 (30th);  Dallas  Convention  Center 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours. 

Gastroenterology 

Thursday,  May  28 

Section  on  Digestive  Diseases.  8am-5pm,  Room  E401 , Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  6 hours. 

Saturday,  May  30 

Diagnosis  and  Treatment  of  Common  Gastrointestinal  Disorders. 

9am-12pm,  2-5pm;  Regency  Ballroom  A,  Hyatt  Regency  Hotel. 
Fee  $60,  AMA  members;  $90,  nonmembers.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  6 hours. 

General  Medicine 

Thursday,  May  28 

Medicolegal  Symposium.  2-5pm,  Rooms  N224-227,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  3 hours. 

Friday,  May  29 

Symposium  on  Alcoholism  and  Drug  Abuse.  9am- 1 2pm,  Rooms 
N235-236,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award,  3 hours. 

Friday,  May  29 

Symposium  on  Medicine  and  Religion.  1 1 am- 1 2pm,  Bryan  A,  Hyatt 
Regency  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 hour. 

Genetics 

Thursday,  May  28 

Symposium  on  Genetics.  2-5pm,  Room  E405,  Dallas  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
3 hours. 

Geriatrics 

Thursday,  May  28 

Scientific  Program,  Texas  Medical  Directors  Association.  2-5pm, 
Room  E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours. 


Thursday,  May  28 

Symposium  on  Pulmonary  Changes  in  Aging.  9am- 12pm,  Room 
E404,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  3 hours. 

Internal  Medicine 

Wednesday  May  27 

Antibiotic  Update- 1981 . 2-5pm,  Room  E409,  Dallas  Convention 
Center,  Fee  $30,  AMA  members,  $45,  nonmembers.  Category  1 , 
AMA  Physician’s  Recognition  Award;  3 hours 

Friday  May  29 

Section  on  Internal  Medicine.  9:30am-4:30pm,  Room  E407,  Dallas 
Convention  Center.  Fee  none.  Category  1 . AMA  Physician’s  Recog- 
nition Award;  5 hours 

Malignant  Disease 

Thursday,  May  28 

Symposium  on  New  Trends  in  Cancer.  2-5pm,  Parquet  Ballroom  A, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  3 hours. 

Neurology 

Wednesday  May  27 

Diagnosis  and  Treatment  of  Skin  Tumors.  2-5pm,  Room  E41 0. 
Dallas  Convention  Center.  Fee  $30,  AMA  members;  $45,  nonmem- 
bers. Category  1 , AMA  Physician’s  Recognition  Award;  3 hours 

Thursday  & Friday,  May  28  & 29 

Section  on  Neurology.  2-4:30pm  (28th)  & 9:30am-4:30pm  (29th), 
Duncan  A & B,  Hyatt  Regency  Hotel  Fee  none  Category  1 , AMA 
Physician’s  Recognition  Award;  7 hours. 

Friday  & Saturday,  May  29  and  30 

Section  on  Neurological  Surgery.  7am-4:30pm  (29th)  & 8am- 
1 :30pm  (30th),  Brisbane  A,  Hyatt  Regency  Hotel.  Fee  none.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  8 hours. 

Obstetrics  & Gynecology 

Thursday  May  28 

Section  on  Obstetrics  & Gynecology.  8am-5:30pm,  Rooms 
E406-407,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  7 hours. 

Saturday  May  30 

Office  Gynecology.  9am- 12pm,  2-5pm;  Regency  Ballroom  C, 

Hyatt  Regency  Hotel.  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician’s  Recognition  Award,  6 hours. 

Occupational  Medicine 

Saturday  May  30 

Section  on  Occupational  Medicine.  8am-4:30pm,  Room  E407, 
Dallas  Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s 
Recognition  Award;  6 hours. 

Ophthalmology 

Friday  & Saturday,  May  29  & 30 

Section  on  Ophthalmology.  8am-5pm  (29th)  & 8am- 12pm  (30th), 
Cascade  B,  Hyatt  Regency  Hotel.  Fee  none.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  9 hours. 
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Orthopaedic  Surgery 

Saturday,  May  30 

Scientific  Program.  Texas  Orthopaedic  Association.  8am-4:30pm 
Room  E301 , Dallas  Convention  Center,  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  6 hours. 

Otolaryngology 

Friday  & Saturday,  May  29  & 30 

Section  on  Otolaryngology.  9:30am-4.30pm  (29th),  & 9.30am- 
12pm  (30th).  Room  N231 . Dallas  Convention  Center  Fee  none  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  6 hours. 

Pathology 

Thursday,  May  28 

Section  on  Pathology.  9:30am- 12pm,  2:30-4:30pm  Room  E301 
Dallas  Convention  Center.  Fee  none  Category  1 , AMA  Physician's 
Recognition  Award;  4 hours. 

Pediatrics 

Wednesday,  May  27 

Recurrent  Urinary  Tract  Infections  in  Children.  2-5pm,  Rooms 
E406-407,  Dallas  Convention  Center.  Fee  $30,  AMA  members,  $45, 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours 

Thursday,  May  28 

Pediatric  Neurology  for  Pediatricians.  9am -1 2pm,  Room  E408, 
Dallas  Convention  Center.  Fee  $30,  AMA  members,  $45,  nonmem- 
bers. Category  1 , AMA  Physician's  Recognition  Award,  3 hours 

Thursday,  May  28 

Update  on  the  Care  of  Neonate.  2— 5pm,  Room  E408,  Dallas  Con- 
vention Center.  Fee  $30,  AMA  members,  $45,  nonmembers.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  3 hours. 

Thursday,  May  28 

Child  Abuse  and  Neglect.  9am- 12pm,  2-5pm,  Room  E409.  Dallas 
Convention  Center,  Fee  $60,  AMA  members;  $90,  nonmembers. 
Category  1 , AMA  Physician’s  Recognition  Award;  6 hours. 

Friday,  May  29 

Developmental  Disabilities.  2-5pm,  Reunion  Ballroom  A,  Hyatt  Re- 
gency Hotel.  Fee  $30,  AMA  members;  $45,  nonmembers.  Category 
1 , AMA  Physician's  Recognition  Award;  3 hours. 

Friday,  May  29 

Pediatric  Gastroenterology — What's  New.  9am-12pm,  Reunion 
Ballroom  A,  Hyatt  Regency  Hotel.  Fee  $30,  AMA  members;  $45, 
nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award,  3 
hours. 

Saturday,  May  30 

Section  on  Pediatrics.  8-9:25am,  Rooms  N220-221 ; 9:30am- 
4;30pm,  Rooms  N222-223;  Dallas  Convention  Center  Fee  none 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 

Physical  Medicine  & Rehabilitation 

Friday,  May  29 

Section  on  Physical  Medicine  & Rehabilitation.  8am-4  30pm,  Room 
E404,  Dallas  Convention  Center.  Fee  none  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  6 hours. 


Physician  Impairment 

Thursday,  May  28 

Symposium  on  Physician  Health  and  Rehabilitation.  2-5pm,  Rooms 
N235-236,  Dallas  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award,  3 hours. 

Plastic  Surgery 

Friday  & Saturday,  May  29  & 30 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery.  8am-4:30pm 
& 9am- 1 1 30pm.  Regency  Ballroom  A,  Hyatt  Regency  Hotel.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award,  8 hours. 

Psychiatry 

Saturday,  May  30 

Section  on  Psychiatry.  8am-4:45pm,  Rooms  E406-407,  Dallas 
Convention  Center,  Fee  none  Category  1 . AMA  Physician's  Recog- 
nition Award;  7 hours. 

Public  Health 

Friday,  May  29 

Section  on  Public  Health.  9:30am-5pm,  Room  E405,  Dallas  Con- 
vention Center  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours. 

Radiology 

Friday,  May  29 

Section  on  Radiology.  8arm-4.30pm,  Room  E408,  Dallas  Con- 
vention Center  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours. 

Saturday,  May  30 

Section  on  Nuclear  Medicine.  9:1 5am  4:30pm,  Rooms  N233-234, 
Dallas  Convention  Center  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  6 hours. 

Sports  Medicine 

Friday,  May  29 

Symposium  on  Sports  Medicine.  8am-5pm,  Room  E301 , Dallas 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award,  6 hours. 

Surgery 

Thursday  May  28 

Scientific  Program,  International  College  of  Surgeons,  Texas  Divi- 
sion. 2-5pm,  Room  N21 7,  Dallas  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours. 

Friday,  May  30 

Section  on  Surgery.  7:30am-5pm,  Rooms  E402-403,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  7 hours. 

Urology 

Friday,  May  30 

Section  on  Urology.  9am-4;30pm,  Rooms  N208-209,  Dallas  Con- 
vention Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours. 
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OTHER  WORKSHOPS 

Thursday,  May  28 

Workshop  on  Accreditation.  9am- 12pm.  Rooms  N235-236.  Dallas 
Convention  Center. 

Thursday  May  28 

JCAH  Workshop.  10am-12pm,  Rooms  N224-247,  Dallas  Con- 
vention Center. 

Thursday  May  28 

County  Medical  Society  Officers'  Update.  2-5pm,  Rooms  N222- 
223,  Dallas  Convention  Center. 

Saturday,  May  30 

The  Current  Medical  School  Admissions  Scene.  3-5pm.  Rooms 
N215-217,  Dallas  Convention  Center. 


COURSES 


JUNE 

Family  Medicine 

June  12-14,  1981 

Allergy  and  Immunology  for  the  Practitioner.  Four  Seasons  Plaza 
Nacional,  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award,  AAFP  Prescribed;  Category  2D,  AO  A;  16  hours. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

General  Medicine 

June  19-21, 1981 

Marriage  and  Divorce  Counseling.  Dallas  Hilton,  Dallas.  Fee  TBA 
AAFP,  Personal  Interest,  applied  for.  Contact  Thomas  M.  Pick,  PhD 
474  Main  St,  Greenfield,  MA01301  413/774-2889 

June  27, 1981 

Selected  Topics  in  Hypertension.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA  Category  1 , AMA  Physician's  Recognition  Award, 
AAFP  Prescribed;  Category  2D,  AOA;  7 hours.  Contact  Marilyn  Ren- 
nels, Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Internal  Medicine 

June  18-20,  1981 

Review  in  Internal  Medicine.  Cullen  Auditorium,  Baylor  College  of 
Medicine,  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recog- 
nition Award.  Contact  Carol  Berman,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston  TX 
77030  713/790-4941 

Obstetrics  & Gynecology 

June  1-5,  1981 

8th  Annual  Postgraduate  Course  in  Current  Obstetric  & Gynecologic 
Practice.  La  Mansion  del  Rio,  San  Antonio.  Fee  $475.  AAFP,  Pre- 
scribed; Category  2D,  AOA;  Category  1 , AMA  Physician's  Recog- 
nition Award;  38  hours;  38  Cognates,  ACOG.  Contact  Marilyn  Ren- 
nels, Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 


June  4-6,  1981 

Colposcopy  Workshop.  Zale  Lecture  Hall,  UT  Health  Science  Center 
at  Dallas.  Fee  $300.  Category  1 , AMA  Physician's  Recognition 
Award;  1 2 hours.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Ophthalmology 

June  4-6,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Mary  Sheilds  Hospital,  Dallas.  Fee  $600  Category  1 . AMA 
Physician’s  Recognition  Award,  1 6 hours.  Contact  William  S Harris, 
MD,  Ophthalmology  Center,  281 1 Lemmon  Ave  East,  Dallas,  TX 
75204  214/522-2661 

Pediatrics 

June  6-7,  1981 

Pediatric  Review  Course.  Marriott  Hotel,  Astrodome,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine. Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

June  11-13,  1981 

Pediatric  Otolaryngology  1981.  Auditorium,  School  of  Allied  Health 
UT  Medical  Branch,  Galveston.  Fee  $1 75.  Category  1 , AMA  Physi- 
cian's Recognition  Award,  15  hours.  Contact  Sue  Moreno.  Office  of 
Continuing  Medical  Education,  2nd  Floor  Gail  Borden  Bldg,  UTMB, 
Galveston , TX  77550  7 1 3/765-2934 

June  12-13,  1981 

15th  Annual  Kenneth  C.  Haltalin  Pediatrics  Seminar.  Hugh  L Moore 
Auditorium,  Children's  Medical  Center,  UTHSC,  Dallas  Fee  $100. 
Category  1 , AMA  Physician's  Recognition  Award;  1 0 hours.  Contact 
Eva  Rydelnik,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

June  18-19,  1981 

Practical  Approaches  to  Nutrition  Support  in  Childhood  Illness.  Hyatt 
Regency,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  1 4 hours.  Contact  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Psychiatry 

June  1 1-12,  1981 
June  17-18,  1981 

Autism  Identification  Workshops.  Abilene  State  School  (11-12)  and 
Corpus  Christi  State  School  (17-18).  Category  1 , AMA  Physician's 
Recognition  Award;  13  hours.  Contact  B.  Anne  Grigsby,  Develop- 
mental Services,  Texas  Research  Institute  of  Mental  Sciences,  1 300 
Moursund,  Houston,  TX  77030  713/797-1976  Ext  220 

JULY 

Family  Medicine 

July  27-31, 1981 

A Non-Board  Review  of  Internal  Medicine  for  the  Practicing  Physi- 
cian. Horseshoe  Bay  Resort,  Marble  Falls.  Fee  $300.  Category  1 , 

AMA  Physician's  Recognition  Award;  36  hours.  Contact  Susan 
Rounsaville,  Research  and  Education  Division,  Scott  and  White  Me- 
morial Hospital,  2401  South  31  st  St,  Temple,  TX  76508  81 7/ 
774-2111  ext  2364 
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General  Medicine 

July  31 -Aug  1,  1981 

1 st  Congress  of  Colombian  Doctors  in  the  United  States  of  America. 

Houston  Oaks  Hotel.  Houston  Fee  $1 50  Contact  Sharon  Thousand. 
Division  of  Continuing  Education,  UTHSC  at  Houston,  Box  20376, 
Houston,  TX  77025  713/792-4671 

Psychiatry 

July  2-3,  1981 
July  16-17,  1981 
July  30-31,  1981 

Autism  Identification  Workshops.  San  Antonio  State  School  (2-3); 
Denton  State  School  (16-17);  and  Fort  Worth  State  School  (30-31) 
Category  1 , AMA  Physician's  Recognition  Award;  13  hours  Contact 
B Anne  Grigsby,  Developmental  Services,  Texas  Research  Institute 
of  Mental  Sciences,  1300  Moursund.  Houston,  TX  77030  713/797- 

1976  ext  220 

Radiology 

July  6-17,  1981 

External  Beam  Dosimetry — Principles  and  Calibrations.  M D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston  Fee  $550  Category  1 
AMA  Physician's  Recognition  Award  Contact  Sharon  Thousand,  Di- 
vision of  Continuing  Education,  UTHSC  at  Houston,  Box  20367, 
Houston,  TX  77025  71 3/792-4671 

July  20-31 , 1981 

External  Beam,  Interstitial,  and  Intracavitary  Dosimetry — Manual 
and  Computer  Methods  of  Calculation.  M D Anderson  Hospital  and 
Tumor  Institute,  Houston.  Fee  $550.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

AUGUST 

Obstetrics  & Gynecology 

Aug  26-28,  1981 

Debates  and  Updates  in  Obstetrics  & Gynecology.  Marriott  Hotel, 
Astrodome,  Houston.  Fee  TBA  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Carol  Berman/Lynne  Tiras,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Psychiatry 

Aug  17-18,  1981 
Aug  20-21, 1981 

Individualized  Program  Planning  for  Autistic  Individuals  Regional 
Workshops.  Dallas  (17-18)  and  Corpus  Christi  (20-21)  Category 
1 , AMA  Physician’s  Recognition  Award.  Contact  B Anne  Grigsby, 
Developmental  Services,  Texas  Research  Institute  of  Mental  Sci- 
ences, 1300  Moursund,  Houston,  TX  77030  713/797-1976  ext  220 

Radiology 

Aug  3-7,  1981 

Basic  Radiological  Health.  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $350  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 


SEPTEMBER 
Obstetrics  & Gynecology 

Sept  18-19,  1981 

Annual  Obstetrics/Gynecology  Seminar.  Lubbock  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity HSC,  Lubbock,  TX  79430  806/743-2929 

Psychiatry 

Sept  26,  1981 

Movement  Disorders  Update  for  Psychiatrists.  San  Antonio.  Contact 
Marilyn  Rennels.  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

OCTOBER 

General  Medicine 

Oct,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Temple.  Contact 
Susan  Rounsaville,  Research  and  Education  Division,  Scott  & White 
Memorial  Hospital,  2401  S 31  st  Street,  Temple,  TX  76508 
817/774-2111  ext  2364 

Oct  10,  1981 

Health  Care  Cost  Effectiveness.  Houston.  Contact  Sharon  Thou- 
sand, Division  of  Continuing  Education,  UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Oct  16-17,  1981 

Diabetes  Conference.  Lubbock.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430  806/743-2929 

Oct  23-24,  1981 

Management  of  Surgical  Infections.  Lubbock  Contact  Rita  Chrane, 
Office  of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Oct  31, 1981 

Computer  Medicine  Conference.  Lubbock.  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Lubbock  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Radiology 

Oct  2-4,  1981 

Emergency  and  Basic  Interventional  Radiology  for  the  Clinical  Phy- 
sician. Dallas.  Contact  Susan  Wennerbom,  Director,  Division  of 
Postgraduate  Education,  Dept  of  Radiology,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 

NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI.  Houston.  Contact  Lynne  Tiras/Carol  Berman,  Office  of 
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Continuing  Education,  Baylor  College  of  Medicine  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Houston.  Contact  Sherry 
Smith,  Office  of  Continuing  Education,  UT  Medical  School  at  Hous- 
ton, Box  20708,  Houston,  TX  77025  713/792-5346 

Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  San  Antonio 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-6295 

Nov  10-14,  1981 

Cancer  1981 /Cancer  2001— An  International  Colloquium.  Houston 
Contact  C Stratton  Hill,  Jr,  MD,  Room  115,  M D.  Anderson  Hospi- 
tal and  Tumor  Institute,  6723  Bertner,  Houston  TX  77030  71 3/ 
792-2222 

Pathology 

Nov  14, 1981 

38th  Annual  Pathology  Seminar.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 

7poq/i  San  Ant0ni0'  7703  R°yd  Curl  Dr'  San  Antonio,  TX 

/ o284  512/691-6295 


Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr  San 
Antonio,  TX  78284  512/691  -6295 


Thursday- Friday  (1/8-9/81  — 12/17-18/81) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston  TX  77030 
713/790-4941 


Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital. 
Temple.  Category  1,  AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 


OCUUI  Udyb,  ^cui  ll  \ C-  I IUUI  I ^ I u/^o/ou  — O/^/tn  ) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $1 50.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician's  Rec- 
ognition Award,  hour-for-hour  Contact  Lila  Lerner  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


MAY 

■ American  Academy  of  Pediatrics,  Texas  Chapter,  Dallas,  May  30 
1981  Mrs  Dale  Willimack,  TMA  1801  N Lamar  Blvd  Austin  TX 
78701 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  Colleqe  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-  4941 

Monday-Friday  (1/5/81  —Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center  Houston  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  G T, 

Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital  Temple  TX 


Thursdays,  7-10  pm  (Jan  29-June  18,  1981) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio 
Category  1 , AMA  Physician's  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 


■ American  Academy  of  Physicians  and  Surgeons,  Dallas,  May  29 
1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd  Austin  TX 
78701 


■ Flying  Physicians  Association,  Texas  Chapter.  Dallas,  May  28 

1981.  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd  Austin  TX 

78701 


■ International  College  of  Surgeons,  Texas  Division,  Dallas,  May  28 
1981.  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd  Austin  TX 
78701 

■ Texas  Air-Medics  Association,  Dallas,  May  28,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Association  of  Neurological  Surgeons,  Dallas,  May  29 
1981.  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd  Austin  TX 
78701 

■ Texas  Association  of  Physicians  in  Nuclear  Medicine,  Dallas,  May 
30,  1981  Mrs.  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 


■ Texas  Association  of  Public  Health  Physicians,  Dallas,  May  28, 
1981.  Mrs  Dale  Willimack,  TMA,  1 801  N Lamar  Blvd  Austin  TX 
78701 

■ Texas  Dermatological  Society,  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Diabetes  and  Endocrine  Association,  Dallas,  May  29,  1981 
Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Medical  Association,  Dallas,  May  27-31 , 1 981 . C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 
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Preparation  of  the  "Continuing  Education  Directory”  is  done  by  Ms 
Patricia  Jeter.  Administrative  Assistant.  Office  of  Medical  Education, 
Texas  Medical  Association. 


■ Texas  Medical  Directors  Association,  Dallas,  May  28,  1981  Mrs 
Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Neurological  Society,  Dallas,  May  29,  1981  Mrs  Dale 
Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Ophthalmological  Association,  Dallas,  May  29,  1981  Mrs 
Dale  Willimack,  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Orthopaedic  Association,  Dallas,  May  30,  1 981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Physical  Medicine  and  Rehabilitation  Society,  Dallas,  May 
29,  1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Association  Dallas,  May  30,  1 981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Rheumatism  Association  Dallas,  May  30,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Society  of  Anesthesiologists.  Dallas.  May  30,  1981  Ms  Mary 
Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Colon  and  Rectal  Surgeons  Dallas,  May  30, 

1981  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 


■ Texas  Society  for  Respiratory  Therapy,  San  Antonio,  June  15-18, 
1981  Mike  Marks,  4302  Airport  Blvd,  Austin,  TX  78722 

JULY 

Flying  Physicians  Association,  Orlando,  July  20-25,  1981  A.  Car- 
riere.  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

AUGUST 

American  College  of  International  Physicians,  Chicago,  Aug  20-23 
1981. 3030  Lake  Ave,  Fort  Wayne,  IN  46805 


■ Texas  Society  for  Gastrointestinal  Endoscopy,  Dallas,  May  28, 

1981,  Mrs  Dale  Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Society  of  Pathologists.  Dallas,  May  31 . 1 981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Society  of  Plastic  Surgeons,  Dallas,  May  29,  1981  Mrs  Dale 
Willimack,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ TMA  Enological  Society,  Dallas,  May  28.  1981 , David  D Madorsky, 
MD,  21 1 0A  Northwest  Military  Hwy,  San  Antonio,  TX  78213 

JUNE 

American  Diabetes  Association,  Cincinnati,  June  11-16,  1981 
Harry  Hansen,  600  Fifth  Ave,  8th  Floor,  New  York,  NY  10020 

American  Electroencephalographic  Society,  Chicago,  June  7-12, 

1 981  Margaret  Henry,  38328  Glenn  Ave,  Willoughby,  OH  44094 

American  Medical  Association,  Chicago,  June  7-11,  1981  535  N 
Dearborn  St,  Chicago,  IL  60610 

American  Orthopaedic  Society  for  Sports  Medicine,  Tahoe,  Nev, 
June  22-26,  1 981 , T.  C.  Nelson,  70W  Hubbard,  Suite  202,  Chicago, 
IL  60610 

American  Physical  Therapy  Association,  Washington,  DC,  June 
28- July  3,  1 981 . Bonnie  Polvinale,  1 1 56  1 5th  St,  NW,  Suite  500, 
Washington,  DC  20005 

American  Society  of  Colon  and  Rectal  Surgeons,  Colorado  Springs, 
Colo,  June  7-11,  1981  H.  Gibson,  615  Griswold,  Suite  516,  Detroit, 
Ml  48226 

Society  of  Nuclear  Medicine,  Las  Vegas,  June  16-19,  1981  475 
Park  Ave  S,  New  York,  NY  1 001 6 


MEDICAL  OFFICE  MANAGEMENT 
THE  TEAM  APPROACH 

June  13, 1981  SUMMIT  HOTEL  Dallas,  Texas 

To  assist  physicians  and  their  office  managers  with 
developing  and  implementing  efficient  and  cost-effec- 
tive managerial  and  financial  business  practices. 

Sponsored  by: 

Health  Services  MBA  Program 
Graduate  School  of  Management 
University  of  Dallas 
Irving,  Texas 

For  Details:  Contact  Dr.  Sheryl  Boyd  (214)  579-5396 


THE  TEXAS  EMPLOYERS 
CONFERENCE  ON  HEALTH 
MAINTENANCE  ORGANIZATIONS 

May  21 -22,  1981  SUMMIT  HOTEL  Dallas,  Texas 

For  CEO's,  Personnel  Directors,  Compensation/Bene- 
fits Managers,  and  Labor  Relations  Specialists  in  large 
and  small  businesses. 

Sponsored  by: 

Health  Services  MBA  Program 
Graduate  School  of  Management 
University  of  Dallas 
Irving,  Texas 

For  Details:  Contact  Dr.  Sheryl  Boyd  (214)  579-5396 
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TEXAS  MEDICINE 
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TexasMedicine 


’s  new:  Isof  lurane — a new  inhalation  anesthetic 


plenectomy  immunologic  impairment 
sgionnaires’  disease 

oninvasive  predictors  of  sudden  cardiac  death 


Sorhi'it-ljutrhutga-S’mitli  ffflemnrial  hospital 

and  ®nrbett-3futrlymijs-^mitlf  ftlmfr 

322  Coleman  Street  ifflarlm,  Srxas  76661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 


OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart.  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith.  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B Allen,  M.D,  D.A.B.I.M. 

Morris  E Magers,  M.D,  D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D  , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D A B I M 
Cloyce  L Stetson,  Jr.,  M.D,  D A B. I M. 

David  S Sowell,  III,  M D,  D.A.B.I.M,  Cardiology 
Don  E Cheatum,  M.D,  D.A.B.I.M.,  and  DAB  Rhu, 

F A.C.P  , Rheumatology 
W Mark  Armstrong,  M.D  , D.A.B.I.M. 

Sam  W.  Waters,  M.D 

George  E Thomas,  M.D,  D.A.B.I.M. 

Steven  P Bowers,  M.D.,  D.A.B.I.M. 


RADIOLOGY 

Joe  B Caldwell,  M I)  . D.A.B.R 
James  B Evans,  M l),  D.A.B.R. 

DERMATOLOGY 

William  N New.  M I),  FA  AD,  FA.C.P 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  . D A B.O 
Dwight  A Lee,  M.D  . I)  A B O 

OPHTHAI.MOLOGY 

James  M Copps,  M.D  , D A B O 
R Roy  Whitaker,  M I)  , I)  A B C) 


OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D,  D A B O G.,  F A. C O G 
Vernie  I)  Bodden,  M l)  , D.A.B.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D  , D.A.B.P.,  F A A P 
P E Luecke,  Jr  , M.D  , D A B P F A A P 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , D A B S.,  FA  C S. 
Charles  W Coleman,  M.D 

UROLOGY 

Harry  M Spence,  M I),  D.A.B.U.,  F A C S 
William  H Hoffman,  M.D  , DAB  II.,  F A C S. 
Richard  B Dulany,  M.D  , D.A.B.U.,  F.A.C.S. 


DENTISTRY  AND  DENTAL  SURGERY 
I Boyd  Hollabaugh,  D.D.S. 

William  F Walton,  D.D.S. 

Larry  L.  Cowsert.  D.D.S. 

ADMINISTRATION 

C.  FI  Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J Norris,  R.N 

INACTIVE  STATUS 

George  M.  Underwood,  M.D  , D.A.B.I.M.,  F A.C.P 
Gastroen  terology 
Adam  D Green,  M D,  Surgery 
B Celia  Slaughter,  M.D  , D.A.B  P , F.A.A.P 
John  B Bourland,  M D,  D.A.B.O.G. 


Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety;  symptomatic  relief  of  acute  agitation,  tremor,  impending 
or  acute  delirium  tremens  and  hallucinosis  due  to  acute  alcohol  withdrawal, 
adjunctively  in;  relief  of  skeletal  muscle  spasm  due  to  reflex  spasm  to  locai 
pathology;  spasticity  caused  by  upper  motor  neuron  disorders;  athetosis; 
stiff-man  syndrome.  Oral  form  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy  Injectable  form  may  also  be  used 
adiunctively  in;  status  epilepticus;  severe  recurrent  seizures,  tetanus;  anxiety, 
tension  or  acute  stress  reactions  prior  to  endoscopic/surgical  procedures, 
cardioversion. 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited.to  extended 
use  and  excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use,  generally  at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper  dosage  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations,  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients,  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion, abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures 

injectable:  To / educe  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  tor  each  5 mg  (1  ml)  given;  do  not  use  small 
veins,  i.e  , dorsum  of  hand  or  wrist;  use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with  other  solutions 
or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to  administer  Valium 
directly  I V. , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression 
with  increased  risk  of  apnea;  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  Yi, 
administer  in  small  increments.  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status 
or  petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged 
CNS  depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 
minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be  repeated  after  15 
to  30  minutes  If  no  relief  after  third  administration,  appropriate  adjunctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects— particularly  with  knowr 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  i.e  , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants. 
Protective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies  Observe  usual  precautions  in 
impaired  hepatic  function,  avoid  accumulation  in  patients  with  compromised 
kidney  function  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  2'/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated). 
injectable;  Although  promptly  controlled,  seizures  may  return;  re-administer 
if  necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryn- 
gospasm/increased  cough  reflex  are  possible  during  peroral  endoscopic 
procedures,  use  topical  anesthetic,  have  necessary  countermeasures 
available.  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated. 


Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor  changes 
in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  observed  in 
patients  during  and  after  Valium  (diazepam/Roche)  therapy  and  are  of  no 
known  significance 

injectable;  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity, 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration, 
dyspnea,  hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Dosage:  Individualized  for  maximum  beneficial  effect, 
oral — Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
b i d.  to  q i d ; acute  alcohol  withdrawal,  10  mg  t.i.d.  or  q.i.d  in  first  24  hours, 
then  5 mg  t.i.d  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm,  2 
to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg  b i d.  to 
q.i.d.  Geriatric  or  debilitated  patients  2 to  2!/2  mg  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children:  1 to  2Vz  mg 
t.i.d.  or  q./.d.  initially,  Increasing  as  needed  and  tolerated  (not  for  use  under 
6 months) 

injectable;  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I M or 
IV,  depending  on  indication  and  severity.  Larger  doses  may  be  required 
in  some  conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added.  (See  Warnings  and  Adverse 
Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use  by  deep  injection  into  the  muscle 

I V.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist.  Use  extreme  careto  avoid 
intra-arterial  administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  I.  V. , it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety  2 to  5 mg  I.M  or  IV, 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I M or  IV, 
repeat  in  3 to  4 hours  if  necessary,  acute  alcoholic  withdrawal,  10  mg  I.M  or 
I V initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in 
adults,  5 to  10  mg  I.M.  or  I V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if 
necessary  (tetanus  may  require  larger  doses);  in  children,  administer  I V 
slowly;  for  tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I M or  I V.,  repeat 
every  3 to  4 hours  if  necessary;  in  children  5 years  or  older,  5 to  10  mg 
repeated  every  3 to  4 hours  as  needed  Respiratory  assistance  should  be 
available 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I  V route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals 
up  to  30  mg  maximum  Repeat  in  2 to  4 hours  if  necessary  keeping  in  mind 
possibility  of  residual  active  metabolites.  Use  caution  in  presence  of  chronic 
lung  disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and 
children  (under  5 years),  0.2  to  0 5 mg  slowly  every  2 to  5 min  , up  to  5 mg 
(I  V preferred).  Children  5 years  plus,  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow 
I V.  preferred),  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be 
helpful. 

In  endoscopic  procedures,  titrate  I V.  dosage  to  desired  sedative  response, 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately 
prior  to  procedure,  if  I V.  cannot  be  used,  5 to  10  mg  I.M.  approximately  30 
minutes  prior  to  procedure  As  preoperative  medication,  10  mg  I M ; in 
cardioversion,  5 to  15  mg  I V,  within  5 to  10  minutes  prior  to  procedure.  Once 
acute  symptomatology  has  been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood 
pressure;  employ  general  supportive  measures,  I V.  fluids,  adequate  airway. 
Use  levarterenol  or  metaraminol  for  hypotension  Dialysis  is  of  limited  value. 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500,  Tel-E-Dose® 
(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of 
25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  available 
in  trays  of  10.  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium 
benzoate  and  benzoic  acid  as  buffers,  and  1 .5%  benzyl  alcohol  as 
preservative 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society,”  “overuse,”  “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.  I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  youve  made.  Recall 
how  often  youve  heard,  as  a result,  “Doctor,  I don't  know  what  I 
would  have  done  without  your  help.  ” 

You  and  I can  feel  proud  of  what  we've  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you'll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium"1 (diazepam/Roche)®,  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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inlluenzae,  and  Campylobacter  enteritis  as 
an  important  cause  of  diarrhea 
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DRAMATIC 

NEWCLMCAL 


In  the  treatment  of  impetigo- 
*100%  cure  rate  with 

1fegopene(cloxaciin  sodium) 

•only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on 
admission 


After  one  week 
of  penicillin  V-K 
therapy 


Two  weeks  after 
initiation  of 
TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

‘Data  on  file,  Bristol  Laboratories. 


Briel  Summary  ol  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  ot  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  ot  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing.  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  ol  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Methicillm-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently) 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all.  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  ot  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication 
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RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

(cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38  i 

Treatment  failure  at  one  week 

0 

18(47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

O 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup 
These  were  all  called  by  telephone,  and  their  families  reported 


the  lesions  had  healed  One  patient  was  dropped  from  the  study, 
early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus , 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes , and  1%  beta-hemolytic 
Streptococcus  f 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  ororal  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

tThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

(cbaJn  sodium) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  ot  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g.,  pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established 
PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken 
As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy 
ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy 

USUAL  OOSAGE: 

Adults:  250  mg.  q.6h 

Children  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg, 
should  be  given  the  adult  dose  Administer  on  empty  stomach  for  maximum  absorption 
N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg  in  bottles  of  100  500  mg.  in  bottles  of  100. 

Oral  Solution— 125  mg 75  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 

Copyright  e 1981 . Bristol  Laboratories 
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EDITORIAL 


Continuing  medical  education:  the  new  look 

Continuing  medical  education  (CME)  is  the  third  phase  of 
medical  education  following  completion  of  medical  school 
and  graduate  medical  education.  CME  is  a lifelong  activity 
that  is  essential  to  the  delivery  of  the  best  possible  health 
care.  Although  long  considered  to  be  a responsibility  of  phy- 
sicians to  be  met  voluntarily,  past  years  have  witnessed  the 
enactment  of  legislation  to  make  CME  mandatory.  In  addi- 
tion, certain  state  medical  and  specialty  societies  have  im- 
posed CME  requirements  for  continued  membership.  Hence, 
CME  has  assumed  a new  role  in  medical  education,  and  with 
this  new  role,  a new  terminology.  The  purpose  of  this  article 
is  to  present  an  overview  of  CME  as  it  now  exists. 

At  the  July  1 979  meeting,  the  AMA  House  of  Delegates 
adopted  a new  definition  of  CME  which  reads  as  follows: 
“Continuing  medical  education  is  composed  of  any  educa- 
tion or  training  which  serves  to  maintain,  develop  or  increase 
the  knowledge,  interpretive  and  reasoning  proficiencies,  ap- 
plicable technical  skills,  professional  performance  standards 
or  ability  for  interpersonal  relationships  that  a physician  uses 
to  provide  the  service  needed  by  his  patients  or  the  public." 

This  new  definition  was  intended  to  recognize  the  breadth 
of  the  practice  of  medicine  by  including  those  specialties  not 
involved  in  direct  patient  care.  It  was  not  designed  to  include 
basic  skills  such  as  reading  or  writing,  personal  finances, 
abilities  to  perform  service  to  the  profession,  or  similar  sub- 
jects. Unfortunately,  some  have  attempted  to  so  distort  it. 

Two  concepts  that  are  frequently  confused  are  accredita- 
tion, which  concerns  institutions  or  organizations,  and  recog- 
nition or  certification,  which  involves  individual  physicians. 

The  best  known  of  the  latter  is  the  AMA  Physician’s  Recog- 
nition Award  (PRA)  established  by  the  House  of  Delegates  in 
December  1 968.  The  purpose  of  the  PRA  is  to  recognize 
physicians  for  participating  in  CME.  It  is  not  intended  to  be 
evidence  of  competence  or  special  skills  or  even  benefiting 
from  CME.  Indeed,  the  award  of  the  PRA  is  based  entirely 
on  participation  in  CME  with  its  potential  enhancement  of 
knowledge  and  skills.  No  attempt  is  made  to  measure  other 
qualities  of  a competent  physician,  such  as  personal  at- 
tributes of  caring  and  personal  attitudes.  Hence,  the  PRA  is 
awarded  for  only  one  aspect  of  physician  competence.  Crite- 
ria for  receipt  of  the  PRA  are  developed  by  the  AMA  Advisory 
Committee  on  CME  and  they  include  participation  in  a mini- 
mum of  1 50  hours  of  CME  every  three  years.  There  are  other 
criteria  that  are  under  constant  review,  but  the  one  that  is 
most  discussed  is  the  minimum  requirement  of  what  is 
known  as  Category  I credit. 

The  term  “Category  I"  is  now  used  by  a number  of  orga- 
nizations, but  to  qualify  for  the  PRA,  the  AMA  has  defined 
Category  I credit  as  hours  that  must  be  sponsored  or  co- 
sponsored by  an  organization  or  institution  accredited  for 
CME  and  that  meet  the  definition  of  a planned  program,  that 
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is,  “one  that  covers  a subject  area  in  the  scope  and  depth 
that  is  appropriate  for  the  intended  audience  and  that  is 
planned,  administered,  and  evaluated  in  terms  of  educational 
objectives  that  define  a level  of  knowledge  or  a specific  per- 
formance skill  to  be  attained."  In  other  words,  Category  I 
hours  can  be  obtained  only  from  accredited  institutions  that 
have  the  capacity  to  develop  and  implement  planned  pro- 
grams. The  necessity  for  an  institution  to  be  accredited  to 
offer  Category  I credit  is  responsible  for  the  confusion  be- 
tween accreditation  and  recognition  of  individual  physicians. 

Accreditation  of  institutions  for  CME  is  based  upon  its 
meeting  certain  minimal  standards  called  “essentials."  The 
essentials  currently,  as  used  by  the  AMA,  are  based  primarily 
upon  the  process  used  to  develop  and  offer  CME.  They  in- 
clude considerations  of  the  administration  of  CME,  budget, 
teaching  staff,  curriculum,  facilities,  educational  methods, 
evaluation  methods,  and  record  keeping.  In  addition,  the  in- 
stitution must  develop  approaches  to  assessing  the  results  of 
their  offerings. 

Some  specialty  societies,  most  notably  the  American 
Academy  of  Family  Physicians  (AAFP),  have  chosen  to  ap- 
prove courses  rather  than  to  accredit  institutions.  This  ap- 
proach permits  course  content,  as  well  as  process,  to  be 
considered.  The  AAFP  categorizes  those  courses  defined  to 
be  of  greatest  value  as  prescribed  but  recognizes  the  contri- 
bution of  others. 

Continued  learning  is  an  essential  part  of  the  responsibility 
of  physicians  to  their  patients.  Although  much  of  their  learn- 
ing is  accomplished  via  reading  of  books  and  journals  and 
other  forms  of  self-instruction,  organized  CME  courses  are  a 
major  contributor.  As  requirements  for  CME  have  grown,  the 
necessity  for  some  form  of  quality  control  was  recognized. 
This  is  the  function  of  the  accreditation  process.  However, 
this  process  has  led  to  its  own  complexities,  especially  in 
terminology. 

The  process  of  accreditation  has  worked  well  for  medical 
schools  and  graduate  medical  education.  Indeed,  we  now 
have  the  finest  quality  of  medical  education  in  the  world.  Al- 
though the  evidence  is  not  yet  available,  the  early  results  in- 
dicate that  CME  will  benefit  similarly  from  periodic  review  and 
evaluation  as  a part  of  the  accreditation  process. 

It  is  important  that  physicians  not  confuse  the  goal  of  CME 
by  making  credentials  the  objective  rather  than  learning. 
Category  I or  prescribed  credit  should  be  secondary  to  meet- 
ing our  perceived  or  recognized  learning  needs.  That  a 
course  is  not  Category  I or  prescribed  does  not  make  it  bad. 
Indeed,  if  it  corrects  a deficit  in  knowledge,  it  will  be  of  value. 
However,  formal  CME  offerings  should  be  limited  to  ac- 
credited institutions  or  organizations  for  that  is  the  only  insur- 
ance as  to  quality. 

In  summary,  accreditation  of  institutions  or  organizations 
has  as  its  purpose  quality  control  while  individual  recognition 
of  physicians  is  simply  to  recognize  participation.  None  of  the 
recent  changes  in  CME  relieves  the  physician  of  his  respon- 
sibility to  continue  learning  for  the  benefit  of  our  patients. 

Edward  N.  Brandt,  Jr,  MD,  PhD 

Vice  Chancellor  for  Health  Affairs,  The  University  of  Texas  System, 

601  Colorado  St,  Austin,  TX  78701 


TEXAS  MEDICINE 


Sunlight — friend  or  foe 

About  1300  BC  the  ancient  Egyptians  worshiped  a sun-god 
Ra.  He  was  considered  "the  creator  of  all  that  is  and  is  not 
yet,  the  father  of  fathers  and  the  mother  of  mothers." ' Today 
many  people  worship  the  sun  in  other  ways. 

It  is  true  that  life  on  this  earth  could  not  exist  without  sun- 
light. It  gives  us  light  and  warmth,  makes  weather,  provides 
food  through  photosynthesis,  and  provides  the  energy  to  pro- 
duce vitamin  D in  plants  and  animals.  But  what  about  the 
harmful  effects  of  sunlight?  Excessive  exposure  to  sunlight 
(ultraviolet,  UVB)  * causes  familiar  sunburn.  There  are  other 
insidious  damaging  effects  of  ultraviolet  light  on  human  skin. 
Chronic  long-term  sun  exposure  produces  aging  of  the  skin. 
Dryness,  thinning,  and  variegated  pigmentation  eventually 
lead  to  development  of  precancerous  actinic  keratoses  and 
cutaneous  malignancies.  Squamous  and  basal  cell  car- 
cinomas are  the  usual  varieties  of  skin  cancers  associated 
with  overexposure  to  sunlight,  but  recently  more  ominous 
consequences  have  been  documented.  Excessive  sun  ex- 
posure increases  the  incidence  of  malignant  melanomas  of 
the  skin.2 

So  what  does  all  this  modern  knowledge  mean  to  our  sun- 
bathing populace?  It  should  mean  a great  deal;  however 
many  sunbathers — mostly  youths  but  also  many  athletically- 
minded  adults — equate  dark-bronze  tanned  skin  with  health. 
As  far  as  cutaneous  health  is  concerned,  nothing  could  be 
more  incorrect.  Suntanned  skin  is  damaged  skin.  The  fetish 
for  sunbathing  is  not  going  to  go  away.  So  what  can  be  done 
to  help  prevent  unnecessary  skin  trauma?  Encouraging  pa- 
tients to  engage  in  elective  outdoor  activities  early  or  later  in 
the  day  (avoiding  1 0 am  to  4 pm  as  much  as  possible)  would 
help.  Occupational  exposure,  such  as  that  experienced  by 
farmers,  ranchers,  and  sailors,  precludes  such  compliance, 
however.  Sunscreens  offer  some  protection.  These  vary  from 
umbrellas  on  tractors  to  sun-blocking  chemical  lotions.  Most 
of  the  newer  effective  sunscreen  lotions  contain  para- 
aminobenzoil  acid  (PABA),  or  PABA  esters,  and/or  ben- 
zophenones.  The  FDA  now  requires  such  sunscreens  to  be 
rated  according  to  their  ultraviolet  blocking  properties.  The 
skin  protection  factors  (SPF)  range  from  1 to  1 5.  Most  cos- 
metic formulations  have  a low  factor,  which  means  some  pro- 
tection from  sunburning  (UVB),  but  still  allow  much  of  the 
tanning  rays  of  ultraviolet  (UVA)  to  penetrate.  More  complete 
screens  (SPF-1 5)  substantially  exclude  both  rays.  These  are 
especially  valuable  in  patients  with  damaged  skin  (aged  skin, 
actinic  skin,  chronic  radiodermatitis,  lupus  erythematosus, 
photosensitive  diseases,  etc).  Recently  a correlation  has 
been  made  between  basic  skin  types  and  sunscreens  of  dif- 
ferent degrees  of  SPF  (Fig  1 ). 


* Ultraviolet  C (UVC)  200-290nm;  ultraviolet  B (UVB)  290-320  nm;  ultraviolet 
A (UVA)  320-400  nm. 


Type  I skin  should  be  protected  with  lotion  of  SPF  1 5 or 
more,  type  VI  with  none,  as  described  in  further  detail  by 
Fitzpatrick  and  associates.3 

As  if  it  were  not  enough  for  natural  sunlight  to  pose  a threat 
to  skin,  artificial  ultraviolet  sources  have  arisen.  The  pro- 
liferation of  suntan  salons  increases  the  opportunity  for  more 
actinic  skin  damage.  Most  of  the  rays  emitted  by  "suntanning 
bulbs”  are  UVB.  Potential  injury  from  this  range  does  exist.  A 
tan  obtained  in  a UVB  suntan  booth  may  cause  twice  as 
much  DNA  damage  as  the  same  suntan  obtained  during  ex- 
posure to  summer  noontime  sun.4 

This  seems  rather  complicated.  All  we  can  really  do  is  to 
encourage  our  patients  to  protect  their  fragile  dermal  enve- 
lopes from  the  ravages  of  sunlight  by  whatever  means  they 
will  accept — abstinence  or  prophylaxis. 

Eugene  P.  Schoch,  Jr,  MD 

#3  Medical  Arts  Square.  Austin,  TX  78705 
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1 . Working  classification  of  sun-reactive  skin  types  used  in  clinical  practice  * 


Skin  Typef 

History**/ Physical  Examination 

1 

Always  burn,  never  tan 

II 

Always  burn,  then  slight  tan 

III 

Sometimes  burn,  always  tan 

IV 

Never  burn,  always  tan 

V 

Heavily  pigmented  ft 

VI 

Blacks 

*More  precise  and  sensitive  classification  will  be  needed  as  knowledge 
evolves. 

tType  I and  type  II  persons  often  have  light  skin  color  and  blue  eyes,  may  have 
red  scalp  hair,  and  may  or  may  not  have  freckling.  However,  some  persons 
with  dark  brown  hair  and  blue  or  green  eyes  have  type  I or  type  II  sun 
reactions. 

**At  age  12  to  40  years 

tt  Darker  Mediterraneans,  Mongoloids,  Indians,  etc. 

Source:  Modified  from  Committee  on  Impacts  of  Stratospheric  Change: 
Halocarbons:  Environmental  Effects  of  Chlorofluoromethane  Release  Wash- 
ington, DC,  National  Academy  of  Sciences,  1976 

From  Dermatology  in  General  Practice  by  Fitzpatrick  TB,  Eisen  AZ,  Wolff  K.  et 
al  (eds).  Copyright  © 1 979,  McGraw-Hill  Book  Company.  Used  with  the  per- 
mission of  McGraw-Hill  Book  Company. 
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REMBUMTION 

INSlIfUTE 


An  Orthopedic  Rehabilitation  Hospital 
Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 


• Metroplex  Regional  Spinal  Cord 
Injury  Program 

• Stroke/Head  Injury  Service 

• Arthritis  Program 

• The  Foot  Clinic 

• Amputee  and  Problem  Fracture  Service 

• Hand  Rehabilitation  Service 

• Spinal  Pain  Program 


Referrals:  214-637-0740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 


CyCMPEN-IV(cydaclln) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications:  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
pemcillinase  producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . co li  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E . co  li  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE.  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  otner  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN' 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.t 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.i.d.t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 
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Half  the  dose 
is  absorbed  in  9 minutes! 

compared  to  32  minutes  for  ampicillin  * 


- 


Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


12  3 4 5 

Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections. f 

In  1 1 7 patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 


+ Due  to  susceptible  organisms. 

See  important  information  on  facing  page. 


greater  than  ampicillin  (Clinical  efficacy  may  not 


always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
V/2  times  faster  than  ampicillin 

*Based  on  Ta  Vi  values  for  single  oral  closes  of  500  mg  cydacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth 

L AA 


Laboratories 


• Philadelphia,  Pa  19101 


OfCLAVm-W 

/ I *11*  \ 250  and  500  mg  Tablets 

(cydacillin)  i25™d ^ 

\ # / 5 ml  Suspension 

more  than  just  spectrum  c# 


MU- 


No  matter 
how  close 
the  copy... 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


The  original  dipyridamole. 
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Persantine 

(dipyridamole) 


During  the  17  years  that  Persantine 
has  been  used  for  long-term  therapy  of 
chronic  angina  pectoris,*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine®  (dipyridamole) 

Chronic  Angina  Pectoris 
Tablets  of  25  mg  and  75  mg 


'INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

“Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 
full  prescribing  information. 


Boehringer 

Ingelheim 

Boehringer  Ingelheim  Ltd 
Ridgefield,  CT  068/7 


Lee  Boltin/Metropolitan  Museum  of  Art 


The  Silent  Picture 


Not  pictured , Villas  del  Palmar,  located  in  Las  Hadas  land 
and  resort  development  priced  from  under  $200,000.  Fea- 


tured are  private  beaches,  tennis,  golf,  and  marina.  For 
more  information  call 

Casolar 
Suite  180 

1900  West  Loop  South 
Houston,  TX  77027 


Shot  on  location  in  Las  Hadas  land  and  resort 
development  in  Manzanillo,  Mexico. 


Casolar 
Suite  535 
4835  L.B.J.  Frwy. 
Dallas,  TX  75234 


TMA  IN  ACTION 

TDH,  TMA  urge  doctors 
to  report  certain  diseases 

The  outbreak  of  rabies  across  Texas 
last  year  resulted  in  widespread  pub- 
licity, warnings  to  the  public  about 
avoiding  any  animals  which  acted 
strangely,  and  free  clinics  for  pet  own- 
ers to  have  their  animals  vaccinated. 

Rabies  in  humans  is  a reportable  dis- 
ease according  to  Texas  law.  So  are 
cholera,  diphtheria,  aseptic  meningitis, 
hepatitis,  typhoid  fever,  chicken  pox, 
streptococcal  sore  throat,  and  many 
others.  The  prompt  reporting  of  rabies 
by  physicians  to  health  officials  last 
year  enabled  the  state  to  confront  the 
outbreak  and  slow  its  course. 

In  February,  Texas  Department  of 
Health  (TDH)  Commissioner  Robert 
Bernstein,  MD,  and  TMA  past  president 
Durwood  E.  Neal,  MD,  undertook  a pro- 
gram to  improve  disease  reporting 
among  physicians.  The  thrust  of  such  a 
program  is  to  encourage  physicians  to 
provide  disease  reports  and  other  infor- 
mation needed  by  local  and  state 
health  authorities  to  protect  the  public 
from  epidemics  or  disease  outbreaks. 

There  are  some  500  officially  desig- 
nated reporting  agents  in  Texas.  These 
are  usually  physicians  engaged  either 
in  private  practice  and  appointed  as  city 
or  county  health  officers,  or  serving  in 
local  health  departments.  They  assem- 
ble disease  information  and  send  it  to 
the  Texas  Department  of  Health. 

Different  diseases  have  different  re- 
porting methods.  For  instance,  immedi- 
ate reports  (by  telephone)  are  required 
for  seven  diseases.  They  include  botu- 
lism, cholera,  diphtheria,  plague,  polio- 
myelitis (paralytic),  smallpox,  and 
yellow  fever. 

Weekly  reports  are  mandated  for  dis- 
eases which  do  not  entail  an  urgent  sit- 
uation, but  have  the  potential  for  be- 
coming epidemic.  (Please  see  Fig  1 .)  In 
both  of  these  instances,  the  report 
should  include  the  patient’s  name,  ad- 
dress, age,  sex,  and  race/ethnicity. 
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Numerical  summary  reports  are  re- 
quired for  chickenpox,  influenza  and 
flu-like  illnesses,  and  streptococcal 
sore  throat,  including  scarlet  fever. 

Here  only  the  total  number  of  cases  are 
required,  and  not  patient  identifying 
information. 

Venereal  diseases  and  tuberculosis 
are  also  reportable  diseases  and  each 
has  special  reporting  requirements. 
When  reporting  venereal  diseases, 
physicians  should  report  cases  imme- 
diately, in  writing,  to  the  local  health  of- 
ficer stating  the  name,  address,  age, 
sex,  race,  and  occupation  of  the  pa- 
tient. In  cases  of  tuberculosis,  physi- 
cians should  report  as  soon  as  pos- 
sible, in  writing  or  by  telephone,  the 
patient’s  name,  address,  age,  sex, 
race,  and  occupation,  date  of  onset  of 
the  disease,  and  probable  source  of 
infection. 

Because  disease  reporting  is  vital  to 
public  health  in  Texas,  Drs  Bernstein 
and  Neal  urged  physicians  to  support 
the  program.  They  added  that  it  is  not 
necessary  for  a physician  to  report  per- 
sonally, but  to  provide  for  the  office, 
clinic,  and  hospital  staff  personnel  to  do 
so. 

Physicians  seeking  to  submit  reports 
may  contact  their  county  health  depart- 
ments, city  or  county  health  officer,  or 


the  appropriate  regional  director  of  the 
TDH.  Epidemiologic  investigative  con- 
sultation and  assistance  is  available 
from  TDH  upon  request. 

Quarterly  report  shows 
TEXPAC  participation  up 

A quarterly  report  on  the  Texas  Medical 
Political  Action  Committee  (TEXPAC) 
shows  a marked  increase  in  member- 
ship from  the  previous  year’s  first  quar- 
ter activity.  TEXPAC  Chairman  Charles 
M.  Sloan,  MD,  attributes  this  increase 
to  what  he  calls  the  “extraordinary 
effort,  dedication  and  organization  of 
the  TEXPAC  county  chairmen.’’  There 
are  1 02  county  chairmen  representing 
the  1 14  county  medical  societies  in 
Texas. 

Dr  Sloan  also  commended  the  high 
profile  taken  by  the  TEXPAC  Communi- 
cations Committee  which  is  working  to 
heighten  physician  awareness  of  TEX- 
PAC through  news  stories  on  PAC  ac- 
tivities in  the  “TEXPAC  Report,”  a 
bimonthly  newsletter  mailed  to  all  TMA 
and  TMA  Auxiliary  members.  The  Com- 
munications Committee  is  chaired  by 
Willis  Starnes,  PhD,  a medical  student 
in  Galveston. 

During  the  first  quarter  which  ended 
March  31 , 1981 , there  were  4,127  phy- 
sicians participating  in  TEXPAC,  com- 


1 . Diseases  which  require  weekly  reports 


Weekly  reports  are  required  for  diseases  which  do  not  entail  an  urgent  situation.  In  some  situations,  such  as 
potential  epidemics,  same-day  reporting  may  be  appropriate.  Information  on  the  following  diseases  may  be 
relayed  by  the  physician  or  a member  of  his  staff  to  the  reporting  agent: 


Amebiasis 

Anthrax 

Aseptic  meningitis 
Brucellosis 

Encephalitis  (specify  etiology) 
Hansen  s disease  (leprosy) 
Hepatitis,  viral 
Type  A 
Type  B 
unspecified 


Leptospirosis 

Malaria 

‘Measles 

Meningococcal  infections 

Mumps 

Pertussis 

Psittacosis 

Rabies  in  man 

Relapsing  fever 

Rheumatic  fever,  acute 

Rocky  Mountain  spotted  fever 


Rubella 

Rubella  congenital  syndrome 

Salmonellosis 

Shigellosis 

Tetanus 

Trichinosis 

Tularemia 

Typhoid  fever 

Typhus  fever,  endemic  (murine) 
epidemic 


Many  reporting  agents  provide  physicians  in  their  area  with  special  cards  to  be  used.  With  the  above  dis- 
eases, these  cards  call  for  the  patient's  name,  address,  age,  sex,  and  race/ethnicity.  Reports  rendered  by 
telephone  necessarily  must  also  provide  the  same  information 


* Concomitant  with  this  reporting  system  are  special  active  measles  and  influenza  surveillance  systems  set 
up  in  cooperation  with  sentinel  schools  and/or  collaborating  physicians  in  certain  cities. 
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pared  to  3,871  physician  members  for 
the  same  period  one  year  ago. 

The  Texas  Medical  Association 
Board  of  Trustees  recently  appointed 
five  new  district  directors  of  TEXPAC 
for  the  1 981  - 1 982  term.  These  include 
District  4,  Larry  J.  Hines,  MD,  McKin- 
ney; District  5,  Albert  F.  Hendler,  MD, 
Dallas;  District  13,  Todd  H.  Overton, 
MD,  Amarillo;  District  14,  Leroy  A. 
Boriack,  MD,  Corpus  Christi;  and  Dis- 
trict 22,  Carroll  L.  Boone,  MD,  Pasadena. 

TMA  offers  medicine  and 
religion  handbook 

“Faith  of  Our  Patients,”  a handbook 
prepared  by  the  TMA  Committee  on 
Medicine  and  Religion,  explains  beliefs 
of  15  denominations  with  regard  to 
medical  issues  in  which  religious  beliefs 
may  be  of  extreme  importance.  Topics 
include  dissection  and  autopsies,  abor- 
tions, birth  control,  prolongation  of  life 
and  right  to  die,  organ  transplants,  ste- 
rility tests,  religious  sacraments,  burial 
of  fetus,  vaccines,  and  blood  and  di- 
etary laws.  The  handbook  is  suitable  for 
physicians,  nurses,  the  clergy,  hospital 
personnel,  and  all  who  need  to  be 
aware  of  religious  beliefs  which  may  af- 
fect a patient’s  acceptance  of  medical 
procedures. 

Members  of  TMA  and  the  TMA  Auxil- 
iary may  order  one  copy  free.  Addi- 
tional copies  are  $2  apiece.  Send 
orders  to:  Religion  Book,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701. 

CME  record  file  available 

TMA’s  Committee  on  Continuing  Edu- 
cation has  designed  a personal  record 
file  to  assist  physicians  in  maintaining 
continuing  medical  education  (CME) 
records.  Various  pertinent  continuing 
medical  education  records  may  be  filed 
in  the  folder.  For  example,  records  of  at- 
tendance at  individual  continuing  medi- 
cal education  activities,  general  CME 
information,  and  permanent  CME  docu- 
ments may  be  included.  A grant  from 
The  Upjohn  Company  helped  to  make 
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the  folder  possible.  The  record  file  is 
available  to  physicians  upon  request 
from  the  Committee  on  Continuing  Ed- 
ucation, 1801  N Lamar  Blvd,  Austin,  TX 
78701 , telephone  512-477-6704. 

Directory  lists  medical 
detoxification  centers 

“Directory  of  Substance  Abuse  Medical 
Detoxification  Centers  in  Texas,”  com- 
piled and  published  by  the  Texas  Medi- 
cal Association  Special  Committee  on 
Alcoholism  and  Drug  Abuse,  is  avail- 
able at  $2  per  copy.  The  directory  lists 
medical  detoxification  centers  and  pro- 
vides information  about  location,  ad- 
missions, fees,  hours,  and  names  of 
contacts.  Send  orders  to:  Committee  on 
Alcoholism  and  Drug  Abuse,  Texas 
Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701 . 

TIAB  seeks  TMA  aid 
in  medical  arbitration 

The  Texas  Industrial  Accident  Board 
(TIAB)  has  requested  that  local  arbitra- 
tion committees  which  assist  in  resolv- 
ing physician-involved  problems  be 
used  as  a forum  to  resolve  disputes  be- 
tween physicians  and  insurance  car- 
riers regarding  medical  services. 

H.  S.  Harris,  chairman  of  TIAB,  ex- 
plained in  a letter  to  Texas  Medical  As- 
sociation General  Counsel  Donald  P. 

' Rocky''  Wilcox,  “Unfortunately  the  In- 
dustrial Accident  Board  does  not  have 
the  personnel,  expertise  or  funding  to 
establish  and  maintain  schedules  of  fair 
and  reasonable  charges  for  various 
health  care  services  or  medicine  . . 

In  the  past,  physicians  and  insurance 
carriers  have  utilized  the  arbitration 
committees  set  up  by  county  medical 
societies  and  insurance  company  rep- 
resentatives in  worker’s  compensation 
cases.  Many  county  medical  societies 
stopped  such  action  when  committees 
involved  in  fee  disputes  came  under  at- 
tack by  the  Federal  Trade  Commission, 
Department  of  Justice,  and  others. 

Wilcox  wrote  to  county  medical  so- 
ciety presidents  and  executive  staff, 


“The  TIAB  request  can,  in  my  opinion, 
be  honored  by  county  medical  societies 
without  creating  unacceptable  legal 
risks  for  the  society.”  He  added,  “TMA 
encourages  county  medical  societies  to 
participate  with  insurance  carriers  in 
voluntary  arbitration  mechanisms.” 

The  Industrial  Accident  Board,  by 
statute,  is  mandated  to  determine  “fair 
and  reasonable”  charges  when  dis- 
putes between  physicians  and  insur- 
ance carriers  in  worker’s  compensation 
cases  arise.  The  board  has  asked  to  be 
notified  of  scheduled  meetings  of  local 
arbitration  committees  so  that  it  may  at- 
tend and  monitor  voluntary  arbitration 
when  it  chooses  to  do  so. 

SOCIOECONOMICS 

TIAB  adopts  guidelines  on 
medical  report  charges 

Physicians,  on  occasion,  are  asked  by 
patients  or  a patient's  attorney  to  pro- 
vide medical  reports  and  records  on 
work-related  injuries.  Who  pays  for  this 
service — the  physician,  the  attorney,  or 
the  insurance  carrier — is  a question 
which  was  addressed  recently  by  the 
Texas  Industrial  Accident  Board.  In 
March,  the  board  issued  guidelines  re- 
garding this  issue. 

The  Texas  Worker’s  Compensation 
Law  provides  that  insurance  carriers 
provide  medical  aid,  chiropractic,  hospi- 
tal and/or  nursing  services,  and  medi- 
cines as  may  reasonably  be  required  in 
the  case  of  an  injury.  The  statutes  re- 
quire physicians  and  other  health  care 
providers  to  furnish  initial  and  supple- 
mentary reports  to  the  insurance  carrier 
and  the  injured  worker  or  his  or  her  at- 
torney. However,  the  law  also  states 
that  medical  provider  fees  and  charges 
must  be  fair  and  reasonable,  subject  to 
Board  regulations,  and  limited  to 
charges  that  are  reasonable  for  similar 
treatment  to  similarly  injured  persons. 

Some  dispute  has  arisen  over  what 
constitutes  “fair  and  reasonable” 
charges  for  the  preparation  of  medical 
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reports  and  hospital  records  in  com- 
pensation cases. 

In  1977  the  TIAB  adopted  Rule 
1 1 .00.033  which  states,  “Reasonable 
charges  shall  be  allowed  by  the  Board 
for  narrative  reports  required  under  Ar- 
ticle 8306,  Section  7,  and  such  charges 
shall  be  considered  necessary  ex- 
penses to  be  paid  by  the  carrier.” 

To  further  implement  this  rule,  the 
board  in  March  announced  the  follow- 
ing policy: 

1.  Physicians,  chiropractors,  po- 
diatrists, and  other  health  pro- 
viders shall  render  initial  and 
supplementary  reports  to  both  the 
insurance  carrier  and  the  injured 
employee,  or  his  attorney,  if  any,  as 
required  by  Article  8306,  Section  7. 

2.  The  insurance  carrier  is 
charged  with  the  responsibility  of 
prompt  payment  of  the  fair  and 
reasonable  charge  made  by  the 
health  provider  for  these  reports. 

The  board  also  adopted  further 
guidelines  pertaining  to  specific  pay- 
ments for  initial  reports  (fill  in  forms), 
subsequent  narrative  reports,  follow-up 
after  new  narratives,  and  clinical  re- 
ports from  hospitals. 

In  a statement  on  the  new  policy, 
William  Treacy,  executive  director  of 
TIAB,  remarked  that  under  certain  cir- 
cumstances the  fee  schedule  may  not 
apply  and  charges  may  be  insufficient. 

In  any  event,  he  stated,  “health  care 
providers  should  be  aware  that  these 
charges  cannot  be  made  to  both  the  in- 
surance carrier  and  the  claimant  and/or 
his  attorney  for  the  same  report  or  nar- 
rative except  clinical  reports  (hospital) 
when  a separate  request  is  made.” 

TMA  General  Counsel  Rocky  Wilcox 
noted  that  in  the  past  physicians  would 
furnish  the  required  reports  to  a pa- 
tient’s attorney,  charging  the  attorney 
for  the  service.  Now,  some  attorneys 
maintain  that  physicians  should  furnish 
the  information  and  include  the  charges 
for  such  service  on  the  itemized  bill 
for  medical  services  to  the  insurance 
carrier. 


However,  because  of  the  board’s  pol- 
icy on  what  constitutes  “fair  and  rea- 
sonable" charges,  physicians  foresee 
that  after  having  furnished  the  medical 
records  and  reports  to  attorneys  as  re- 
quested, the  insurance  carrier  will  re- 
fuse to  pay  for  the  preparation  of  these 
reports  because  they  were  “not  neces- 
sary." Of  course,  in  a disputed  case,  the 
board  may  later  determine  such  reports 
were  not  necessary  to  the  compensa- 
tion case,  ruling  that  such  charges  for 
services  are  not  “fair  and  reasonable,” 
and  refuse  to  order  the  insurance  car- 
rier to  reimburse  the  physician. 

New  tax  laws  alter  deductible 
expenses  at  foreign  meetings 

Before  physicians  set  out  for  a com- 
bined business  and  pleasure  trip  in  a 
foreign  country,  they  should  first  famil- 
iarize themselves  with  the  new  tax  laws 
regarding  deductible  expenses. 

Donald  R "Rocky"  Wilcox,  general 
counsel  for  the  Texas  Medical  Associa- 
tion, recently  prepared  a report  regard- 
ing business  deductions  for  1980.  In 
that  report,  Wilcox  noted  that  the  time 
requirements  for  business  activities  do 
not  permit  a deduction  unless  (1 ) at 


least  three  hours  of  business  is  sched- 
uled for  each  day  during  the  meeting: 
and  (2)  the  individual  claiming  the 
business  deduction  attends  at  least 
two-thirds  of  the  hours  of  the  daily 
scheduled  business  activities,  or  in  the 
aggregate,  attends  at  least  two-thirds  of 
the  total  hours  of  scheduled  business 
activities  at  the  meeting. 

Wilcox  also  reported  that  the  subsis- 
tence expenses  allowed  for  deduction 
may  not  exceed  the  per  diem  rate  for 
the  site  of  the  meeting  that  federal  em- 
ployees receive. 

A deduction  for  transportation  is  al- 
lowed if  at  least  one-half  of  the  total 
days  of  the  trip  is  devoted  to  business- 
related  activity.  If  less  than  one-half  of 
the  total  days  is  devoted  to  business, 
then  a proportionate  amount  of  trans- 
portation is  deductible  using  the  follow- 
ing formula: 

Transportation  total  business-related  days 

expenses  total  trip  days 

Deductible  travel  expenses. 

Physicians  should  also  be  prepared  for 
preparing  tax  returns  in  1982,  because 
in  January  1 981  the  tax  rules  changed 
again.  The  newsletter,  “Tax  Monthly  for 


Dr  Edward  R Annis,  Florida,  past  president  of  the  American  Medical  Association,  offers  a presentation 
during  the  TMA  Communication  Department  and  Council  on  Communication  cosponsored 
communications  seminar  for  medical  speakers  in  April  The  seminar,  which  focused  on  speech  training  and 
television  delivery,  was  directed  toward  TMA  and  county  medical  society  leaders. 
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A RISK 

¥0(1  DON’T 
HAVE  TO 
TAKE... 


Termination  dates  of  the  Texas  Medical  Association  Insurance  plans 
are  probably  the  most  generous  you  will  find: 


OFFICE  OVERHEAD AGE  70 

PERSONAL  ACCIDENT AGE  70 

DISABILITY  INCOME AGE  75 

MAJOR  MEDICAL LIFETIME 

LIFE  INSURANCE LIFETIME 


We  are  confident  you  will  find  the  amounts  payable  and  the  benefit 
provisions  remain  generous,  even  though  in  some  instances  certain 
reductions  apply. 


JUST  ANOTHER  EXAMPLE  OF  HOW  YOUR  TEXAS 
MEDICAL  ASSOCIATION  INSURANCE  PROGRAM 
SERVES  YOU  BEST! 

for  information  or  brochure,  contact: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 


CALL  TOLL  FREE 

1-800-252-9318 

(HOUSTON  PHYSICIANS  DIAL  ONLY  224-5309) 
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Associations,”  notes  that  the  rules  on 
deducting  expenses  for  attending  con- 
ventions, seminars,  and  similar  meet- 
ings held  outside  of  the  US  were  sub- 
stantially changed. 

Public  Law  96-608  repeals  the  sub- 
sistence limitation,  the  limitation  on 
transportation  expenses,  and  the  spe- 
cial reporting  attendance  requirements 
of  the  1976  law. 

Under  the  new  law,  “Tax  Monthly” 
states,  ”...  an  individual  who  attends 
a convention,  seminar,  or  similar  meet- 
ing held  outside  the  North  American 
area,  in  order  to  receive  a business  de- 
duction for  the  expenses,  would  have  to 
establish  that  the  meeting  is  directly  re- 
lated to  his  or  her  trade  or  business  or 
investment  activity,  and  that  it  is  rea- 
sonable for  the  meeting  to  be  held  out- 
side the  North  American  area  as  with- 
in.” The  North  American  area  is  defined 
as  the  US,  its  possessions,  the  Trust 
Territory  of  the  Pacific,  Canada,  and 
Mexico.  The  general  area  of  the  Carib- 
bean is  not  included  in  the  definition  of 
North  American  area. 

The  new  law  also  eliminates  the  de- 
ductibility of  expenses  of  attending  con- 
ventions, seminars,  or  other  meetings 
held  aboard  a cruise  ship. 

In  January,  the  Internal  Revenue  Ser- 
vice issued  IR-81  -1 0 which  cautions 
business  people  to  be  cost  conscious. 
Expenditures  for  amounts  that  are  lav- 
ish and  extravagant  remain  nondeduct- 
ible and  transportation  expenses  will  be 
deductible  only  if  incurred  principally  for 
business  purposes.  In  addition,  the  IRS 
said,  if  the  convention  lasts  more  than 
one  week  and  at  least  one  quarter  of 
the  taxpayers’  time  is  spent  on  nonbusi- 
ness activities,  the  special  allocation 
rules  for  foreign  business  travel  ex- 
penses will  apply.  (See  formula  listed 
earlier  in  article.) 

These  new  provisions  apply  to  for- 
eign conventions  beginning  after  Dec 
31 , 1 980.  Anyone  needing  additional  in- 
formation as  to  how  tax  law  will  affect 
medical  conferences  outside  of  the  US 
may  contact  TMA  General  Counsel  Don- 


ald P.  “Rocky"  Wilcox,  1801  N Lamar 
Blvd,  Austin,  TX  78701 . For  advice  on 
specific  tax  deductions,  one's  attorney 
or  accountant  should  be  consulted. 

HEALTH  LINE 

A&M  recommended 
for  full  accreditation 

Editor’s  Note:  At  press  time  we  learned 
that  the  LOME  has  authorized  a five- 
year  full  accreditation  for  Texas  A&M 
University  College  of  Medicine. 

Texas  A&M  University  College  of  Medi- 
cine, the  state's  newest  medical  school, 
recently  was  recommended  to  receive 
four  years  of  full  accreditation  by  a na- 
tional site  visitation  team.  The  team  re- 
port will  ask  for  full  accreditation  from 
the  Liaison  Committee  on  Medical  Edu- 
cation (LCME),  the  national  body  au- 
thorized to  approve  such  programs. 

The  LCME,  which  draws  membership 
from  both  the  American  Medical  Asso- 
ciation and  the  Association  of  American 
Medical  Colleges,  is  expected  to  take 
action  on  the  recommendation  soon, 
said  Robert  Stone,  MD,  Texas  A&M 
dean  of  medicine.  The  medical  school 
graduates  its  first  physicians  this 
month. 

The  recommendation  for  four  years 
of  full  accreditation  pleased  school  offi- 
cials because  even  established  col- 
leges of  medicine  often  receive  only  a 
five-year  accreditation  period,  Stone 
said.  He  was  particularly  pleased  the 
program  had  overcome  logistics  prob- 
lems in  operating  a successful  medical 
school  with  classroom  and  clinical  facil- 
ities almost  80  miles  apart. 

Texas  A&M’s  program,  which  permits 
students  to  apply  for  admission  during 
their  sophomore  year  in  college,  in- 
volves two  years  of  classroom  learning 
at  College  Station  and  two  more  years 
of  clinical  training  in  Temple  at  Scott 
and  White  Memorial  Hospital  and  the 
Veterans  Administration  facility. 


Gift  to  regents  establishes 
professorship  in  OB-GYN 

A professorship  in  gynecology  and 
obstetrics  has  been  established  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  Dr  and  Mrs  Ro- 
land K.  Blumberg  of  Seguin  presented 
the  UT  System  Board  of  Regents  with 
$325,000  to  be  used  for  three  endowed 
professorships  at  separate  institutions. 

The  professorship  at  The  UT  Health 
Science  Center  at  San  Antonio  was  en- 
dowed with  $125,000.  The  regents  also 
established  a Jane  and  Roland  Blum- 
berg Professorship  in  Physics  endowed 
for  $1 00,000  at  UT-Austin,  and  a pro- 
fessorship in  biology  endowed  for 
$1 00,000  at  UT-San  Antonio. 

Mrs  Blumberg  has  been  a member 
of  the  UT  System  Board  of  Regents 
since  January  1 977.  Dr  Blumberg  is  a 
geophysicist. 

CAPITAL  COMMENTS 

AMA  voices  support 
for  PSRO  phase-out 

The  American  Medical  Association  tes- 
tified twice  before  congressional  sub- 
committees in  support  of  the  Reagan 
Administration's  plan  to  phase  out  the 
Professional  Standards  Review  Organi- 
zations (PSRO)  and  to  simultaneously 
eliminate  federally-mandated  utilization 
review. 

Joseph  F.  Boyle,  MD,  vice  chairman 
of  the  AMA  Board  of  Trustees,  spoke 
for  the  Association  before  the  sub- 
committees of  the  Senate  Finance 
Committee  and  the  House  Ways  and 
Means  Committee  on  the  growing  un- 
rest among  physicians  over  the  federal 
direction  and  implementation  of  the 
PSRO  program. 

“In  supporting  termination  of  the 
PSRO  program,  I want  to  emphasize 
that  the  AMA  remains  a staunch  advo- 
cate of  peer  review  as  a mechanism  to 
assure  high  quality  medical  care.  How- 
ever, it  is  our  view  that  in  attempting  to 
federalize  peer  review  the  government 
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has  misdirected  the  professional  objec- 
tives of  peer  review,  ie,  to  assure  high 
quality  care,  and  has  inappropriately 
focused  the  PSRO  program  principally 
to  contain  costs.” 

Dr  Boyle  explained  the  Association’s 
change  in  position  on  the  PSRO  pro- 
gram after  nine  years  of  support  “as  a 
natural,  eventual  result  based  upon  the 
growing  dissatisfaction  that  developed 
from  the  often  fruitless  and  frustrating 
efforts  to  work  with  the  federal  bureau- 
cracy and  improve  the  PSRO  program." 

He  emphasized  that  the  Associa- 
tion’s recommendation  for  termination 
should  not  be  considered  a withdrawal 
of  support  for  professional  peer  review 
of  medical  service  to  ensure  quality 
care.  “What  the  AMA  is  rejecting  is 
a federally  directed  review  program 
where  the  federal  direction  is  no  longer 
interested  in  patient  care  or  quality  ser- 
vice, but  has  become  devoted  to  the 
single-minded  purpose  of  restricting 
health  expenditures.” 

Federal  spending  crunch  could 
jeopardize  medical  education 

Medical  schools  must  diversify  sources 
of  financial  support  for  medical  educa- 
tion in  light  of  prospects  for  reduced  in- 
stitutional aid  from  the  federal  govern- 
ment, the  AMA  has  told  Congress. 

C.  H.  William  Ruhe,  MD,  a senior  vice 
president  of  the  American  Medical  As- 
sociation, told  the  House  Commerce 
Subcommittee  on  Health  that  medical 
schools  must  have  sufficient  resources 
to  provide  education  of  a high  quality, 
and  students  must  have  the  resources 
to  meet  the  costs  of  the  education. 

The  federal  program  of  aid  for  medi- 
cal schools  comes  up  for  renewal  this 
year  as  the  Reagan  Administration 
seeks  deep  cuts  in  the  budget.  Con- 
gress was  unable  last  year  to  complete 
action  on  a new  health  manpower 
program. 

Dr  Ruhe  noted  in  his  testimony  that 
the  cost  of  a medical  education  can  be 
staggering  with  annual  tuition  figures  of 
more  than  $10,000  becoming  common- 

18 


place.  "We  are  deeply  concerned  over 
the  financial  burdens  being  placed  on 
students  and  the  impact  of  high  tuition 
upon  new  practitioners.”  The  AMA  offi- 
cial urged  a program  of  guaranteed 
loans  with  repayment  deferrable  through 
residency  training.  “Consideration 
should  also  be  given  to  interest  sub- 
sidies for  the  length  of  the  training,  and 
to  setting  the  rate  of  repayment  to  the 
ability  of  the  individual  to  repay  the  prin- 
cipal of  the  loan.” 

The  AMA  also  supported  continued 
federal  assistance  to  programs  of  basic 
nurse  training,  but  opposed  legislation 
to  make  the  Graduate  Medical  Educa- 
tion National  Advisory  Committee 
(GMENAC)  a permanent  statutory  body. 

Study  recommends  raising 
Medicaid  payments 

Medicaid  payments  to  physicians  would 
be  raised  to  the  levels  allowed  for  Medi- 
care under  a proposal  by  the  National 
Commission  on  Social  Security. 

The  bipartisan  commission  was 
formed  five  years  ago  by  Congress  to 
make  an  exhaustive  study  of  the  Social 
Security  System  and  to  submit  recom- 
mendations for  changes  to  Congress. 

In  its  report,  the  nine-member  com- 
mission said,  “Medicaid’s  reimburse- 
ment rates  must  be  set  high  enough  to 
encourage  the  participation  of  physi- 
cians.” Not  only  should  Medicaid  fees 
be  lifted  to  the  Medicare  level,  but  “the 
fees  of  both  programs  will  ultimately 
have  to  be  reasonably  equivalent  to 
those  paid  for  privately-purchased  ser- 
vices, or  patients  under  both  programs 
will  be  denied  access  to  medical 
services.” 

Prevalence  of  CT  scanners 
drops  back,  OTA  says 

A sharp  decline  in  the  installation  of 
computed  tomography  (CT)  scanners 
in  the  past  two  years  may  indicate  the 
market  is  reaching  its  limits,  according 
to  a study  by  the  congressional  Office 
of  Technology  Assessment. 

Although  critics  have  blamed  govern- 


ment interference  for  inhibiting  scan- 
ners, the  OTA  study  said  "the  real  boon 
to  diffusion  and  use  of  the  CT  scanner 
has  been  in  the  government’s  almost 
open-ended  commitment  to  pay  for  CT 
scans.” 

The  OTA  said  it  is  concerned  about 
regulatory  approaches  being  consid- 
ered to  control  CT  scanners  and  other 
technologies  in  the  absence  of  defini- 
tive scientific  information  on  their 
efficacy  and  safety  that  would  permit 
wise  decisions  by  federal  officials  or  in- 
surance companies. 

The  US  had  1 ,471  CT  scanners  as  of 
last  year. 

AG  presents  opinion 
on  standing  orders 

On  April  1 , the  attorney  general  of 
Texas  issued  his  long-awaited  opinion 
concerning  the  Texas  State  Board  of 
Medical  Examiner’s  (BME)  Rules  on 
Standing  Orders.  These  rules  were  set 
forth  last  year  to  address  uncertainties 
surrounding  the  use  of  protocols  in  vari- 
ous practice  settings. 

On  July  1 6,  1 980,  Sen  Chet  Brooks, 
chairman  of  the  Senate  Committee  on 
Human  Resources,  requested  an  opin- 
ion of  Attorney  General  Mark  White  to 
clarify  certain  legal  questions  raised  by 
some  nurses  concerning  these  rules. 
Brooks  asked  if  the  lack  of  explicit  stat- 
utory language  permitting  the  BME  to 
promulgate  rules  relating  to  medical 
acts  to  nonphysicians  prevented  the 
adoption  of  such  rules. 

The  attorney  general  answered  this 
query  with  Attorney  General  Opinion 
MW  31 8 which  states  in  summary: 

“The  Board  of  Medical  Examiners  has 
implied  statutory  authority  to  regulate 
the  delegation  of  medical  acts  to  non- 
physicians. Board  rules  which  use  the 
terms  ‘in  keeping  with  sound  medical 
practice’  and  ‘independent  medical 
judgement’  are  not  therefore  void  for 
vagueness  . . .” 

In  the  opinion,  the  attorney  general 
also  answered  several  questions  con- 
cerning the  delegation  of  “health  care 
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tasks"  to  qualified  nonphysicians.  For  a 
full  discussion  of  this  recent  opinion, 
please  see  "Medicine  and  the  Law," 
page  72. 

Medicaid  “cap”  proposal 
wins  AMA  support 

The  American  Medical  Association 
(AMA)  told  the  Congress  that  it  en- 
dorses the  thrust  of  the  Reagan  Admin- 
istration’s “cap"  proposal  to  control 
Medicaid  costs  in  support  of  the  Presi- 
dent's program  to  improve  the  overall 
economic  situation. 

Frederick  A.  Ackerman,  MD,  chair- 
man of  the  AMA’s  Council  on  Legisla- 
tion, told  the  Senate  Special  Committee 
on  Aging  that  achieving  economies  in 
the  Medicaid  program  will  not  be  an 
easy  task.  "There  can  be  no  question, 
however,  that  much  can  be  done  to  help 
assure  that  Medicaid  achieves  greater 
cost-effectiveness  while  maintaining 
the  availability  of  quality  care,”  Dr 
Ackerman  said.  “States  should  be  able 
to  maintain  essential  services  through 

Willis  Starnes  (left)  and  Brian  Parsley  prepare  to 
testify  before  the  House  Committee  on  Higher 
Education  regarding  the  proposed  medical  school 
tuition  increase  Starnes  is  a medical  student  at 
The  University  of  Texas  Medical  Branch  at  Gal- 
veston and  Parsley  is  a medical  student  at  UT- 
Houston 


greater  efficiencies  in  administration, 
and  by  elimination  of  fraud  and  abuse 
through  vigorous  enforcement  of  the 
law  and  judicious  cutbacks  where  eligi- 
bility has  become  over-extended.” 

The  Association  spokesman  did  not 
specifically  endorse  the  Administra- 
tion's proposed  5%  cap,  and  asked  the 
Congress  to  carefully  examine  whether 
the  use  of  the  gross  national  product 
deflator  was  the  appropriate  tool  to  de- 
termine the  cap.  He  also  supported  in 
concept  the  Administration’s  proposal 
to  transfer  the  present  numerous  cate- 
gorical health  program  grants  into  two 
block  grants — one  for  basic  health, 
mental  health  and  substance  abuse 
services,  and  the  other  for  preventive 
health  services. 

The  cap  and  block  grant  proposals 
reflect  a significant  shift  in  the  relative 
responsibilities  of  the  federal  and  state 
governments  toward  health  programs, 
according  to  Dr  Ackerman.  “The  pro- 
posals represent  the  view  that  states 
are  better  able  to  determine  the  needs 
of  their  citizens  and  to  target  program 
funding  to  better  meet  local  needs.  The 
proposals  also  reflect  the  potential  cost 
savings  that  can  be  achieved  through 
an  end  to  rigid,  expensive  and  complex 
federal  requirements.” 

Supreme  Court  rules 
in  fee  dispute  case 

How  does  the  Sherman  Antitrust  Act 
apply  to  the  medical  profession?  With 
uncertainty.  This  was  the  case  when 
the  US  Supreme  Court  recently  agreed 
to  rule  on  an  alleged  price-fixing  case. 

The  suit  was  filed  in  1 978  by  the  state 
of  Arizona  against  the  Maricopa  Foun- 
dation for  Medical  Care  and  the  Mari- 
copa County  Medical  Society,  charging 
them  with  antitrust  violations  for  estab- 
lishing maximum  physician  fees  under 
agreements  with  health  insurance  car- 
riers. The  Pima  Foundation  for  Medical 
Care  is  also  a defendant  in  the  case. 

In  1 979  a federal  district  judge  found 
that  the  agreements  were  not  per  se 
violations  of  the  antitrust  law  and  said 


the  alleged  violations  should  be  ana- 
lyzed under  the  rule  of  reason.  Last 
year,  two  of  three  Court  of  Appeals 
judges  agreed  with  the  trial  judge.  The 
third  judge  contended  that  the  estab- 
lishment of  fees  was  illegal  per  se,  but 
he  noted  that  “confusion  remains  over 
the  extent  to  which  (the  learned  profes- 
sions) are  or  should  be  subject  to  per  se 
rules.” 

The  foundation  and  the  medical  so- 
ciety argued  that  the  agreements  en- 
courage competition  and  also  keep 
down  health  care  costs.  The  affirming 
appeals  court  judges  said,  “Marketing 
restraints  that  regulate  professional 
competition  may  pass  muster  under  the 
rule  of  reason  even  though  similar  re- 
straints on  ordinary  business  competi- 
tion would  not.  We  believe  this  recog- 
nizes that  a restraint  may  serve  the 
public,  the  transcendent  end  of  all  pro- 
fessions, even  though  its  presence  in  a 
purely  commercial  setting  would  violate 
the  antitrust  law." 

Hospital  planning  standards 
satisfy  both  HCFA,  JCAH 

The  Health  Care  Financing  Administra- 
tion (HCFA)  now  recognizes  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals (JCAH)  institutional  planning  stan- 
dards for  hospitals  as  equivalent  to  the 
Medicare  institutional  planning  require- 
ments. Hospitals  accredited  by  JCAH 
will  be  deemed  to  meet  the  Medicare 
requirements  and  will  not  be  subject  to 
state  agency  review  except  for  valida- 
tion surveys.  The  validation  survey  is 
conducted  only  on  some  accredited 
hospitals  to  determine  if  they  do  in 
fact  meet  the  standards.  The  HCFA- 
amended  regulations  also  encourage  a 
more  flexible  accreditation  validation 
process.  The  amendments  are  de- 
signed to  achieve  greater  uniformity  and 
less  duplication,  an  HCFA  report  states. 
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NEWSMAKERS 

JOAQUIN  G.  CIGARROA,  JR,  MD,  has 
been  appointed  to  serve  a six-year  term 
on  the  Texas  Board  of  Health.  A Laredo 
physician,  Dr  Cigarroa  is  a member  of 
the  TMA  Council  on  Public  Health.  Gov 
Bill  Clements  appointed  Dr  Cigarroa 
to  replace  RAMIRO  R.  CASSO,  MD, 
McAllen,  whose  term  on  the  board 
expired. 

ROBERT  E.  SMITH,  MD,  Houston,  has 
been  elected  a member  of  the  board  of 
regents  of  the  American  College  of  Al- 
lergists. 

A.  H.  GIESECKE,  JR,  MD,  Dallas,  has 
assumed  leadership  of  the  department 
of  anesthesiology  at  The  University  of 
Texas  Health  Science  Center  at  Dallas. 
A widely-known  authority  on  anesthe- 
siology, Dr  Giesecke  has  served  as  vice 
chairman  of  the  department  since 
1 974.  He  has  been  a member  of  the 
board  of  governors,  American  College 
of  Anesthesiologists  since  1978,  is  as- 
sociate editor  of  Contemporary  Anes- 
thesia Practice  and  a member  of  the 
editorial  board  of  Clinical  Anesthesia. 


Dr  Giesecke  replaces  M.  T.  (PEPPER) 
JENKINS,  MD,  who  has  stepped  down 
after  31  years  as  department  chairman. 
Dr  Jenkins  will  continue  teaching  duties 
as  Margaret  Milam  McDermott  Pro- 
fessor of  Anesthesiology. 

CHARLES  A.  COLTMAN,  JR,  MD,  has 
been  elected  chairman  of  the  South- 
west Oncology  Group.  Dr  Coltman  is 
medical  director  of  the  Cancer  Therapy 
and  Research  Center  in  San  Antonio; 
professor  of  medicine,  UT  Health  Sci- 
ence Center  at  San  Antonio;  and  chief, 
medical  oncology  section,  medical  ser- 
vice, Audie  L.  Murphy  Memorial  Vet- 
erans Hospital,  San  Antonio. 

HILDE  BRUCH,  MD,  Houston,  has 
been  selected  by  the  American  Medical 
Association  to  receive  the  Joseph  B. 
Goldberg  Award  in  Clinical  Nutrition  for 
1981. 

JOHN  P.  McGOVERN,  MD,  Houston, 
has  received  a special  honor  from  the 
American  College  of  Allergists  to  recog- 
nize his  “character,  achievements,  hu- 
maneness, and  lifetime  of  uniquely 
meritorious  contributions  to  the  profes- 


sion of  medicine.’’  During  the  college’s 
37th  annual  congress  in  April,  Dr  Mc- 
Govern was  presented  a 680-page 
book,  Appreciations,  Reminiscences 
and  Tributes  Honoring  John  P McGov- 
ern, which  includes  229  tributes  to  the 
physician  written  by  his  colleagues.  A 
past  president  of  the  American  College 
of  Allergists,  Dr  McGovern  is  founder 
and  director  of  Houston’s  McGovern  Al- 
lergy Clinic  and  serves  as  chairman  of 
the  board  of  the  Texas  Allergy  Re- 
search Foundation  and  the  John  P. 
McGovern  Foundation. 

GEORGE  J.  RACE,  MD,  pathologist- 
in-chief  at  Baylor  Medical  Center  in 
Dallas,  has  been  named  by  Governor 
Clements  to  head  the  Task  Force  on 
Higher  Education.  The  task  force, 
which  will  complete  a “thorough  review 
of  higher  education  in  Texas,”  will  ad- 
dress such  issues  as  tuition  costs  for 
residents  versus  out-of-state  and  for- 
eign students;  the  part  that  state  and 
federal  governments  should  play  in 
higher  education;  and  the  role  of  pub- 
lic and  private  institutions  of  higher 
education. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  4/30/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

4/30/80 

Date  of  Investment 

4/30/78 

4/30/76 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 

$14,297 

$19,420 

$20,340 

T.  Rowe  Price  Growth  Stock  Fund 

$13,292 

$14,924 

$14,974 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$ 9,019 

$ 9,802 

$11,144 

Rowe  Price  New  Income  Fund 

$ 9,662 

$11,268 

$13,132 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2'/2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  5/8  81 
Approximate  unit  prices  as  of  4/30/81 : 
Mercantile  Bank  FIR-10  Stock  Fund 
Mercantile  Bank  HR-10  Fixed  Income  Fund 


11.75  % (Through  5/1 1/81) 
8.00  % 

15.354%  (Through  5/11/81) 

14.81  % 

$21.24 

$14.40 
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TEXAS  MEDICINE 


ACE  THE  ACHE 

with 


PAIN  AND  TENSIO 


Double  fault  for 
weekend  warrior 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  ol  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

'Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics, has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  Increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide, 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided.  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug. 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspmn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow.  CNS  stimulants,  e g caffeine  Metrazol  or  ampheta 


mine,  may  be  cautiously  administered  It  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas 
trie  distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspmn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (t  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness, with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropnate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  f50  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

’This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 


Wygesic© 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards. 

USAGE  IN  CHILDREN  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients:  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  early  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme,  which  may 
cause  anorexia,  nausea  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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"Every  Age  has  its  Pleasures, 
its  style  of  Wit  and  its  own  W\ys.” 

—from  The  Art  of  Poetry  (1674)  by  Nicholas  Boileau-Despreaux 


PaVABID"  AND  PAVABID®  HP 

(papaverine  hydrochloride) 

150-mg  Capsules  300-mg  Capsulets 


Patient  benefit  products  from 


PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 

KANSAS  CITY  MO  64137 


“See  this?  Southwestern  Bell 
helped  us  improve  service  to  patients. 
And  made  me  look  good.” 

“You  know  how  it  is  in  a smaller  clinic.  You  wind  up  in  charge  of 
communications,  too.  And  suddenly  you’re  the  expert. 

“Only  who  has  the  time? 

“Or  the  training?” 

But  that’s  where  your  Bell  Account  Executive  can  anticipate  your  needs. 

He  sells  systems.  Solutions  to  problems.  Potential  for  the  future.  Plus  the 
imagination,  know-how,  and  resourcefulness  of  the  entire  Bell  team. 

Take  this  microprocessor-controlled  Horizon®  Communications  System 
he  recommended.  Improves  your  clinic’s  responsiveness  to  patients.  Controls 
administrative  costs.  Increases  the  productivity  of  the  entire  staff. 

No  wonder  the  other  doctors  already  think  you’re  a hero  for  discovering 
an  advanced  system  they  can  program... to  add,  delete,  or  rearrange  features. 

A system  that  even  allows  your  staff  to  take  their  phone  numbers  with  them 
when  they  change  offices.  No  waiting.  No  cost  of  a service  call. 

And  if  the  other  doctors  think  that’s  something, 
wait  till  they  hear  all  those  other  ways  your 
Bell  Account  Executive  puts  our 
knowledge  to  work  for  you. 

Ways  to  help  your  clinic  grow  in 
the  Eighties  and  prepare  for  the 
Nineties. 
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TEXAS  MEDICINE 


IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 

At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits”  accrue  to  the  Trust's 
policyholders. 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


ffiffr 

TEXAS  MEDICAL 
LIABILITY  TRUST 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less. 

But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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Dr  Bill  Ross:  a leader  for  Texas  physicians 


The  burly  man  with  wiry  gray  hair  and  silver-rimmed  glasses 
took  his  seat  before  the  House  Committee  on  Higher  Educa- 
tion, ready  to  testify  before  the  Legislature  about  the  need 
for  state  funding  for  family  practice  residency  programs  in 
Texas.  “Do  you  solemnly  swear,  or  affirm,  to  tell  the  whole 
truth,  so  help  you  God?’1  the  chairman  queried.  “Yes  I do,’’ 
the  man  answered  in  his  husky  timbre.  “Then  please  intro- 
duce yourself  and  proceed  with  your  testimony.  ” 

“Bill  Ross  is  my  name,  family  practice  is  my  game.  I take 
care  of  moles,  colds,  sore  holes,  five  kinds  of  fits  and  the 
blind  staggers." 


William  F.  Ross,  MD,  a family  practitioner  and  chairman  of 
the  division  of  family  practice  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas,  now  has  taken  up 
the  reins  as  president  of  the  Texas  Medical  Association. 

At  a time  when  the  public,  health  care  providers,  and  legis- 
latures are  questioning  what  role  medicine  should  play  in 
health  care,  Dr  Ross  is  well  able  to  lead  the  Association  in 
shaping  a friendly  relationship  between  physicians  and  these 
groups.  His  good  humor,  readiness  to  like  everyone,  and  abil- 
ity to  find  proverbs  to  support  almost  any  situation  are  well 
known.  Once  when  speaking  before  the  TEXPAC  Board  of 
Directors  about  the  difference  between  being  involved  and 
committed  to  organized  medicine,  he  said,  “If  you  eat  an  egg, 
the  chicken  was  involved;  but  if  you  eat  ham,  the  pig  was 
committed.” 

Proverbs  aside,  this  unpretentious,  well-respected  educa- 
tor and  family  physician  lives  close  to  the  land,  his  family,  and 
his  profession.  A favorite  quote  of  his  by  John  Steinbeck  per- 
haps best  exemplifies  his  manner:  “Man  owes  something  to 
man.  If  he  ignores  the  debt  it  poisons  him  and  if  he  tries  to 
make  payments  the  debt  only  increases,  and  the  quality  of 
his  gift  is  the  measure  of  the  man.” 

Dr  Ross  leaned  back  in  his  chair,  one  hand  tucked  under  a 
striped  suspender,  pondering  his  new  role  as  president  of  the 
TMA.  “I  would  like  to  see  the  Association  develop  a stronger 
relationship  in  terms  of  the  Legislature,”  he  began.  “We 
should  be  a source  of  information,  able  to  pro-act  rather  than 
react.  Unless  I miss  my  guess,  this  will  require  a good  work- 
ing relationship  with  the  hospitals,  nurses,  pharmacists  and 
everyone  involved  in  the  day-to-day  workings  of  our  commu- 
nities. The  overriding  consideration,”  he  emphasized,  “is  that 
we  take  care  of  folks  who  are  sick.  As  long  as  this  remains 
our  major  thrust,  these  other  issues  will  take  care  of  them- 
selves.” He  paused,  pensive.  “The  TMA  should  provide  a 
forum  out  of  which  could  come  a consensus  that  is  stronger 
than  an  individual  voice  and  more  lasting.” 

Bill  Ross  stems  from  a line  of  family  physicians  which 
traces  back  to  1 834  in  Mount  Enterprise,  Tex.  Over  the  years, 
his  great  grand  uncle,  great  uncle,  father,  and  brother  Griff, 

26 


now  deputy  director  of  the  Clinical  Center  at  the  National  In- 
stitutes of  Health,  all  practiced  medicine  in  the  little  commu- 
nity. “The  town  still  has  a population  of  600,  when  everyone 
is  home,”  he  said. 

A storybook  illustration  of  the  country  doctor  emerges 
when  Dr  Ross  describes  how  he  made  house  calls  with  his 
father,  oftentimes  stopping  to  fish  on  the  way  back  to  town. 

He  reminisced,  “I  always  thought  it  was  the  greatest  thing  in 
the  world  when  my  father  would  treat  someone  with  medica- 
tion from  the  shelf  in  the  rear  of  his  coupe,  and  then  see  the 
patient  get  well." 

As  the  doctor’s  son,  young  Ross  was  able  to  attend  medi- 
cine shows  which  traveled  through  town.  The  expression, 
“blind  staggers,”  he  explained,  comes  from  seeing  these 
shows.  There  was  a patent  medicine  made  of  vanilla  extract 
which  would  cause  episodic  staggering,  he  recalled. 

After  serving  a three-year  stint  as  a rockets  instructor  in 
the  Naval  Air  Force,  he  attended  Stephen  F.  Austin  State  Uni- 
versity in  Nacogdoches  for  his  premedical  school  training.  He 
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went  on  to  The  University  of  Texas  Southwestern  Medical 
School  in  Dallas,  working  his  way  through  school  by  selling 
watermelons  by  the  truckload  from  the  family  ranch  to  the 
then-fledgling  7-Eleven  stores.  A rotating  internship  at  Park- 
land Memorial  Hospital  followed.  Upon  completion  of  his  in- 
ternship, he  and  his  growing  family  settled  in  San  Benito 
where  he  opened  a solo  practice.  Nine  years  later,  seeing  a 
need  for  more  physicians  in  the  area,  he  established  a group 
practice.  “I  liked  this  better  than  the  solo  practice,”  he  said. 

"It  was  nice  to  have  the  intellectual  companionship,  and  my 
colleagues'  good  training  showed  me  the  necessity  of  getting 
back  and  cracking  the  books.” 

In  1 977,  Dr  Ross  accepted  the  position  as  chairman  and 
professor  of  the  division  of  family  practice,  department  of 
family  practice  and  community  medicine  at  The  University  of 
Texas  Southwestern  Medical  School  at  Dallas.  The  idea  of 
bringing  in  this  rural  family  physician  to  help  encourage 
young  residents  to  take  up  practice  in  rural  areas  was  new.  “It 
was  a culture  shock  for  all  of  us,”  he  laughed,  “the  medical 
school,  Dallas,  and  myself.  The  results,”  he  mused,  “won  t be 
known  for  many  years.  But  that’s  the  bet,”  he  said.  “Twenty- 
two  years  of  rural  practice  experience  may  benefit  some 
medical  students  and  residents,  but  this  isn’t  something  one 
can  quantify.  The  only  heritage  I can  leave  behind  is  my 
effect  on  these  young  physicians  and  hope  that  they  will  pro- 
vide good  care  for  my  kids.” 

Relationships  with  students  are  important  to  Dr  Ross  on 
campus  as  well  as  within  the  TMA.  At  Southwestern,  he 
sponsors  the  Family  Practice  Club  and  is  responsible  for  in- 
cluding an  emphasis  on  family  practice  in  the  medical  school 
curriculum.  He  has  organized  seminars  for  senior  students 
on  the  economics  of  medical  care,  dealing  with  both  urban 
and  rural  situations.  He  also  invites  residents  in  family  prac- 
tice who  are  graduates  of  the  Dallas  program  to  talk  about 
their  residencies. 

Dr  Ross  has  served  nine  years  on  the  TMA  Council  on 
Medical  Education,  serving  as  chairman  for  five  years.  A let- 
ter presented  to  him  at  the  end  of  his  chairmanship  in  1 980 
stated  in  part:  “The  immeasurable  strides  made  by  the  Coun- 
cil on  Medical  Education  during  your  tenure  as  a member, 
and  especially  as  chairman,  will  be  felt  for  many  years  to 
come  . . . You  have  been  a truly  positive  dynamic  force  in  the 
interactions  of  medical  education  and  the  practice  of  medi- 
cine in  Texas.  Your  guidance  and  foresight  have  had  signifi- 
cant impact  in  the  realms  of  legislation,  education,  family 
practice,  data  on  research,  and  health  care  access  ap- 
proaches in  Texas.” 

Dr  Ross  has  been  active  in  a number  of  other  organiza- 
tions as  well.  He  is  a member  of  the  American  Medical  Asso- 
ciation and  the  AMA  Advisory  Committee  on  Graduate 
Medical  Education;  the  Texas  Hospital  Association  where  he 
serves  as  chairman  to  the  Committee  on  Federally  Financed 


Programs;  and  the  Texas  Institute  for  Medical  Assessment, 
having  served  as  president  during  1 979-1 980.  He  serves  as 
consultant  to  the  M.D.  Anderson  Cancer  Control  Advisory 
Committee  and  is  a member  of  many  other  medically-related 
organizations. 

Bill  Ross  has  always  pursued  a number  of  interests  of 
which  medicine  is  but  one.  “I  like  everything  there  is  on  this 
planet,”  he  said.  “My  father  taught  me  a sense  of  values  that 
was  more  pronounced  than  I thought."  Some  of  these  inter- 
ests include  land,  trees,  grass  for  cattle,  rocks,  fossils,  wild 
life,  reading,  and  the  bass  fiddle. 

Whenever  he  can,  he  and  his  wife,  Elizabeth  Jane,  head 
back  to  Mount  Enterprise  where  they  stay  at  their  800-acre 
family  homestead,  the  Sugar  Hill  Ranch.  There  they  enjoy 
rock  hunting,  both  being  fascinated  by  fossils.  He  raises  hay 
and  pine  trees  there,  but  mostly  he  likes  to  “just  sit,”  looking 
about  and  listening  to  the  wind  and  birds.  For  many  years  this 
family  physician  also  raised  prize-winning  Beefmaster  cattle 
but  sold  his  herd  when  he  moved  to  Dallas. 

Elizabeth  Jane  and  Bill  Ross  have  five  children — William 
Griff  holds  degrees  in  English  and  history  and  lives  in  Austin; 
Stephanie  holds  a music  degree  in  piano,  is  married  to  Terry 
Coker,  and  lives  in  Dallas;  Lauren  is  a recent  graduate  of 
Austin  College  with  a degree  in  English;  James  Stephen  is  a 
freshman  art  student  at  North  Texas  State  University;  and 
Paula  Beth  is  a high  school  senior  in  Dallas. 

Turning  his  thoughts  back  to  medicine,  the  56-year-old 
physician  commented,  “The  public  has  strange  views  about 
medicine.  It’s  not  my  doctor,  it’s  those  doctors.  Young  doctors 
need  to  be  involved  and  not  only  to  tend  to  their  own  inter- 
ests. If  you  look  through  any  directory,  there  are  2,800  asso- 
ciations of  one  kind  or  other,  all  appearing  to  have  special 
interests  at  one  time  or  other.  There  must  be  politics  in  every- 
thing we  do.  That's  a part  of  our  society.  How  we  conduct 
ourselves  determines  if  we  are  statesmen  or  displacing  air.” 

When  asked  about  his  reaction  to  being  elected  as  presi- 
dent of  the  18,500-member  Association,  Dr  Ross  grew 
very  quiet,  “It  was  an  overwhelming  honor;  I was  terribly 
surprised.” 

And  then,  his  eyes  twinkling,  he  leaned  forward  and  said, 
“But,  the  nice  thing  about  being  the  lead  mule  is,  you  get  to 
enjoy  a change  in  scenery.” 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 
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works  well  in  your  office... 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad  spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


IVEOSPORIN  Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin  neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  otherextensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching,  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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IT’S  BEST  FOR  YOU 

The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Business 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
operated  solely  in  the  interest  of  its  physician  owner/mem- 
bers—and  the  members  can  see  proof  of  this. 

■ Profits  accrue  to  owner/members  In  the  past  two 
years,  over  $1,200,000  was  returned  to  policyholders  in 
dividends. 

■ Interest  on  deposits  Over  $428,000  interest  paid  on 
owner/member  deposits  — twice  each  year  since  the 
company’s  inception. 

■ Rate  reductions  Rates  were  reduced  in  1977,  1978,  1979 
and  1980. 

■ Claims  philosophy  No  claim  will  be  settled  without 
the  doctor’s  written  approval.  Claims  without  merit  are 
fought  in  court  — and  API  has  won  them  all. 

API,  a financially  secure,  all-physician-owned  company  is 
your  best  source  of  professional  liability  protection. 

To  join  your  colleagues  in  API,  a company  second  to  none 
in  service,  call  or  write  today. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 
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Oral  Suspension 

250  mg/5  ml 
100  and  200-ml 


sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


[J3DISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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We’re  looking  for  doctors  who 

need  a computer. 


too  expensive. 

The  Sequoia  Medical  System™  can 
pay  for  itself: 

• Increased  collections 

• Decreased  receivables 

• Improved  staff  efficiency 

Because  they  think  they  already 
have  firm  control  of  their  billing. 

The  Sequoia  Medical  System  auto- 
matically processes  billing 
paperwork: 

• Patient  statements 
•Third  party  claims 

• Collection  letters 

Because  they  think  they  have 
easy  access  to  vital  practice  data. 


• Daily  production  and  revenue 
analysis 

• On-line  access  to  4)6  million 
medical  journal  articles  in  the 
National  Library  of  Medicine 

• And  many  other  forms  of 
essential  data 

Because  they  think  a computer  is 
administratively  disruptive. 

The  Sequoia  Medical  System  is 

designed  to  blend  smoothly  into 

solo  and  small  group  practices: 

• Easy  to  use 

• Pre-programmed,  tum-key  system 


• Includes  training,  installation, 
local  service  and  support 

Because  they  haven't  seen  a 
Sequoia  Medical  System. 

Sequoia  can  provide  more  time  for 
health  care  in  your  practice.  While 
it’s  taking  care  of  business . . . you’re 
taking  care  of  patients. 

Start  looking  into  the  benefits  of  a 
computer  today  by  calling 
Sequoia  Group.  Call  toll  free 
(800)  227-2360:  in  California 
(800)  772-2655 ...  or  write  for  our 
brochure. 


The  Sequoia  Medical  System 
provides  information  immediately: 

• Aged  receivable  reports 

• Procedure  and  diagnosis  analysis 


SEQUOIA  GROUP" 

INCORPORATED 

1100  larkspur  Landing  Circle,  Larkspur,  CA  94939 

Atlanta.  Birmingham.  Boston.  Buffalo.  Charlotte.  Chicago.  Cleveland.  Columbus.  Dallas.  Denver.  Detroit. 

Hartford.  Houston.  Indianapolis.  Irvine.  Kansas  City.  Das  Angeles.  Memphis.  Miami.  Minneapolis.  Nashville. 

New  Orleans.  New  York  City.  Norfolk.  Oklahoma  City.  Philadelphia.  Phoenix.  Pittsburgh,  Portland.  Salt  Dike 
City.  San  Diego.  San  Francisco.  Seattle.  St.  Louis.  Tcimpa.  Washington.  I ).C 


Specify 


Ready 
to  teach 
home 
nursing, 

first  aid, 
parenting, 

child  care, 
water 
safety, 
CPR. 

Red  Cross: 

Ready  for  a new  century. 


A Public  Service  of  This  Magazine  IJWI 
& The  Advertising  Council  <5vk' 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium5  (chlordiazepoxide  MCI/Roche)  to  known  addiction-prone 
Individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothlazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax,  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
dlazepoxide  MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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The  proven  antispasmodic  and 
antisecretory  actions  of  Quarzan® 
(clidinium  bromide/Roche)  for 
the  ulcer 


The  well-known  antianxiety  action 
of  Librium®  (chlordiazepoxide 
MCl/Roche)  for  the  accompany- 
ing anxiety  found  in  many  ulcer 
patients 


ubrax 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br 


Antianxiety/Antbecretory/Antbpasmodic 


Librax  has  been  evaluated  as  possibly  effective  for 
this  indication  Please  see  brief  summary  of  pre- 
scribing information  on  facing  page 

Photograph  of  simulated  gastric  hypersecretion. 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 
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Tenuate  Dospan  e 

(diethylpropion 
hydrochloride  NF) 


75  mg.  controlled-release  tablets 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  req i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Warnings 
and  Precautions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  18  separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 

Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 
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controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 

Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse.  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result). 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  Drug  Dependence.  Tenuate 
has  some  chemical  and  pharmacologic  similarities  to  the  amphetamines  and  other  related  stim- 
ulant drugs  that  have  been  extensively  abused.  There  have  been  reports  of  subjects  becoming 
psychologically  dependent  on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight  reduction  program.  Abuse 
of  amphetamines  and  related  drugs  may  be  associated  with  varying  degrees  of  psychologic  de- 
pendence and  social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe  There  are 
reports  of  patients  who  have  increased  the  dosage  to  many  times  that  recommended . Abrupt 
cessation  following  prolonged  high  dosage  administration  results  in  extreme  fatigue  and  men- 
tal depression;  changes  are  also  noted  on  the  sleep  EEG  Manifestations  of  chronic  intoxication 
with  anorectic  drugs  include  severe  dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and 
personality  changes  The  most  severe  manifestation  of  chronic  intoxications  is  psychosis,  often 
clinically  indistinguishable  from  schizophrenia.  Use  in  Pregnancy  Although  rat  and  human  repro- 
ductive studies  have  not  indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are  preg- 
nant or  may  become  pregnant  requires  that  the  potential  benefits  be  weighed  against  the  potential 
risks.  Use  in  Children  Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias.  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen  Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine.  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary. 
ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia.  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous  System 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses.  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride)  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger. 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning.  Tenuate  is  not  recommended  for  use  in  children  under  12  years 
of  age 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia, 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse.  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard.  Intravenous  phentolamine  (Regitine " ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage. 
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Isoflurane  (Forane) — in  search  of  the  ideal  anesthetic 

Noel  W.  Lawson,  MD;  Gabor  B.  Racz,  MD 

Genuine  anesthesia  was  introduced  in  the  mid-19th  century 
with  the  discovery  of  the  anesthetic  properties  of  ether,  ni- 
trous oxide,  and  chloroform.  Eighty  years  passed  before  new 
impetus  appeared  to  develop  additional  anesthetic  agents. 
This  gap  was  due  largely  to  the  reliability  and  quality  of  anes- 
thesia that  these  early  agents  produced.  The  continued  use 
of  nitrous  oxide  today  attests  to  its  excellence  as  an  anes- 
thetic supplement.  Ether  might  still  be  used  today  but  for 
its  undesirable  flammability  in  the  modern  electronically 
equipped  operating  room. 

The  early  1 920s  saw  the  parallel  growth  of  pharmacoiogy, 
anesthesiology,  and  surgery  as  specialties  with  expanding 
scientific  and  technical  bases,  giving  rise  to  the  search  for 
anesthetics  with  greater  flexibility  and  safety  than  ether  or 
chloroform.  Fig  1 is  a list  of  the  properties  of  the  ideal  anes- 
thetic agent  being  sought  in  that  period.  Other  desirable 
properties,  such  as  muscle  relaxation,  have  since  been 
added,  but  the  list  remains  valid  as  criteria  against  which 
modern  anesthetic  agents  can  be  judged. 

Several  new  anesthetic  agents  were  introduced  between 
1 925  and  1 945,  many  of  them  serendipitous  discoveries. 
Cyclopropane  is  one  such  example.  Its  fast  onset  of  anesthe- 
sia and  circulatory  support  made  it  the  most  important  of  the 
anesthetics  discovered  in  that  era. 

Despite  their  excellence,  the  anesthetic  agents  available 
by  1 950  fell  far  short  of  the  goal  of  the  ideal  anesthetic.  They 
all  possessed  one  or  both  of  two  defects.  They  were  explo- 
sive when  given  in  oxygen  (eg,  ether,  cyclopropane)  or  they 
had  toxic  effects  (eg,  chloroform,  trichloroethylene). 

Ironically,  fluorine  technology,  necessary  in  making  the 
atom  bomb,  provided  a quantum  leap  in  our  quest  for  the 
ideal  anesthetic.  This  technology  demonstrated  that  the  addi- 
tion of  halogens  to  hydrocarbon  compounds  decreased  flam- 
mability while  increasing  the  stability  of  the  compound.  The 
stability  would  reduce  metabolism  and  thus  toxicity.  The  door 
was  opened  to  invent  distinctive  anesthetics  through  molecu- 
lar engineering  rather  than  await  their  chance  discovery.  The 
result  was  a new  generation  of  fluorine-containing  hydrocar- 
bon anesthetics,  the  first  of  which  was  fluroxene  (Fluoromar) 
synthesized  by  Shukys  in  1951 . Fluroxene  was  only  partially 
successful  in  that  it  was  flammable  at  high  concentrations 
and  produced  excessive  nausea  and  vomiting.  Nevertheless, 
this  first  attempt  at  molecular  engineering  was  rewarding. 
Through  some  brilliant  predictions  of  molecular  structure, 
halothane  (Fluothane)  was  synthesized  in  1956  by  Suckling 
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and  Raventos.  It  was  immediately  hailed  as  the  anesthetic 
seemingly  meeting  all  the  criteria  outlined  in  Fig  1 . Halothane 
did  indeed  revolutionize  the  safety  and  care  of  patients  dur- 
ing anesthesia.  The  search  for  new  anesthetics  was  tem- 
porarily halted  but  resumed  as  it  became  apparent  that 
halothane  had  limitations.  It  caused  severe  respiratory  and 
circulatory  depression  at  surgical  levels  of  anesthesia  and 
sensitized  the  myocardium  to  the  effects  of  epinephrine. 
These  problems  were  minor  compared  to  the  indictment 
halothane  received  linking  it  to  rare  cases  of  postoperative 
hepatic  necrosis.  Proof  of  this  cause-and-effect  relation  is 
still  lacking.  It  has  remained  one  of  the  safest  and  most  popu- 
lar anesthetics  for  more  than  two  decades. 

Continued  research  showed  that  halogenated  ethers  might 
be  more  promising  as  a group  since  they  did  not  increase 
ventricular  irritability.  Back  to  square  one — ether.  Methoxy- 
flurane  (Penthrane)  was  the  first  of  this  line  to  enjoy  popu- 
larity. It  was  synthesized  in  1 958  by  Larsen  as  a halogenated 
methyl-ethyl  ether.  Methoxyflurane  produced  a stable  car- 
diovascular system  and  was  nonflammable  as  predicted.  The 
coup  de  grace  was  delivered  upon  discovery  that  methoxy- 
flurane, like  halothane,  was  highly  biodegradable  yielding 
nephrotoxic  inorganic  fluoride  in  a dose-related  manner  (Fig 
2).  Until  this  time,  inhalation  anesthetics  were  thought  to  be 
biologically  inert.  Biometabolism  is  now  a very  important  cri- 
terion for  the  perfect  anesthetic  to  avert  toxic  side  effects. 

Enflurane  (Ethrane)  was  the  next  methyl-ethyl  ether  of- 
fered to  the  medical  community.  This  compound  was  syn- 
thesized in  1 963  by  Terrell  and  the  result  was  an  inhalation 
anesthetic  that  was  superior  in  many  ways  to  ether,  methoxy- 
flurane, or  halothane.  It  provided  a stable  heart  rhythm  and 
circulation  with  little  sensitization  of  the  myocardium  to  epi- 
nephrine. Superior  muscle  relaxation  was  provided,  and  the 
agent’s  low  blood  solubility  produced  rapid,  pleasant  induc- 
tion and  recovery  from  anesthesia  that  compared  favorably 
to  halothane.  It  was  nonflammable  and  differed  markedly 
from  methoxyflurane  or  halothane  in  its  resistence  to  bio- 
degradation. 

Two  years  after  Terrell  synthesized  enflurane  he  syn- 
thesized its  chemical  isomer,  isoflurane  (Forane).  Early  ani- 
mal studies  indicated  that  this  isomer  would  be  superior  even 
to  enflurane.  Enflurane  was  marketed  first  in  the  early  1970s 
and  isoflurane  was  soon  to  follow.  However,  isoflurane  was 
more  difficult  to  synthesize  and  purify,  which  nearly  led  to  its 
abandonment.  How  isoflurane  finally  reached  the  public  is  a 
story  in  itself.  From  the  time  of  its  synthesis  in  1 965,  a hiatus 
of  1 5 years  would  occur  before  its  final  approval  by  the  FDA 
in  1 980.  Its  release  was  delayed  five  years  by  a spurious  re- 
port of  its  carcinogenicity.  In  the  interim  we  gained  nearly  a 
decade  of  experience  with  enflurane. 

Enflurane  lived  up  to  its  promises,  and  toxic  organ  injury 
following  its  use  was  negligible.  As  a result,  enflurane  began 
to  surpass  halothane  in  the  late  1 970s  as  the  most  widely 
used  potent  inhalation  anesthetic.  But  some  minor  difficulties 
existed.  It  was  a much  more  potent  respiratory  depressant 
than  halothane,  and  it  caused  stimulation  of  the  brain  such 
that  seizures  could  be  produced  at  high  concentration.  Iso- 
flurane offered  the  promise  to  overcome  these  problems.’ 2 

Never  in  American  pharmaceutical  history  has  a drug  been 
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so  extensively  studied  before  its  release  as  isoflurane.  Even 
after  it  had  been  approved,  Ohio  Medical  Products  con- 
ducted a joint  Canadian  and  US  clinical  study  of  isoflurane 
involving  more  than  3,000  patients  ranging  in  age  from  new- 
born to  1 00  years.  The  surgical  procedures  ranged  from  myr- 
ingotomy to  open  heart  surgery.  Thus,  isoflurane  came  to  the 
market  with  fewer  surprises  than  any  preceding  anesthetic. 
How  does  it  measure  up? 

Isoflurane  is  compatible  with  all  ancillary  drugs  currently 
used  in  anesthesia  and  is  not  carcinogenic.  It  is  almost  meta- 
bolically  inert.  Less  than  0.2%  (Fig  2)  undergoes  biotransfor- 
mation, and  the  agent  is  excreted  primarily  by  the  lungs.3 
This  is  from  1/10  to  1/100  less  biodegradation  than  the  other 
available  anesthetics  and  should  markedly  reduce  toxicity. 
Indeed,  isoflurane  does  not  produce  any  detectable  organ 
damage  in  animals  or  humans  challenged  with  chronic  ex- 
posure.4 Isoflurane  does  not  appear  to  produce  liver  injury.5 
This  biologic  quality  is  also  attributed  to  its  physical  stability.  It 
is  nonflammable  and  does  not  decompose  and  therefore  re- 
quires no  preservatives  as  do  halothane  and  methoxyflurane. 

Isoflurane  is  more  potent  and  less  soluble  in  blood  than 
enflurane  and  can  be  given  in  near  1 00%  oxygen.  These 
properties  enhance  the  speed  of  induction  and  recovery  over 
that  of  the  other  anesthetics.  Anesthetic  depth  can  be 
changed  quickly  making  isoflurane  a choice  anesthetic  for 
outpatient  surgery.  Isoflurane  produces  excellent  muscle  re- 
laxation alone,  thus  reducing  the  requirements  for  additional 
muscle  relaxants  to  one-half  to  one-third  the  dosages  that 
normally  are  used  with  halothane.6  The  cardiac  mechanism 
is  stabilized,  and  isoflurane  does  not  sensitize  the  myocar- 
dium to  epinephrine-induced  arrhythmias.  Unlike  other  anes- 
thetics, cardiac  output  is  usually  sustained  during  isoflurane 
anesthesia  but  blood  pressure  can  be  reduced  in  a dose- 
related  manner.7  The  respiratory  depression  produced  is 
equal  to  that  of  halothane  but  is  much  less  than  that  of 
enflurane. 

Isoflurane,  in  contrast  to  enflurane,  does  not  produce  sei- 
zure activity.8  Cerebral  blood  flow  is  increased  but  not  to  the 
same  degree  as  that  seen  with  enflurane  and  halothane.9 
This  may  reduce  its  use  in  neurosurgical  procedures  where 
elevations  in  intracranial  pressure  may  be  harmful. 

All  of  the  potent  inhalation  anesthetics  equally  depress 
contraction  in  the  gravid  uterus  by  about  50%  at  anesthetic 
concentrations.10  Isoflurane  might  be  more  useful  than 
halothane  in  those  circumstances  where  rapid  uterine  relaxa- 
tion is  required;  however,  the  safety  of  isoflurane  to  the 
mother  and  fetus  has  not  yet  been  established. 

On  balance,  isoflurane  is  a superior  anesthetic.  It  has  two 
minor  flaws  which  may  inhibit  its  use:  smell  and  cost.  Iso- 
flurane is  more  pungent  than  the  other  inhaled  anesthetics.  It 
is  not  an  airway  irritant  but  patients  may  hold  their  breath  and 
thus  delay  induction  when  anesthesia  is  induced  by  mask. 
This  has  not  been  a problem  in  our  experience,  even  with 
children,  although  it  has  been  reported.11 

The  synthesis  and  purification  of  this  drug  is  expensive. 

The  cost  of  development,  testing,  and  marketing  delays  will 
likely  produce  another  hiatus  in  the  search  for  any  other  new 
inhaled  anesthetics.  Rather  than  give  up  a good  anesthetic 
for  economic  reasons,  isoflurane  may  encourage  less  waste- 


1 Characteristics  of  the  perfect  anesthetic. 

Potency  to  permit  adequate  concentrations  of  oxygen  in  the  breathing  mixture 
Inert  so  it  does  not  undergo  biotransformation  and  is  removed  primarily  by  the 
lungs 

Low  solubility  in  blood  so  induction  time  is  rapid 
Insolubility  in  fat  to  reduce  recovery  time 

Nonreactive  with  the  alkali  used  for  carbon  dioxide  absorption  in  closed  circuit 
systems 

Nontoxic  to  organs  and  the  cardiac  mechanism 
Produce  smooth  induction  and  awakening 
Nonirritation  to  the  respiratory  tract 
Nonflammable 


2.  Percent  metabolism. 

Methoxyflurane 

50% 

Fluothane 

16-25% 

Ethrane 

2.5% 

Forane 

0.17% 

ful  means  of  anesthetic  delivery  such  as  low-flow,  closed  sys- 
tems. The  results  will  also  reduce  operating  room  pollution. 

Isoflurane  has  been  used  by  the  authors  for  more  than  six 
months,  and  there  have  been  no  surprises.  It  is  an  excellent 
and  safe  anesthetic  which  justifies  the  faith,  effort,  and  cost 
of  its  production  in  finally  giving  the  patient  and  the  anesthe- 
siology community  their  best,  and  likely  last,  anesthetic  gas. 
Isoflurane  is  not  the  perfect  anesthetic,  but  appears  closer  to 
that  ideal  than  any  other  inhaled  agent. 
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Update  on 

asbestos-associated 
pulmonary  disease 

This  review  presents  the  historic,  epidemiologic,  scien- 
tific, and  clinical  aspects  of  asbestos-associated  pulmo- 
nary diseases  which  are  steadily  continuing  to  increase. 
Only  by  applying  concerted  efforts  in  the  understanding 
of  the  various  occupational  and  biological  aspects  of  as- 
bestos exposure  will  the  physician  be  able  to  provide 
improved  surveillance,  diagnosis,  and  management  of 
these  diseases. 


The  purpose  of  this  review  is  to  acquaint  physicians  with  the 
historic,  epidemiologic,  scientific,  and  clinical  aspects  of  as- 
bestos-associated pulmonary  diseases.  As  we  enter  the 
1 980s,  these  diseases  will  continue  to  increase  in  incidence 
and  prevalence  and  will  assume  an  even  greater  role  in  the 
daily  practice  of  medicine. 

Asbestos,  derived  from  the  Greek  word  asbestos  mean- 
ing inextinguishable,1  describes  a group  of  fibrous  silicates 
used  in  a number  of  industrial  and  domestic  products.  As 
implied  by  the  Greek  description,  asbestos  is  virtually  inde- 
structible, being  resistant  to  heat  and  chemical  reactions. 
These  properties  give  asbestos  its  unique  physical  and  bio- 
logical characteristics. 

The  major  varieties  of  asbestos  in  order  of  their  decreasing 
commercial  importance  are  chrysotile,  crocidolite,  amosite, 
and  anthophyllite.2-6  Chrysotile  comprises  90%  of  the  as- 
bestos used  commercially.2-6  Mineralogically,  asbestos  is 
divided  into  two  classes:  serpentine  and  amphibole.  The  for- 
mer is  a sheet  silicate  whereas  the  latter  is  built  of  double 
panes  of  tetrahedra.  Chrysotile  is  the  principal  member  of  the 
serpentine  family  while  amosite,  crocidolite,  and  anthophyl- 
lite asbestos  make  up  the  major  components  of  the  amphi- 
bole family.2 

Asbestos  has  a long  and  venerable  history.  It  was  initially 
employed  by  the  ancient  Egyptians  for  the  making  of  pottery 
and  noncombustible  lamp  wicks  and  for  other  products  re- 
quiring fireproof  components.2  4 With  the  invention  of  the 
steam  engine  and  the  need  for  fire-resistant  insulating  mate- 
rials, asbestos  was  first  utilized  commercially  in  the  late  1 9th 
century.2-6  Since  that  time,  commercial  use  of  asbestos  has 
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steadily  increased  and  the  resulting  exposure  of  industrial 
workers  has  caused  increasing  numbers  of  asbestos-related 
pulmonary  diseases.  Only  in  the  past  14  years,  however,  (fol- 
lowing the  work  of  Selikoff  and  co-workers7)  has  medical  and 
public  interest  been  aroused  by  the  overwhelming  incidence 
of  pulmonary  diseases  secondary  to  occupational  exposure 
to  asbestos  or  asbestos-containing  products.8 

Epidemiological  studies 

Epidemiological  evidence  strongly  supports  an  association 
between  long-term  and  short-term  asbestos  exposure  and 
diseases  such  as  asbestosis,  bronchogenic  carcinoma,  gas- 
trointestinal cancer,  and  mesothelioma.3-33  Differences  in 
respiratory  cancer  mortality  rates  between  exposed  groups 
suggest  that  crocidolite  asbestos  may  be  more  carcinogenic 
than  chrysotile  asbestos,9  although  these  differences  are  dif- 
ficult to  identify  in  most  studies. 

It  has  been  suggested  that  the  presence  of  retained  as- 
bestos in  lung  tissues  constitutes  a continuing  exposure. 
These  in  situ,  or  residential,  exposures  are  of  concern  for 
cancer  as  well  as  asbestosis.  In  this  type  of  exposure  model 
the  direct  dose  as  well  as  the  time  in  situ  are  determinants  of 
the  disease  response.  In  the  mortality  follow-up  study  of  the 
Paterson,  NJ,  amosite  asbestos  factory  workers,  Seidman 
and  associates 10  found  that  work  exposure  to  amosite  as- 
bestos for  as  short  a period  as  one  month  was  associated 
with  an  increased  cancer  risk.  The  risk  of  cancer  increased 
with  longer  direct  exposure  (eg,  two  months,  three  months, 
or  six  months)  and  the  length  of  time  after  onset  of  work.  With 
very  brief  direct  exposure,  cancer  risk  was  increased  only 
after  25  to  35  years,  emphasizing  that  with  lighter  (or  brief) 
direct  exposure,  prolonged  follow-up  is  necessary  to  evalu- 
ate asbestos-associated  health  effects.  In  addition  to  dura- 
tion and  level  of  exposure,  the  age  at  initial  exposure  also 
appears  to  be  a major  determinant  of  the  disease  response. 
Heavy  direct  (and  prolonged)  asbestos  exposures  in  older 
men  appear  to  result  in  a very  large  increase  in  mortality  in  a 
relatively  brief  period  of  time,  five  to  1 4 years  after  initial  ex- 
posure as  inferred  by  onset  of  work. 

Cigarette  smokers  who  experience  long-term  exposure  to 
asbestos  have  a marked  increase  in  lung  cancer  incidence 
(1 0 to  92  fold)  compared  with  the  unexposed  nonsmoking 
population.3-2027-29  Even  nonsmokers  chronically  exposed  to 
asbestos  experience  a slightly  increased  risk  for  developing 
rare  tumors  such  as  malignant  mesothelioma,3-31  although 
recent  information  suggests  that  the  cessation  of  smoking, 
after  a number  of  years,  will  reduce  the  risk  of  lung  cancer.11 
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Interestingly,  no  correlation  has  been  demonstrated  between 
severity  of  asbestosis  and  cigarette  smoking  in  asbestos-ex- 
posed individuals.33 

In  1968,  the  possibility  that  asbestos-associated  disease 
might  be  an  important  problem  of  shipyard  workers  was  sug- 
gested, although  it  was  not  until  recently  that  these  risks 
were  examined  in  the  US.'2  Mapping  the  distribution  of  lung 
cancer  mortality  rates  from  1 950  to  1 969  among  males  re- 
vealed an  unexpected  pattern.13  The  counties  with  the  high- 
est rates  were  clustered  along  the  coastal  areas  of  the 
South — Texas,  Louisiana,  and  Florida — and  in  a series  of 
counties  along  the  southeast  Atlantic.  A subsequent  case- 
control  study  of  lung  cancer  diagnosed  among  residents  of 
coastal  Georgia  revealed  a significantly  increased  risk  asso- 
ciated with  employment  in  area  shipyards  in  World  War  II.14 
The  results  of  the  Georgia  study  and  reports  from  other  stud- 
ies in  Europe  and  the  United  States15  prompted  the  initiation 
of  a series  of  lung  cancer  case-control  studies  in  high  mor- 
tality coastal  areas,16  including  coastal  Texas.17  Results  from 
this  series  of  epidemiologic  studies  should  help  evaluate  the 
contribution  of  shipyard  asbestos  exposures  to  respiratory 
cancer  in  the  United  States. 

Biological  properties 

Asbestos  gains  entry  into  the  airways  via  inhalation  through 
either  the  nose  or  mouth.  Fibers  larger  than  1 00  (jl  in  length 
are  usually  filtered  out  by  the  nasal  passages.  Initial  process- 
ing of  the  uncoated  inhaled  fibers  occurs  through  interaction 
of  the  fibers  with  the  human  free  alveolar  macrophages 
(FAMs)  in  the  alveolar  ducts  and  alveoli.  The  FAMs  are 
metabolically  active  phagocytic  cells  which  are  responsible 
for  defending  the  lungs  against  inhaled  foreign  or  injurious 
compounds.34-36  Since  asbestos  is  virtually  indestructible,  it 
poses  a unique  problem  for  the  FAMs  in  their  attempt  to 
phagocytize  and  destroy  these  fibers.  FAMs  detoxify  as- 
bestos fibers  by  coating  them  with  cell  membrane  compo- 
nents, acid  mucopolysaccharides,  hemosiderin,  and  other 
cellular  components,  thus  converting  them  to  asbestos 
bodies.37'41  The  asbestos  bodies  are  less  pointed  than  the 
uncoated  asbestos  fibers  and  their  capacity  to  injure  the  al- 
veolar walls  during  expiratory  and  inspiratory  respiratory 
movements  is  decreased.  In  addition  to  phagocytosis  of  as- 
bestos by  FAMs,  another  valuable  lung  mechanism  for  re- 
moving foreign  particulates  is  the  mucociliary  transport.  This 
latter  mechanism  functions  by  means  of  the  rhythmic  beating 
of  the  cilia  of  the  respiratory  epithelial  cells  which  carries  for- 
eign material  cephalad  where  it  is  either  expectorated  or 


swallowed. 

In  vitro  studies  have  demonstrated  that  uncoated  asbestos 
fibers  are  cytotoxic  to  either  animal2  42  or  human36  lung  cells. 
Human  studies  employing  cultured  FAMs  have  demonstrated 
a dose-  and  time-dependent  effect  of  amosite  asbestos  on 
cell  viability.36  In  contrast,  studies  employing  asbestos  bodies 
obtained  from  necropsy  lung  specimens  of  former  asbes- 
tos workers  have  demonstrated  that  coated  asbestos  fibers 
are  relatively  nontoxic  compared  with  naked  fibers.43  This 
thought  that  asbestos  bodies  are  relatively  inert  was  first  ex- 
pressed by  Vorwald  and  associates  in  1 951 ,44  following  intra- 
tracheal injection  of  human  lung  asbestos  bodies  into  guinea 
pigs.  Figs  1 -4  depict  the  phagocytosis  of  asbestos  bodies 
and  fibers  by  cultured  FAMs. 

The  exact  mechanisms  for  the  synergistic  interaction  be- 
tween components  of  cigarette  smoke  and  asbestos  fibers  in 
production  of  human  lung  cancer  have  not  been  established. 
Some  investigators  have  suggested  that  carcinogenic  oils, 
trace  metals,  or  unknown  carcinogens  are  present  on  the 
surface  of  asbestos  fibers  and  are  responsible  for  these  syn- 
ergistic effects.45  47  Existing  evidence  also  supports  the  the- 
ory that  the  cocarcinogenic  properties  of  asbestos  are  a 
function  of  physical  rather  than  chemical  characteristics.27'28 
According  to  this  theory,  asbestos  acts  as  a storage  depot  for 
cigarette  tars  in  the  lungs  of  cigarette  smokers. 

Recent  studies  have  demonstrated  that  uncoated  as- 
bestos fibers  are  capable  of  adsorbing  components  of  ciga- 
rette smoke  and  transferring  these  compounds  into  artificial 
membranes5051  or  cultured  human  cells.48  52  Once  they  are 
transferred  from  the  surface  of  asbestos  fibers  into  cells, 
these  compounds  subsequently  undergo  metabolism  by  a 
membrane-bound  nonoxygenase  enzyme  system.48  52  This 
enzyme  system,  referred  to  as  aryl  hydrocarbon  hydroxylase 
(AHH),  is  responsible  for  metabolism  of  components  of  ciga- 
rette smoke  to  active  intermediate  forms  which  are  much 
more  potent  mutagens  and  carcinogens  than  the  parent 
molecules.  Because  of  these  properties,  AHH  has  been  im- 
plicated in  the  etiology  of  lung  cancer.53'62 

Studies  utilizing  cultured  human  FAMs  have  demonstrated 
asbestos  is  capable  of  exerting  a synergistic  effect  on  AHH 
induction  by  binding  components  of  cigarette  smoke.52  A re- 
cent report  has  also  documented  increased  AHH  levels  in 
cells  obtained  from  noncancer  and  lung  cancer  patients  oc- 
cupationally exposed  to  asbestos.63  In  this  series,  those  indi- 
viduals with  asbestos  exposure  and  histologically  confirmed 
lung  cancer  demonstrated  the  highest  AHH  levels  of  any  indi- 
viduals studied.  Thus,  it  has  been  hypothesized  that  as- 
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1 . Photomicrograph  revealing  attempted  phagocytosis  by  two  free  alveolar 
macrophages  (FAMs)  of  an  asbestos  body  The  phagocytosis  was  initiated  by 
incubating  FAMs  with  asbestos  bodies  for  a period  of  one  hour.  (PAP  stain, 
x 564). 


2.  Photomicrograph  showing  attempted  phagocytosis  of  an  asbestos  body 
by  FAMs.  This  slide  preparation  was  stained  with  Prussian  blue  and  the  dense 
iron  staining  portions  of  the  asbestos  body  are  seen  mainly  at  the  bulbous 
ends.  (Prussian  blue  stain;  x 564) 
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3.  Human  free  alveolar  macrophages  (FAMs)  incubated  in  vitro  for  30 
minutes  with  amosite  asbestos.  The  FAM  has  extended  a cellular  membrane 
covering  one  end  of  the  asbestos  fiber  and  encircling  its  length 
(SEM,  x 6,600). 


4.  Human  free  alveolar  macrophage  (FAM)  illustrating  phagocytosis  of 
multiple  asbestos  fibers.  The  cellular  membrane  has  covered  the  upper  fiber 
by  wrapping  around  it.  (SEM;  x 6,600). 
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5.  Sources  of  occupational  exposure  to  asbestos. 

1.  Shipbuilding  or  Renovation — lagger,  sailmaker-lagger,  mason,  painter, 
electrical  fitter,  sprayer,  asbestos  storeman,  welder,  shipfitter,  plumber, 
driller,  caulker,  boilermaker,  steamfitter 

2.  Manufacturer  or  Distribution  of  Asbestos-Containing  Products  (Asbestos 
cement  products,  friction  materials,  insulation  products,  paper  products, 
textiles,  milling,  etc) — spinner,  weaver,  bag  opener,  cutter  of  dried  products, 
carder,  blender,  bagger,  packer,  pelletizer,  card  loader,  crusher,  dryer  opera- 
tor, foreman,  laborer,  maintenance  worker,  mill  operator,  truck  driver,  heavy 
equipment  operator,  driller,  putty  manufacturing,  cardboard  manufacturing, 
automobile  makers,  welding  rod  manufacturing,  munitions  manufacturing, 
plaster  makers,  rubber  workers. 

3.  Construction  Sites  Which  Utilize  Asbestos  or  Asbestos-Containing  Materi- 
als— lagger,  painter,  insulation  worker,  spray  insulator,  carpenter,  mason, 
tile  layer,  demolition  worker,  heating  equipment  worker,  plumber,  welder, 
electrician,  janitorial  worker,  sheet  metal  worker,  and  various  other  laborers 
exposed  at  construction  sites. 

4.  Automobile  Repairs — brake  repairman,  body  repairman,  mechanics,  ser- 
vice station  attendants 

5.  Miscellaneous — repairmen,  maintenance  men,  engineers,  office  workers, 
laboratory  technicians,  shipping  personnel,  sailors,  longshoremen,  dock 
workers,  railroad  workers,  laundry  and  dry  cleaning  personnel,  residents 
near  asbestos  processing  and  textile  mills,  persons  living  on  or  near  roads 
where  asbestos  is  transported,  inhabitants  of  houses  with  asbestos  insula- 
tion, persons  living  in  homes  with  asbestos  workers  (spouses,  etc). 

Modified  from  references  3,  4,  74,  75. 


6.  Asbestos-containing  products. 

1 . Building  Materials — pipes  for  gas,  water  and  sewage;  cement  sheets  for 
interior  and  exterior  walls,  reinforced  asphalt  or  vinyl  floor  tiles,  linoleum, 
panels,  partitions,  clapboard,  asphalt  siding  and  shingles,  putties,  ceiling 
board,  millboard,  stucco,  plaster,  artificial  wood,  sound  proofing,  facing  of 
acoustical  tile,  asbestos  cements,  paint,  roof  coating  and  felt,  caulking 

2.  Electrical — transformers,  insulating  tape,  condensers,  cables,  spark  plugs, 
conduits,  electrical  wire  insulation,  switch  boxes,  circuit  breakers. 

3.  Friction  Materials — gaskets,  clutch  plates,  brakelinings,  conveyor  belting, 
seals,  bearing  packing 

4.  Insulation — insulation  blocks  and  board,  pipe  covering,  insulation  jackets, 
boiler  and  pipe  covering,  sprayed  on  structural  heat  insulation,  pot  holders, 
ironing  board  covers,  table  pads,  stove  mats,  auto  mufflers,  automobile  fire- 
wall and  hood  linings,  glove  linings. 

5.  Miscellaneous — fire  hoses,  filter  pads,  filter  paper,  artificial  snow,  filler  in 
rubber  goods,  cloth,  sheets,  blankets,  draperies,  yarn,  cord,  curtains,  rope, 
twine,  ribbon,  welding  electrodes,  gas  mask  filters,  filter  cloths,  catalyst 
supports  for  sulfuric  acid  production,  steam,  acid,  and  water  proof  bearings 
and  packing,  cardboard,  paper  products,  boat  hulls,  airplane  wings,  wicks 
for  lamps  and  oil  burners,  prison  cell  padding,  clay  for  pottery  and  sculpture, 
life  jackets,  fireproof  safety  clothing,  automobile  undercoatings,  asbestos 
reinforced  hard  standings  in  parking  lots,  asbestos  asphalt,  military  helmet 
liners,  piano  padding,  plastics,  rocket  reentry  nose  cones,  frying  pan  han- 
dles, motion  picture  screens,  mail  bags.  For  others  see  reference  75. 

Modified  from  references  3,  4,  74,  75. 


bestos  might  exert  harmful  biological  effects  on  human  lung 
cells  by  mediating  cytotoxicity  as  well  as  providing  a vehicle 
for  the  storage,  transportation,  and  potentiation  of  compo- 
nents of  cigarette  smoke  in  the  human  respiratory  tract.48  52  62 

The  above  studies  suggest  that  the  coating  of  raw  as- 
bestos fibers  by  FAMs  renders  the  fibers  less  cytotoxic.  In  an 
individual  who  is  exposed  to  large  quantities  of  asbestos  over 
a prolonged  period  of  time  the  pulmonary  defense  mecha- 
nisms become  overburdened  and  cannot  function  efficiently. 
When  this  occurs,  increased  numbers  of  the  uncoated,  more 
cytotoxic  fibers  begin  to  accumulate  in  the  lung  tissues.  The 
alveolar  tissue  response  to  an  overwhelming  number  of  un- 
coated fibers  is  one  of  inflammation,  cell  death,  and  fibrosis. 
Once  these  asbestos  fibers  make  their  way  into  interstitial 
lung  tissues,  they  are  relatively  indestructible  and  most  will 
remain  indefinitely.  They  then  provide  a focus  for  continuous 
irritation  and  cell  damage.  In  those  individuals  who  are  ciga- 
rette smokers,  asbestos  would  also  provide  continuous  pro- 
longed exposure  of  lung  cells  to  cigarette  tars  which  are 
adsorbed  to  the  fiber  surface.  The  subsequent  interactions 
between  asbestos  and  cigarette  tar  components  (in  smokers) 
provide  the  stimulus  for  the  development  of  lung  cancer  1 5 to 
20  years  following  initial  exposure. 

Role  of  the  primary  physician 

The  most  important  role  of  the  physician  in  control  of  as- 
bestos-related diseases  is  the  early  detection  of  those  indi- 
viduals who  are  at  risk  secondary  to  occupational  exposure. 
Fig  5 describes  the  major  occupational  sources  of  asbestos 
exposure.  If  the  physician  is  familiar  with  these  sources,  he 
or  she  will  have  a much  greater  opportunity  of  establishing  an 
early  diagnosis  of  asbestos-associated  pulmonary  disease. 
Occupations  which  provide  the  most  significant  exposure  are 
asbestos  mill  workers,  asbestos  textile  workers,  insulation 
workers,  sprayers  using  asbestos  insulation  slurries,  laggers 
installing  asbestos  insulation,  openers  of  bags  of  asbestos, 
demolition  workers  at  sites  where  asbestos  insulation  or 
products  exist,  and  ship  refitting  workers.4  Listed  in  Fig  6 are 
commonly  used  asbestos-containing  products  which  should 
be  considered  when  taking  an  occupational  history.  Other 
factors  to  be  considered  in  determining  the  degree  of  individ- 
ual occupational  asbestos  exposure  are  provided  in  Fig  7. 

Following  documentation  of  significant  asbestos  exposure 
in  an  individual,  the  physician  should  alert  the  patient  to  pos- 
sible complications  secondary  to  his  exposure.  The  most 
common  example  would  be  emphasizing  the  greatly  in- 
creased risk  of  lung  cancer  in  those  individuals  who  are 
chronically  exposed  to  asbestos  and  who  also  smoke  ciga- 
rettes. With  this  in  mind,  the  physician  should  advise  immedi- 
ate cessation  of  smoking. 

Clinical  diagnosis  of  asbestosis 

Clinical  diagnosis  of  asbestosis  may  be  made  in  one  of  two 
ways:  searching  for  evidence  of  asbestosis  in  the  presence 
of  known  exposure,  and  suspecting  exposure  in  the  pres- 
ence of  known  disease. 

In  an  asbestos-exposed  worker,  the  extent  of  exposure  is 
evaluated  by  considering  the  factors  in  Figs  5-7.  It  must  be 
remembered  that  there  is  a latent  period  of  10  to  20  years  or 
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longer  between  exposure  and  overt  disease,  so  that  acute 
changes  in  a recently  exposed  worker  are  probably  not  as- 
bestos-related. In  a worker  with  adequate  exposure  and  time 
since  exposure,  a definitive  diagnosis  of  asbestosis  rests  on 
chest  roentgenographic  findings  of  either  the  usual  lower 
lobe  reticulonodular  change  or  pleural  plaques.  Support  for 
a diagnosis  of  asbestosis  can  be  obtained  by  finding  fer- 
ruginous bodies  in  expectorated  sputum,64  an  altered  diffu- 
sion capacity  for  carbon  monoxide,  or  a restrictive  process 
with  loss  of  lung  volume  by  pulmonary  function  testing.34  In 
the  presence  of  an  appropriate  exposure  history  and  radio- 
graph consistent  with  asbestosis,  further  data  are  seldom 
necessary.  However,  if  tissue  proof  of  asbestosis  is  manda- 
tory for  medicolegal  purposes,  bronchoscopy  with  trans- 
bronchial  biopsy  is  usually  adequate  to  show  pathologic 
changes  as  well  as  the  presence  of  coated  asbestos  fibers 
(asbestos  bodies). 

Occasionally,  the  physician  will  be  faced  with  a patient  with 
apparent  asbestos-related  thoracic  disease  such  as  in  Fig  8, 
but  no  definitive  exposure  history.  In  that  case  a careful  re- 
view of  possible  occult  exposure  such  as  from  Fig  6 is  war- 
ranted. If  the  diagnosis  is  still  uncertain,  the  sputum  should 
be  examined  for  ferruginous  bodies,  and  if  clinically  or  legally 
indicated,  a tissue  sample  can  be  obtained  and  evaluated  by 
light  microscopic  and  electron  probe  analysis  to  determine 
the  amount  of  asbestos  present.  Quantitation  of  “normal" 
and  “abnormal”  amounts  of  asbestos  in  lung  tissue  is  a new 
procedure  at  Baylor  College  of  Medicine  and  holds  promise 
in  helping  to  define  asbestos-related  disease  in  its  occult 
presentations. 

Diagnosis  by  sputum  cytology 

The  practicing  physician  should  be  aware  of  sputum  cytology 
procedures  which  are  helpful  in  detecting  ferruginous  bodies 
(iron-coated  asbestos  or  other  type  fibers)  in  the  sputum  of 
individuals  chronically  exposed  to  asbestos.  A patient  may 
have  insufficient  interstitial  pulmonary  fibrosis  to  be  docu- 
mented by  chest  roentgenograms  or  pulmonary  function  test- 
ings and  yet  sputum  cytology  specimens  from  the  individuals 
can  be  screened  for  and  reveal  ferruginous  bodies.64-67  This 
screening  procedure  is  not  only  helpful  for  detecting  and  doc- 
umenting that  the  individual  has  had  sufficient  exposure  to 
asbestos,  but  it  is  also  beneficial  in  detecting  premalignant 
atypias  in  the  cells  of  the  respiratory  tract. 

In  addition  to  detection  of  ferruginous  bodies  in  sputum, 
methods  have  been  devised  for  the  isolation  and  con- 
centration of  ferruginous  bodies  from  lung  and  other  tissues 
by  a digestion  technique.6869  Indeed,  the  number  of  fer- 
ruginous bodies  in  lung  tissue  has  been  shown  to  correlate 
with  the  degree  of  pulmonary  interstitial  fibrosis  in  two  sepa- 
rate studies,69  70  although  other  factors,  such  as  infection  or 
abnormal  host  response  may  be  involved  in  the  progression 
from  moderate  to  severe  interstitial  fibrosis.70-71  Furthermore, 
there  is  a statistically  significant  correlation  between  the  con- 
centration of  pulmonary  ferruginous  bodies  and  the  likeli- 
hood that  a given  sputum  specimen  from  the  same  individual 
will  contain  ferruginous  bodies  (Ftoggli  VL,  Greenberg  SD, 
McLarty  J,  et  al,  unpublished  observations). 

Sophisticated  electron  microscopic  techniques  are  now 


7 Factors  determining  heavy  asbestos  exposure  * 

1.  Exposure  before  1950 

2.  Constant  exposure  to  high  levels 

3.  Long-term  exposure 

4.  Lack  of  use  of  protective  Inhalation  devices 

5.  Occupations  receiving  high  asbestos  exposure 

a.  Asbestos  mill  workers 

b.  Asbestos  textile  factory  workers 

c.  Sprayers  using  asbestos  insulation 

d.  Asbestos  insulation  laggers 

e.  Asbestos  bag  openers 

f.  Demolition  workers 

g.  Ship  refitters 

* Adapted  from  Asbestos-Related  Diseases  by  Preger  LP,  Arai  DT,  Kotin  P,  et 
al,  copyright  © Grune  & Stratton,  1 968.  Reprinted  with  permission  of  Grune  & 
Stratton 


8 Radiographic  manifestations  of  asbestosis. 

A Pulmonary  parenchyma 

1 . Reticulonodular  infiltrates  (predominantly  lower  lobe) 

2.  Mass  lesions  (bronchogenic  carcinoma) 

B Pleural 

1.  Plaques 

2.  Effusion 

3 Mesothelioma 


available  which  allow  the  determination  of  the  chemical  com- 
position of  the  fibrous  cores  of  individual  ferruginous  bodies 
isolated  from  tissues  by  the  digestion-concentration  tech- 
nique. Although  the  theoretical  and  technical  aspects  of  the 
electron  microprobe  or  energy  dispersive  x-ray  analysis 
(EDXA)  are  beyond  the  scope  of  this  review,  they  have  been 
thoroughly  discussed  elsewhere.72  EDXA,  in  combination 
with  selected  area  electron  diffraction  (SAED),  is  a powerful 
tool  which  the  pathologist  can  use  to  obtain  chemical  and 
crystallographic  information  not  only  about  ferruginous  body 
cores  from  asbestos  workers  or  the  general  population,  but 
about  other  inorganic  particulates,  as  well. 

By  utilizing  the  new  advanced  diagnostic  techniques, 
sputum  samples  and/or  bronchial  washings  can  be  used  to 
document  occult  asbestos  exposure  by  identification  of  as- 
bestos fiber  cores  in  ferruginous  bodies.  At  this  point,  the 
distinction  should  be  made  between  the  method  of  verifica- 
tion of  asbestos  exposure  just  described  and  the  diagnosis  of 
asbestosis  which  requires  radiographic  assessment  as  dis- 
cussed in  detail  in  the  section  on  clinical  diagnosis  of 
asbestosis. 

Case  report 

With  the  recent  increase  in  environmentally  related  diseases, 
knowledge  of  the  patient’s  occupation  is  very  important. 
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Such  an  example  is  the  following  case  report  in  which  the 
patient  had  been  chronically  exposed  to  asbestos  but  be- 
cause of  an  incomplete  occupational  history  the  clinical  diag- 
nosis of  asbestosis  was  long  overlooked. 

The  patient  was  a 73-year-old  black  man  with  a history  of 
cigarette  smoking  who  had  been  seen  at  the  Ben  Taub  Gen- 
eral Hospital  in  Houston  a number  of  times  for  various  pul- 
monary complaints.  His  pulmonary  symptoms  were  first 
documented  in  1969,  and  his  last  admission  was  in  1976, 
when  he  complained  of  fever  (105  F),  dyspnea,  and  cough. 
The  patient  had  been  admitted  one  month  earlier  with  similar 
symptoms  and  was  found  to  have  pneumonia.  Clinically,  an 
“insulinoma”  was  suspected.  The  patient  stated  that  he 
awoke  the  day  of  his  final  admission  and  was  “unable  to 
breathe."  He  further  stated  that  his  coughing  had  increased 
and  that  he  had  begun  to  bring  up  a thick,  purulent,  brown 
sputum.  He  also  complained  of  intermittent  chest  pains. 

During  the  patient's  hospitalization  one  week  earlier,  a 
bronchoscopy  had  been  performed  and  the  bronchial  wash- 
ings demonstrated  the  presence  of  ferruginous  bodies.  Sub- 
sequent questioning  of  the  patient  revealed  that  for  20  years 
(1945-1965)  he  had  been  employed  as  an  insulator,  working 
with  asbestos. 

Upon  the  patient’s  final  admission,  the  physical  examina- 
tion revealed  dullness  to  percussion  over  the  right  chest,  pos- 
teriorly, and  increased  fremitus  over  the  right  and  left  mid- 
chest, posteriorly.  He  also  had  decreased  breath  sounds  and 
diffuse  rales  and  rhonchi  over  the  right  chest  wall.  Tachycar- 
dia was  present.  The  chest  roentgenogram  showed  bilateral 
interstitial  infiltrates,  predominantly  in  the  lower  lobes,  which 
resolved  somewhat  following  antibiotic  treatment  (Fig  9).  His 
peripheral  white  blood  cell  count  showed  a leukocytosis  of 
30,000,  with  15%  to  25%  eosinophils.  An  electrocardiogram 
showed  arteriosclerotic  cardiovascular  disease,  suggesting 
an  old  myocardial  infarct. 

Three  days  following  his  admission,  the  patient  clinically 
appeared  to  be  improving.  He  was  in  “good  spirits"  and  in  no 
distress.  His  sputum  production  had  decreased  although 
rales  and  rhonchi  were  still  present.  However,  he  suddenly 
began  gasping  for  breath  and  sustained  a cardiac  arrest.  Re- 
suscitative  efforts  were  unsuccessful. 

The  major  findings  noted  at  necropsy  were  acute  bilateral 
bronchopneumonia  with  abscess  formation.  Clinically,  the 
pneumonia  had  been  thought  to  be  staphylococcal  on  the 
basis  of  sputum  cultures;  however,  at  necropsy,  cultures  of 
the  lung  grew  E coli.  Severe  interstitial  fibrosis  of  the  lungs 
was  also  present  and  the  combination  of  the  pneumonia  with 
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the  interstitial  fibrosis  was  thought  to  be  the  cause  of  death. 
Microscopic  examination  of  the  lungs  revealed  diffuse  inter- 
stitial fibrosis  (DIF)  and  numerous  ferruginous  bodies  consis- 
tent with  asbestosis.  Other  necropsy  findings  included 
severe  panlobular  emphysema,  severe  and  diffuse  ar- 
teriosclerotic occlusive  vascular  disease,  arteriosclerotic  dis- 
ease of  the  heart,  and  bilateral  moderate  nephrosclerosis. 

Determination  of  ferruginous  body  (FB)  counts  by  diges- 
tion of  5 gm  of  the  lower  lobe  of  the  lung  in  5.25%  sodium 
hypochlorite  solution  (commercial  Clorox  bleach)  demon- 
strated 10,120  FB/gm  lung  (wet  formalin-fixed  weight).  For 
comparison,  the  counts  from  an  adult  autopsy  population 
with  no  known  occupational  exposure  to  asbestos  range 
from  0 to  20  FB/gm,  with  FBs  identified  in  over  90%  of  sam- 
ples from  the  “general  population."  EDXA  studies  on  1 1 FB 
isolated  from  this  patient’s  lungs  demonstrated  an  asbestos 
core  with  a composition  of  amosite  or  crocidolite,  and  SAED 
studies  on  three  cores  showed  a crystallographic  pattern  of 
the  type  seen  in  amphibole  asbestos  (Fig  10).  Blood  cultures 
obtained  at  the  time  of  necropsy  were  negative. 

Summary 

This  review  contains  a classic  example  of  a patient  with 
heavy  exposure  to  asbestos  whose  occupational  history  was 
ignored  because  of  other  clinical  problems  which  were  as- 
sumed to  be  responsible  for  his  lung  disease.  It  is  empha- 
sized that  many  patients  will  not  reveal  an  occupational 


9 Chest  roentgenogram  demonstrating  the  bilateral  lobe  interstitial  infiltrates 
of  asbestosis,  with  superimposed  alveolar  filling  defects  of  broncho- 
pneumonia 
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asbestos  exposure  to  their  physician,  either  because  they 
are  not  aware  of  it  or  do  not  understand  its  significance  to 
their  health  and  present  illness.  It  is,  therefore,  the  respon- 
sibility of  the  attending  physician  to  carefully  question  each 
patient  to  insure  that  his  occupation  has  not  been  associated 
with  exposure  to  asbestos.  Such  concerted  efforts  by  the 
primary  physician  in  screening  of  patients  occupationally 
exposed  to  asbestos  are  extremely  important  for  early  de- 
tection of  asbestos-associated  lung  diseases.  Only  by  un- 
derstanding the  various  occupational,  epidemiological, 
biological,  and  clinical  aspects  of  asbestos  exposure  will  the 
primary  care  physician  be  able  to  provide  improved  sur- 
veillance, diagnosis,  and  management  of  these  diseases. 
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Legionnaires’  disease 

Although  Legionnaires’  disease  is  now  known  to  occur 
worldwide,  it  was  not  until  the  well-publicized  outbreak 
of  the  disease  more  than  four  years  ago  that  investiga- 
tors began  their  concerted  study  of  the  disease  and  its 
cause.  This  report  reviews  the  epidemiology,  pathology, 
clinical  features,  diagnostic  studies,  and  treatment  of 
Legionnaires’  disease. 


More  than  four  years  have  passed  since  the  Philadelphia  out- 
break brought  Legionnaires'  disease  to  worldwide  attention. 
Since  that  outbreak,  investigators  have  focused  on  eluci- 
dating the  nature  of  the  disease  and  of  its  etiologic  agent, 
Legionella  pneumophila.  It  is  now  known  that  Legionnaires’ 
disease  occurs  throughout  the  world  and  that  L pneumophila 
has  been  present,  though  unrecognized,  for  years.’ 2 

Outbreaks  of  Legionnaires'  disease  tend  to  occur  in  sum- 
mer and  early  fall,  while  sporadic  cases  occur  year  round. 

The  mortality  is  about  1 5%  in  untreated  cases  and  can  be 
reduced  by  about  one-half  with  appropriate  antibiotic  treat- 
ment.3 Significant  risk  factors  include  being  over  40  years  old, 
Caucasian,  male,  an  abuser  of  tobacco  or  ethanol,  and  hav- 
ing an  underlying  chronic  disease.  Immunosuppressed  pa- 
tients are  particularly  predisposed  to  Legionnaires'  disease, 
especially  renal  transplant  recipients.' 4 Evidence  of  sero- 
reactivity  without  clinical  disease  suggests  asymptomatic 
infection.5 

The  question  of  how  the  disease  is  spread  has  not  been 
definitively  answered,  but  several  well-controlled  epidemio- 
logic studies,  some  done  retrospectively,  suggest  spread  by 
the  airborne  route  from  environmental  sources.  Person  to 
person  spread  is  not  a problem.  Outbreaks  tend  to  be  associ- 
ated with  institutions  or  other  buildings  where  large  numbers 
of  people  are  found.  Buildings  with  air  conditioning  units,  es- 
pecially those  with  water  cooling  towers,  tend  to  be  locations 
of  outbreaks.  Excavation  is  frequently  in  progress  near  the 
outbreak.’  26  7 Legionnaires'  disease  also  can  be  a nosoco- 
mial infection.4 
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Pathology 

Consistent  pathologic  changes  of  Legionnaires’  disease  are 
found  only  in  lungs.  The  alveoli  are  filled  with  polymorpho- 
nuclear leukocytes,  macrophages,  fibrin,  and  necrotic  al- 
veolar pneumocytes,  while  bronchi  are  relatively  spared. 
Untreated,  the  lesions  may  progress  to  abscesses  from 
which  the  organism  can  be  isolated. 

Capillary  and  epithelial  basement  membranes  remain 
intact  in  contrast  to  pseudomonas  or  staphylococcal  pneu- 
monias that  are  associated  with  necrotizing  vasculitis.  Or- 
ganisms are  seen  primarily  within  alveolar  macrophages  and 
polymorphonuclear  leukocytes.89  Histologic  examinations  of 
lung  biopsies  from  survivors  late  in  the  course  of  their  illness 
and  of  autopsy  lung  specimens  following  a protracted  clinical 
course  indicate  that  fibrosis  occurs.  This  suggests  that  some 
patients  with  widespread  pneumonia  may  suffer  severe  im- 
pairment of  pulmonary  function  as  sequelae  of  the  disease.’0 

Clinical  features 

The  typical  syndrome  of  Legionnaires’  disease  has  been  de- 
scribed (Fig  1 ).  Usually,  the  patient  is  in  the  sixth  decade, 
although  patients  range  from  2 to  84  years  old.’  They  present 
with  fatigue,  malaise,  myalgias,  headache,  high  tempera- 
tures (39  C to  40.5  C),  diarrhea,  cough,  tachypnea,  dyspnea, 
pleuritic  chest  pain,  and  encephalopathy  out  of  proportion  to 
the  degree  of  hypoxemia.  The  pneumonia  is  initially  detected 
on  physical  examination  as  rales  over  the  involved  area  and 
on  chest  roentgenograms  as  a patchy  infiltrate  which  rapidly 
progresses  to  frank  lobar  consolidation.  Pleural  effusions 
are  clinically  significant  only  in  patients  receiving  cortico- 
steroids.2"6’’  Laboratory  features,  considered  individually, 
are  nonspecific,  but  as  a whole  may  suggest  Legionnaires’ 
disease.  Leukocytosis  with  a shift  to  the  left,  elevated  eryth- 
rocyte sedimentation  rate,  proteinuria,  mildly  abnormal  liver 
function  tests,  hyponatremia,  hypophosphatemia,  hypox- 
emia, and  hypocapnea  are  well-documented  laboratory  find- 
ings. Gram-stained  sputum  has  few  leukocytes  and  few  or  no 
bacteria  on  microscopic  examination.  (In  other  words,  gram- 
stained  sputum  is  not  specific  and  adds  little  to  help  make  the 
diagnosis  of  Legionnaires’  disease.)  Studies  of  stool  have 
shown  no  inflammatory  cells,  mucous,  or  organisms  that  can 
be  identified.  Cerebrospinal  fluid  has  been  normal.346 

Diagnostic  studies 

Several  diagnostic  laboratory  procedures  for  Legionnaires’ 
disease  have  been  described.  The  indirect  fluorescent  anti- 
body test  (IFA)  and  microagglutination  test  detect  antibodies 
to  L pneumophila  in  serum.  A four-fold  in  antibody  titer  to 
1 : 1 28  (or  greater)  dilution  from  acute-phase  to  convales- 
cent-phase sera  (separated  by  at  least  three  weeks)  is  di- 
agnostic of  recent  infection  with  L pneumophila.  A titer  of 
1 : 256  (or  greater)  for  a single  serum  sample  is  presumed 
evidence  of  infection  at  some  indeterminate  time.  The  ob- 
vious problem  with  using  sero-conversion  for  diagnosis  is  the 
delay  in  receiving  results.  By  the  time  information  is  available 
the  patient  is  either  well  or  deceased. 

Although  less  often  diagnostic  than  IFA  or  microagglutina- 
tion titer,  the  direct  immunofluorescent  antibody  stain  (DIF)  of 
appropriate  samples  can  yield  diagnostic  information  within 
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hours.  Suitable  samples  for  DIF  include  lung  tissue  (fresh, 
fresh-frozen,  formalin-fixed),  sputum  (especially  if  obtained 
by  transtracheal  aspiration  or  bronchoscopy),  and  pleural 
fluid.14 

Immunologic  reactions,  direct  and  indirect,  are  compli- 
cated by  the  existence  of  four  distinct  serotypes  of  L pneu- 
mophila that  do  not  cross-react.  Serotype  I includes  27 
strains;  the  Knoxville  strain  is  the  prototype.  Serotype  II  in- 
cludes Togus  1 and  Atlanta  2.  Serotypes  III  and  IV  contain 
Bloomington  2 and  Los  Angeles  1 respectively. 15-17  Therefore 
it  is  necessary  to  do  DIF,  microagglutination,  or  IFA  for  all  four 
serotypes.  Where  laboratory  facilities  are  minimal,  testing 
might  be  performed  for  serotype  I since  most  strains  belong 
to  that  serogroup. 

The  Dieterle  silver-impregnation  stain  effectively  stains  L 
pneumophila  in  tissue  sections.  This  stain  appears  to  be  as 
sensitive  as  DIF  stain  but  is  much  less  specific.  Other  silver- 
containing  stains  have  been  used  but  are  less  consistent  in 
results  obtained.1819 

Cultural  diagnosis  of  Legionnaires'  disease  is  very  difficult 
unless  lung  is  cultured  on  special  media.  Several  artificial 
media  capable  of  supporting  growth  of  L pneumophila  have 
evolved  since  the  initial  isolation.  The  first  was  Mueller- 
Flinton  agar  supplemented  with  1%  hemoglobin  and  1%  Iso- 
VitaleX.  Feeley-Gorman  (F-G)  agar  also  was  used.  The  most 
sensitive  artificial  media,  charcoal-yeast-extract  (CYE),  was 
then  developed.  Even  with  this  medium,  three  to  five  days 
are  required  for  colonies  to  appear,  and  it  is  recommended 
that  cultures  be  kept  at  least  two  weeks.14 

Legionella  pneumophila  has  an  absolute  growth  require- 
ment for  L-cysteine.  Soluble  ferric  pyrophosphate  is  also  nec- 
essary. Growth  is  best  in  a candle  jar  or  in  2.5%  to  5%  carbon 
dioxide.  It  will  grow  in  ambient  air,  but  not  anaerobically. 
Growth  is  apparent  after  three  days  at  35  C but  not  at  25  C or 
42  C.  The  colonies  range  from  pinpoint  size  to  4 mm.  They 
appear  as  glistening,  grey,  convex,  circular  colonies. 

On  Mueller-Hinton  agar  (or  other  media  containing  L- 
tyrosine  or  L-phenylalanine)  brown  pigmentation  is  pro- 
duced. A fluorescent  pigment  is  produced  on  Feeley-Gorman 
medium.  On  gram  stain,  the  organism  is  a gram-negative  rod 
approximately  0.5  to  0.7  (x  wide  and  ranges  from  2 to  20  p.  or 
more  in  length. 

The  bacteria  are  frequently  vacuolated  and  may  be  slightly 
swollen  in  the  area  of  the  vacuoles.  Gas  chromatography  of 
esterified  fatty  acids  from  saponified  whole  organisms  reveal 
a unique  fatty  acid  profile.  L pneumophila  has  a high  content 
(81%  to  90%)  of  branched-chain  acids.1420 

Treatment 

Numerous  antibiotics  have  in  vitro  activity  against  L pneu- 
mophila. However,  most  penicillins,  cephalosporins,  and 
aminoglycosides  are  ineffective  in  vivo.  The  drug  of  choice  is 
erythromycin  in  divided  doses  at  2 to  4 gm  daily  for  a total  of 
three  weeks  therapy.  Intravenous  administration  of  erythro- 
mycin may  be  necessary,  at  least  initially,  in  severe  cases. 
Alternative  agents  include  tetracycline  and  rifampin.  A com- 
bination of  erythromycin  and  rifampin  may  be  used  in  pa- 
tients with  confirmed  disease  who  are  not  responding  to 
erythromycin  alone.1213 


Conclusions 

To  make  the  diagnosis  of  Legionnaires’  disease,  one  must 
first  have  a high  index  of  suspicion,  include  it  in  the  differen- 
tial diagnosis  (Fig  2),  and  then  do  appropriate  testing.  One 
should  obtain  pulmonary  secretions,  pleural  fluid  and/or  lung 
tissue  for  culture  on  special  media  and  for  direct  immu- 
nofluorescent  stain.  Acute  and  convalescent  serum  should 
be  collected  for  indirect  fluorescent  antibody  and/or  micro- 
agglutination testing.  When  it  is  considered  very  likely  that 
a patient  has  Legionnaires'  disease  on  clinical  grounds, 
erythromycin  therapy  should  be  started  without  waiting  for 
cultural  or  immunological  confirmation  of  the  infection. 
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2.  Progressive  pneumonia  while  receiving  penicillin,  cephalosporin,  or 
aminoglycoside 

3.  Pneumonia  in  an  immunocompromised  individual,  especially  one  receiving 
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1.  Influenza 

2.  Atypical  pneumonia 

a.  Mycoplasma  pneumonia 

b.  Psittacosis 
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3.  Bacteria 

a Salmonellosis 

b.  Tularemia 

c.  Plague 

d.  Brucellosis 

4.  Acute  respiratory  distress  syndrome 

5.  Nosocomial  pneumonias 
a Staphylococcal 

b.  Gram  negative  necrotizing 


Volume  77  June  1981 


49 


Legionnaires’  disease 
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TEXAS  MEDICINE 


Universal 

Home  Services 
Deep  in  The 
Heart  of  Texas 


A longtime  leader  in  specialized 
medical  equipment  and 
support  services  for  the  home 
patient,  Universal  Home 
Services  is  always  on  the  move, 
working  in  tandem  with  medical 
professionals. 

Universal  Home  Services 
offers  specialized  programs  in 
hyperalimentation,  infant 
monitoring,  and  diabetic  and 
oncology  therapy  as  a conveni- 
ent alternative  to  in-hospital 
care.  Relied  upon  by  the  health 
care  community,  Universal 
Home  Services  works  around 
the  clock  to  provide  safe, 
dependable  medical  equipment 
for  use  at  home. 

This  summer  Universal  Home 
Services  introduces  its  unique 
program  to  Texas  with  an 
office  opening  in  the 


Dallas/Fort  Worth  Metroplex. 

Texas  is  a big  challenge. 

But  Universal  Home  Services  is 
well-equipped  to  handle  it. 
Universal  Home  Services: 

I Complete  line  of  specialized 
medical  equipment  and 
services  for  the  home  patient. 

■ Both  rental/sales  available. 

■ Experienced  professional 
staff  support. 

I Twenty-four  hour  service/ 
365  days  a year. 

■ Equipment  and  services 
regularly  prescribed  by  area 
physicians. 


■ Medicare  and  Medicaid 
approved  to  handle  direct 
billing  for  patients. 

Preview  the  wide  spectrum 
of  home  care  equipment 
and  support  services  durmg 
the  52nd  THA  Conven- 
tion and  Exhibit  Show  in 
Dallas  June  8-10.  Visit  the 
UHS  Exhibit  at  Booth  #138. 

Ask,  or  write,  for  our  corporate 
brochure. 

Universal  Home  Services 
4103  East  Lake  Street 
Minneapolis,  MN  55406 
UHS  (612)  729-2348, 
or  721-7535. 

A division  of  Universal  Hospital  Services,  Inc. 
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Depression  Scores 


FOR  THE  7 OF  10  NONPSYCHOTK 


10  20  30 


Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone;  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

3Adapted  from  Claghom,  J.  The  anxiety-depression  syndrome.  Psychosomatics  11. 438-441,  Sept-Qct  1970. 
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DEPRESSED  PATIENTS  WHO  ARE 
_ ALSO  ANXIOUS1'2 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety.1-2  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium  "5  (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 


References:  1,  Rickets  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35. 1359-1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  7 7.438-441,  1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  737: 1 163-1 1 72,  1980.  5.  Feighner  JP  et  al  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its'components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61. 217-225,  1979. 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL"  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
ontidepressonts.  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs.  Closely  supervise 
cardiovascular  patients,  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  In  several  studies. 
Consider  possibility  ot  pregnancy  when  Instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbifrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide). 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period.  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  contusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramida!  symptoms,  syncope,  changes  in  EEG  patterns. 
Anticholinergic:  Disturbance  ot  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilic,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevafion  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose* 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Starlite  Village 
Hospital 

Center  Point,  Texas 
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TEXAS  MEDICINE 


Robert  A.  Bruce,  MD 

Robert  A Bruce,  MD,  Professor  of  Medicine,  Codirector,  Division  of  Cardiol- 
ogy, University  Hospital,  RG-20,  University  of  Washington,  Seattle,  WA  98195 


Noninvasive  clinical 
and  exercise  predictors 
of  sudden  cardiac 
death  in  men  with 
coronary  artery  disease 

Routine  clinical  examination  of  ambulatory  men  with 
stable  coronary  heart  disease  (CHD)  by  many  physi- 
cians participating  in  the  Seattle  Heart  Watch  Studies 
have  been  supplemented  by  use  of  symptom-limited 
maximal  exercise  testing.  This  was  done  with  a multi- 
stage treadmill  (Bruce  protocol)  usually  on  the  initial 
workup  in  clinic  practice.  Salient  data  and  computer 
analysis  of  ECG  responses  transmitted  by  telephone 
were  entered  into  a computer  registry.  Follow-up  sur- 
veillance of  any  subsequent  morbidity  (defined  by  ad- 
mission to  hospital)  or  mortality  due  to  CHD  was  made 
periodically  by  mail  questionnaire.  These  studies  re- 
vealed the  safety  of  testing,  the  wide  range  of  func- 
tional limits  of  the  cardiovascular  system,  and  the 
considerable  overlap  with  normal  standards;  yet,  the 
amount  of  functional  impairment  could  be  readily 
scaled  up  by  the  use  of  a nomogram.  Computer  analy- 
sis showed  different  patterns  of  ST  responses  to  ac- 
count for  frequent  occurrence  of  false-positive  and 
false-negative  ST  responses.  Importance  of  relative 
aerobic  requirements  and  proportional  circulatory  de- 
mands on  the  heart  are  illustrated.  The  potential  for 
noninvasive  screening  of  CHD  men  for  enhanced  sur- 
vival after  coronary  artery  bypass  surgery  is  also  cited. 


The  clinical  diagnosis  of  coronary  heart  disease  (CHD)  is 
usually  determined  by  the  major  manifestations  of  typical  an- 
gina pectoris,  prior  myocardial  infarction,  or  sudden  cardiac 
arrest  with  resuscitation  by  ventricular  defibrillation.  These 
manifestations  result  from  the  prolonged  interaction  of  risk 
factors,  progressive  atherosclerotic  changes  in  the  coronary 
arteries,  and  associated  restrictions  of  coronary  blood  flow 
and  cardiac  function.  The  significance  of  this  disease  is  that 
it  is  the  primary  cause  of  death  among  middle-aged  men  in 
the  United  States.  The  majority  of  these  deaths  occur  sud- 
denly. Effective  reduction  of  these  hazards  to  survival  must 


focus  on  early  detection  of  persons  at  risk. 

One  attempt  to  achieve  this  goal  is  the  prospective  collab- 
orative community  study  which  has  been  designated  the 
Seattle  Heart  Watch.  This  account  reports  highlights  result- 
ing from  a five-year  follow-up  surveillance  of  several  thou- 
sand men.  The  subjects  were  examined  by  participating 
physicians  and  classified  as  to  presence  or  absence  of  coro- 
nary heart  disease  syndromes  cited  above.  The  men  were 
asked,  on  a voluntary  basis,  to  perform  a multistage  treadmill 
test  of  symptom-limited  maximal  exercise.  Since  these  initial, 
noninvasive,  clinical  and  exercise  data  were  submitted  to  a 
computer  registry,  and  the  subsequent  cardiac  morbidity  and 
mortality  were  defined  by  mail  questionnaires  to  each  patient 
every  six  months,  it  has  been  possible  by  retrospective  anal- 
ysis to  define  functional  differences  and  to  identify  important 
predictors  of  these  events.1  During  the  enrollment  phase, 
from  July  1971  to  March  1 975,  data  were  also  collected  on 
computer  averaging  and  analysis  of  continuous  dataphone 
transmission  of  the  electrocardiographic  signals  from  1 5 
testing  stations  on  about  4,000  men. 

The  salient  clinical  methods  involved  preliminary  review  of 
the  history  and  examination  of  the  patient,  further  question- 
ing about  possible  cardiac  symptoms,  and  monitoring  re- 
sponses to  exercise  testing.  Patients  were  reexamined 
immediately  after  maximal  exercise.  The  latter  often  re- 
vealed important  information  about  changes  in  heart  sound 
intensity,  appearance  of  systolic  murmurs,  clicks,  and  di- 
astolic gallops. 

After  the  first  six  years,  more  than  1 7,000  tests  were  per- 
formed, and  since  March  1 975,  data  have  been  promptly 
transmitted  by  computer  terminals  to  provide  immediately  a 
standardized  report,  interpretation  of  findings  in  relation  to 
normal  standards,  and  prognostic  estimates  of  future  risks. 
These  data  show  the  wide  range  of  functional  limits  ranging 
from  one  to  six  stages  of  the  test,  with  overlapping  values  for 
normals  and  ambulatory  patients  with  coronary  disease  (Fig 
1 ).  Despite  six  instances  of  postexertional  cardiac  arrest, 
successfully  treated  by  ventricular  defibrillation,  there  have 
been  no  deaths. 

Inasmuch  as  the  aerobic  energy  requirements  increase  al- 
most linearly  with  duration  of  this  exercise-testing  protocol, 
overall  functional  aerobic  capacity  relative  to  age — and  ac- 
tivity— adjusted  normal  standards  may  be  appraised  by  use 
of  a nomogram  (Fig  2). 2 Not  only  is  functional  aerobic  impair- 
ment (FAI) — or  percent  deviation  from  expected  average 
normal  aerobic  capacity — readily  identified,  but  functional 
aerobic  age  of  the  individual  may  be  estimated. 
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Just  as  there  are  differences  in  FAI  with  each  clinical  syn- 
drome of  coronary  disease,  with  or  without  associated  hy- 
pertension, there  are  differences  in  prevalence  of  premature 
beats  and  ST  depression.  Likewise,  there  are  differences  in 
average  cardiac  responses  of  heart  rate,  systolic  pressure, 
and  pressure-rate  product.  The  previously  mentioned  com- 
plication of  postexertional  cardiac  arrest  has  been  limited  to 
coronary  patients  who  manifest  exertional  hypotension  from 
left  ventricular  dysfunction. 

Computer  analysis  of  ST  responses  in  a single  precordial 
lead  reveal  two  different  patterns  in  healthy  men  and  two 
other  patterns  in  symptomatic  patients  with  CHD  (Fig  3).  All 
groups  show  greater  amounts  of  ST  depression  with  ad- 
vancing years  of  age.  This  is  further  evidence  of  the  non- 
specificity of  this  functional  ECG  sign  of  imbalance  between 
coronary  supply  of  oxygenated  blood  and  hemodynamic 

1 Distribution  of  healthy  men  and  ambulatory  men  with  coronary  heart 
disease  in  relation  to  highest  workload  achieved  in  community  experience 
with  the  Bruce  protocol  for  symptom-limited  treadmill  test  of  maximal 
exercise.  (See  text  for  comments.  From  Heart  Failure  by  Fishman  AP  [ed]. 
Copyright  © 1978,  McGraw-Hill  Book  Company  Used  with  permission  of 
McGraw-Hill  Company.) 

17146  MULTISTAGE  TREADMILL  TESTS 
OF  SYMPTOM-LIMITED  MAXIMAL  EXERCISE 
( Seattle  Experience,  6 Years,  7/71  to  6/77  ) 


34 


4 2 


5j0 


5 5 Speed,  mph 


loading  of  the  left  ventricle.  We  had  the  opportunity  to  ob- 
serve the  findings  in  232  men  with  chest  pain  syndromes 
who  had  this  type  of  exercise  testing.  When  computer  analy- 
sis of  ECG  responses  and  coronary  arteriography  by  various 
clinical  groups  in  the  community  were  evaluated,  the  sen- 
sitivity of  one  or  more  millimeters  of  ST  depression  for  detec- 
tion of  70%  or  greater  coronary  artery  stenosis  was  only 
47%.  The  specificity  for  excluding  this  much  anatomical  dis- 
ease was  81  %.  Using  a more  stringent  2 mm  criterion  re- 
duces the  prevalence  of  ST  depression  and  its  diagnostic 
sensitivity,  while  improving  the  specificity. 

The  predictive  power  of  the  initial  clinical  examination  is 
substantial.  The  annual  probability  for  subsequent  CHD  mor- 
bidity and  mortality  ranges  from  .0036  to  .01 5 for  primary 
events  in  men  without  clinical  apparent  CHD.  In  contrast,  the 
probabilities  ranged  from  .065  to  .1 39  for  secondary  events 
in  men  with  established  CHD.  The  challenge  is  whether  max- 
imal exercise  testing  can  increase  the  accuracy  of  risk  pre- 
diction over  the  clinical  levels. 

Among  the  first  1 95  cardiac  deaths  reported  by  surveil- 
lance, 59%  were  sudden.3  Retrospective  evaluation  of  the 
responses  to  maximal  exercise  shows  many  significant  dif- 
ferences. It  is  more  useful,  for  purposes  of  differentiation  of 
risks,  to  classify  responses  into  presence  or  absence  of  ex- 
ertional myocardial  ischemia  and  of  left  ventricular  function. 
The  former  is  defined  by  the  occurrence  of  chest  pain  with 
maximal  exercise  and/or  the  manifestation  of  ischemic  ST 
depression  after  such  exertion.  The  latter  is  defined  by  the 
presence  of  cardiomegaly,  duration  of  maximal  exercise  of 
less  than  three  minutes,  or  by  a failure  to  raise  the  systolic 
pressure  above  130  mmHg  with  this  exertion. 

Using  the  criteria  for  exertional  myocardial  ischemia,  the 
probability  of  experiencing  secondary  CHD  events  within 
one  year  in  CHD  men  ranges  from  .062,  when  neither  fea- 
ture is  found,  to  .093  when  both  occur  (p<.05).  In  contrast, 
using  the  criteria  for  left  ventricular  dysfunction,  the  corre- 
sponding probability  ranges  from  .062  to  1.18,*  when  the 
number  of  predictors  ranges  from  none  to  three.  Thus  the 
predictive  value  of  myocardial  ischemia  is  limited,  where  that 
of  left  ventricular  dysfunction  is  very  substantial.  This  is  par- 
ticularly noteworthy  when  55%  of  the  patients  show  some 
manifestations  of  ischemia,  but  only  22%  exhibit  some  char- 
acteristic of  left  ventricular  dysfunction. 

Multivariate  analysis  of  these  clinical  and  exercise  varia- 
bles identifies  five  items.3  The  most  important  is  the  number 
of  categorical  abnormalities,  but  not  the  type  of  ECG  ab- 
normalities at  rest.  Next  in  rank  order  are  maximal  systolic 
pressure,  cardiomegaly,  exercise  duration,  and  scoring  of 
severity  of  arrhythmias.  In  the  presence  of  these  variables, 
the  contribution  of  ST  depression  is  statistically  insignificant. 
Using  the  multiple  logistic  model,  the  risk  probability  for  each 
patient  may  be  calculated.  Contrary  to  general  clinical  im- 
pressions, the  first  85  percentile  of  these  patients  have  a 
2V2-year  survival  in  excess  of  95%.3  Thus,  the  relative  risk  of 
secondary  events  in  individual  patients  may  be  assessed 
more  reliably  when  symptom-limited  maximal  exercise  test- 
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*This  exceeds  1 .0  since  all  patients  experienced  events  within  a 12-month 
period. 
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2.  Nomogram  for  immediate  assessment  of  functional  aerobic  impairment, 
capacity,  and  equivalent  functional  age.  (From  Bruce  RA,  Kusumi  F,  Flosmer 
D:  Maximal  oxygen  intake  and  nomographic  assessment  of  functional  aerobic 
impairment  in  cardiovascular  disease.  Am  Heart  J 85:546-562,  1973. 
Reprinted  with  permission  of  The  C.  V.  Mosby  Company.) 


ing  is  added  to  the  initial  clinical  evaluation  in  office  or  clinic 
practice. 

The  relationship  of  FAI  to  common  activities  is  illustrated  in 
Fig  4 in  relation  to  representative  clinical  patients.  Prolonged 
exertion  cannot  be  sustained  whenever  the  relative  aerobic 
requirement  exceeds  50%  of  the  individual’s  capacity.  When 
the  activity  exceeds  1 00%  of  this  capacity,  the  activity  can- 
not even  be  initiated. 

Finally,  it  is  of  interest  that  these  functional  criteria  have 
merit  for  the  initial  screening  of  men  with  CFtD  for  enhanced 
four-year  survival  after  aortocoronary  bypass  grafting.4  In  a 
series  of  2,001  patients  with  an  average  follow-up  of  four 
years,  the  annual  mortality  rate  in  men  who  had  not  under- 
gone surgery  was  2.75%,  whereas  the  rate  in  331  who 
underwent  surgery  was  2.02%.  This  difference  was  not 
significant.  When  these  patients  were  classified  according  to 
presence  or  absence  of  exertional  myocardial  ischemia  and / 
or  left  ventricular  dysfunction,  significant  differences  in  mor- 
tality emerged.  Despite  the  greater  impairment  of  cardiac 
function  in  34%  of  the  surgical  patients  who  had  left  ventricu- 
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3.  Diverse  patterns  of  ST  displacement  observed 
by  serial  computer  analysis  of  responses  to 
increasing  workloads  of  exercise  in  healthy  men 
and  in  men  with  coronary  heart  disease.  Minor  ST 
evaluation  in  some  of  the  latter  group  with  prior 
history  of  myocardial  infarction  accounts  in  part  for 
the  false-negative  response  often  observed 
clinically.  Excessive  ST  depression,  with  rapid 
recovery  after  even  greater  exertion  in  healthy 
men  reflects  transient  imbalance  of  excessive 
demand  for  relatively  normal  coronary  supply  and 
false-positive  phenomenon.  (From  Bruce  RA, 
McDonough  JR:  Stress  testing  in  screening  for 
cardiovascular  disease.  Bulletin  NY  Acad  Med 
45:  1288-1305,  1969  Reprinted  with  permission 
of  the  Bulletin  of  New  York  Academy  of  Medicine.) 
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lar  dysfunction,  the  four-year  survival  rate  of  94%  was  signif 
cantly  higher  than  the  rate  of  67%  in  the  nonsurgical  patient 
(Fig  5).  Yet  in  each  of  the  nonsurgical  patients,  the  cardiolo- 
gists considered  at  least  one  diseased  artery  was  adequate 
for  bypass  grafting.  Whereas  most  patients  are  treated  sur- 
gically for  relief  of  chest  pain,  surgery  did  not  alter  the  four- 
year  survival  rate  in  those  who  exhibited  only  exertional 
myocardial  ischemia.  The  Cox  regression  model  was  used  1 
test  the  importance  of  surgery  as  a variable  important  to  sui 
vival;  this  showed  surgery  to  be  important  only  in  the  pa- 
tients with  left  ventricular  dysfunction. 

In  conclusion,  symptom-limited  maximal  exercise  testing 
substantially  aids  the  clinical  evaluation  and  risk  assessmet 
of  ambulatory  men  with  coronary  heart  disease,  even  on  th< 
initial  office  work-up. 

Summary 

More  than  50  physicians  participated  in  a prospective  col- 
laborative community  project,  known  as  the  Seattle  Heart 


Watch,  which  involved  recording  clinical  classification  of  car- 
diovascular disease  and  responses  to  a maximal  exercise 
test.  Subsequent  periodic  follow-up  surveillance  was  carried 
out  on  each  patient  by  mail  questionnaire  with  review  of 
medical  records  to  identify  those  who  developed  primary  and 
secondary  coronary  heart  disease  events.  New  guidelines 
now  aid  detection  of  ambulatory  persons  at  risk  for  future 
primary  or  secondary  events  due  to  coronary  heart  disease. 
The  safety  of  such  testing,  as  a means  of  extending  clinical 
examination  and  evaluation  of  patients,  has  been  docu- 
mented by  no  fatalities  in  more  than  1 7,000  tests  in  a period 
of  six  years.  Even  though  six  patients  with  coronary  heart 
disease  experienced  postexertional  cardiac  arrest,  all  were 
successfully  defibrillated  without  evolving  myocardial  infarc- 
tion or  brain  damage.  Individual  functional  aerobic  capacity 
and  impairment,  as  well  as  equivalent  functional  age,  can  be 
appraised  rapidly  by  use  of  a nomogram  based  upon  age 
and  total  duration  of  exercise  by  the  Bruce  protocol.  Diver- 
gent patterns  of  ST  responses  analyzed  by  computer  mea- 


4.  Relationship  of  differences  in  FAI  to  ability  to  perform  various  activities 
when  relative  aerobic  requirements  of  each  individual  are  considered.  Energy 
requirements  representing  more  than  100%  (enclosed  in  parentheses)  cannot 
be  performed  by  the  patients  with  inadequate  cardiac  function.  (From  Hos- 
sack  KF,  Bruce  RA  Low-level  treadmill  testing  following  myocardial  infarction. 
Primary  Cardiol  6 : 1 06-1 15,1 980.  Reprinted  with  permission  from  Primary 
Cardiology.) 


5.  Application  of  functional  responses  to  symptom-limited  exercise  to 
screening  of  coronary  patients  for  enhanced  survival  after  aortocoronary 
bypass  surgery.  (See  text  for  comments.  From  Bruce  RA,  DeRouen  TA, 
Fiammermeister  KE:  Noninvasive  screening  criteria  for  enhanced  4-year 
survival  after  aortocoronary  bypass  surgery.  Circulation  60:644,  1979 
Reprinted  by  permission  of  the  American  Heart  Association,  Inc.) 


AEROBIC  REQUIREMENTS  IN  RELATION  TO  FAI 
IN  5 REPRESENTATIVE  CARDIAC  PATIENTS 
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surements  in  both  healthy  men  and  symptomatic  coronary 
patients  provide  insights  into  mechanisms  of  false-positive 
and  false-negative  responses  which  often  confound  clinical 
interpretation. 

Whereas  clinical  classification  alone,  before  exercise  test- 
ing, provides  a substantial  gradient  of  risk  of  future  events 
due  to  coronary  disease,  predictive  power  is  further  en- 
hanced by  consideration  of  risk  factors  and  other  responses 
readily  available  from  the  same  examination  and  testing  pro- 
cedure. By  use  of  selected  criteria,  only  about  1 % of  healthy 
men  had  greatly  increased  risk  of  primary  CHD  events;  22% 
of  symptomatic  coronary  patients  with  noninvasive  man- 
ifestations of  left  ventricular  dysfunction  had  substantially  in- 
creased risk  of  secondary  CHD  events,  particularly  mortality, 
by  use  of  the  salient  predictors.  Thus  the  physician,  even  in 
office  practice,  now  has  new  guidelines  which  may  facilitate 
risk  detection  and  permit  intervention  to  reduce  or  prevent 
CHD  events. 
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Postsplenectomy 

immunologic 

impairment 

Upper  abdominal  surgery  frequently  results  in  acci- 
dental injury  to  the  splenic  capsule,  and  splenectomy 
has  been  the  most  common  method  of  management  of 
this  complication.  Only  recently  has  the  serious  impair- 
ment of  the  immunologic  mechanism  that  results  from 
splenectomy  been  appreciated.  Children,  especially,  are 
at  high  risk  of  pneumococcal  sepsis.  Surgical  injury  to 
the  spleen  can  be  obviated  in  most  instances  by  a care- 
fully planned  surgical  approach.  In  the  event  splenec- 
tomy is  necessary,  however,  prophylaxis  of  the  compli- 
cations of  immunologic  impairment  can  be  secured  with 
oral  penicillin  and  Pneumovax. 


The  spleen  has  been  considered  a mysterious  organ  since 
the  time  of  Galen,  who  thought  it  was  the  source  of  black  bile 
and  the  seat  of  melancholy.  The  Greeks  thought  the  spleen 
was  an  impediment  to  the  performance  of  athletes.  As  a re- 
sult, they  were  often  subjected  to  splenectomy  by  hot  irons  in 
an  attempt  to  induce  better  performance.  It  was  not  until  the 
1 7th  century  that  this  organ  was  considered  significant  to  the 
support  of  life.  Subsequent  and  careful  observations  have 
shown  that  the  spleen  reaches  maximum  weight  of  1 00  to 
1 50  gm  at  puberty  and  thereafter  its  weight  decreases  to 
about  75  to  1 00  mg.  It  constitutes  about  25%  of  the  total  body 
lymphoid  mass,  and  under  normal  physiologic  conditions  it 
contains  about  50  ml  of  red  blood  cells  and  circulates  blood 
at  about  150  ml/min.1 

Although  its  function  is  incompletely  understood,  studies  in 
animals  and  man  have  demonstrated  that  the  spleen  has 
several  activities:  clearance  of  particulate  antigens  (RBC, 
platelets,  and  so  on),  elaboration  of  specific  immune  re- 
sponses (antibodies),  and  production  of  opsonins,  which  re- 
act with  target  particles  and  render  them  easily  ingestible  to 
macrophages. 

Splenectomy  has  been  observed  to  result  in  depressed 
serum  concentrations  of  IgM,  but  more  especially,  splenec- 
tomized  patients  seem  to  be  unable  to  switch  from  the  pro- 
duction of  IgM  to  IgG  globulins. 

Constantopoulos  and  Najjar  at  Tufts  Medical  School  have 
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isolated  a nonspecific  immunoglobulin,  which  they  have 
named  Tuftsin,  that  is  elaborated  by  the  spleen.  This  sub- 
stance apparently  coats  polymorphonuclear  leukocytes  and 
enhances  their  bacterial  phagocytic  activity.  Subsequent 
studies  have  shown  that  this  immunoglobulin  is  an  IgG 
globulin,  which  releases,  on  tryptic  digestion,  a bioactive 
tetrapeptide  that  is  capable  of  stimulating  phagocytosis. 
Tuftsin  seems  to  be  lacking  in  the  leukophilic  IgG  molecule  in 
sera  of  splenectomized  subjects.2 

Since  1 950,  splenectomy  has  been  known  to  alter  host 
resistance  to  infection  mainly,  although  not  exclusively,  in 
children.  Reports  are  increasing  in  the  literature,  however, 
of  deaths  of  splenectomized  adults  due  to  overwhelming 
sepsis.  The  risk  is  clearly  highest  in  patients  undergoing 
splenectomy  for  diseases  that  are  themselves  associated 
with  depressed  reticuloendothelial  function,  such  as  con- 
genital spherocytosis,  histiocytosis,  Wiskott-Aldrich  syn- 
drome, Hodgkin’s  disease,  and  so  on.  Fatal  infections  have 
occurred  in  as  many  as  1 5%  to  20%  of  such  patients  follow- 
ing splenectomy. 

By  far  the  most  common  organism  causing  postsplenec- 
tomy sepsis  in  children  is  Diplococcus  pneumoniae , and  ap- 
proximately 80%  of  such  infections  occur  within  the  first  two 
postoperative  years.3 

The  morbidity  and  mortality  rates  in  patients  undergoing 
splenectomy  because  of  splenic  injury  during  an  upper  ab- 
dominal operation  have  been  shown  repeatedly  to  be  signifi- 
cantly higher  than  for  the  same  operations  without  splenec- 
tomy. Pulmonary  complications  and  wound  infections  were 
particularly  prevalent. 4-7  Late  complications  of  fatal  splenic, 
portal,  and  mesenteric  vein  thrombosis  have  been  reported, 
and  an  increased  incidence  of  myocardial  infarction  due  to 
hypercoagulability  has  been  reported  by  Robinette  and 
Fraumeni.3 

Preventing  accidental  splenectomy 

The  significant  number  of  splenectomies  performed  because 
of  injury  incurred  during  surgery  has  been  well  documented 
in  the  literature  in  the  past  three  decades  and  in  the  last  10 
years  has  been  reported  to  range  from  1 8.5%  to  25%. 

Morgenstern  has  taken  poetic  license  to  dramatically  ex- 
press the  situation: 

A strange  sense  of  complacency  pervades  the  surgical 
scene  in  the  matter  of  operative  injury  to  the  spleen.  Ac- 
cidental splenectomy,  as  such  splenectomies  should 
properly  be  called,  is  neither  infrequent  nor  inconse- 
quential. More  often  than  not,  it  is  an  avoidable  accident 
if  significant  anatomic  features  are  appreciated.  All 
minor  injuries  are  not  necessarily  properly  treated  by 
splenectomy,  as  is  currently  accepted  surgical  practice.8 

Morgenstern  puts  great  emphasis  on  the  point  that  the 
usual  mechanism  of  injury  is  not  related  to  the  major  liga- 
mentous attachments  of  the  spleen  that  are  described  in 
anatomic  texts  as  the  lienophrenic,  the  lienogastric,  the 
lienocolic,  and  the  phrenicocolic  ligaments,  but  rather  to  a 
variable  number  of  thin  peritoneal  folds  that  attach  to  the  cap- 
sule of  the  spleen  itself.  He  points  out  that  the  major  ligamen- 
tous attachments  converge  on  the  hilar  and  perihilar  fat 
rather  than  on  the  splenic  capsule.  Of  particular  importance 
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are  the  peritoneal  folds  that  attach  to  the  lower  pole  on  the 
medical  surface.  Traction  on  these  inferomedial  folds  is  the 
most  common  cause  of  capsular  avulsion,  which  occurs  dur- 
ing gastric,  colonic,  or  renal  surgical  procedures. 

Before  the  definitive  steps  are  begun  in  any  procedure  in 
the  left  upper  abdomen,  the  splenoperitoneal  folds  should  be 
visualized  and  divided.  Gentle  traction  on  the  omentum  and 
stomach  brings  these  folds  into  relief.  If  they  are  avascular, 
they  are  simply  divided  sharply  with  scissors.  If  they  contain 
fat  or  obvious  vessels,  they  may  be  divided  between  ligatures 
or  hemoclips.  For  lightly  vascularized  folds,  division  by  elec- 
trocautery is  sufficient. 

Similarly,  in  any  procedure  that  requires  traction  on  the 
structures  in  the  vicinity  of  the  hilus  or  upper  pole  of  the 
spleen,  peritoneal  folds  extending  to  this  portion  of  the  sple- 
nic capsule  should  be  divided. 

Intraoperative  treatment  of  splenic  injury 

For  minor  tears  in  the  splenic  capsule,  electrocoagulation 
may  suffice,  but  attempts  at  suture  are  usually  not  only  inef- 
fective, but  may  aggravate  the  bleeding.  Gelatin  foam  and 
oxidized  cellulose  gauze  are  usually  ineffective  because  of 
insufficient  adhesiveness. 

In  recent  work  by  Morgenstern  with  microfibrillar  collagen 
(Avitene),  topical  hemostasis  effectively  controlled  bleeding. 
As  a consequence  of  these  findings,  splenectomy  is  not  indi- 
cated for  capsular  avulsion  injuries  unless  hemostasis  has 
been  attempted  and  has  failed.  In  Morgenstern’s  series  of  26 
instances  of  splenic  injury,  needless  splenectomy  was  avert- 
ed in  21 , and  in  the  other  five,  bleeding  from  the  injured 
spleen  was  controlled  until  an  operative  procedure,  which 
included  splenectomy,  could  be  completed. 

Avitene  is  a water-soluble,  partial-acid  salt  of  beef  collagen 
supplied  as  a white,  fluffy,  powdery  substance  in  1 -gm  or  5- 
gm  quantities.  An  amount  adequate  to  cover  the  bleeding 
surface  is  picked  up  with  dry  forceps  and  applied  rapidly,  so 
that  it  forms  a layer  2 to  3 mm  thick  over  the  site  of  injury. 
Since  the  microfibrils  cling  to  each  other,  a clump  of  the  de- 
sired size  is  easily  held  with  the  forceps.  Firm  pressure  is 
then  quickly  applied  with  dry  gauze,  held  either  by  the  fingers 
or  by  sponge  forceps,  depending  on  the  accessibility  of  the 
area  applied.  It  is  important  that  the  Avitene  be  compressed 
firmly  against  the  bleeding  surface  before  excessive  wetting 
with  blood  can  occur.  (Wetting  this  material  at  any  time  in- 
duces polymerization  and  gel  formation,  which  destroys  the 
efficacy  of  the  preparation.)  Pressure  is  maintained  for  three 
to  five  minutes.  If,  upon  reinspection,  areas  of  breakthrough 


bleeding  can  be  seen,  additional  Avitene  is  applied  directly 
over  the  site  of  breakthrough  bleeding,  and  pressure  is  again 
exerted  with  a dry  sponge. 

In  the  event  that  excessive  wetting  occurs  prematurely  and 
a soft,  ineffective  gel  results  in  a nonadherent  coagulum,  the 
entire  application  is  removed  and  the  process  is  repeated. 
Effective  application  is  evidenced  by  a firm,  adherent  coag- 
ulum with  no  breakthrough  bleeding  either  from  the  surface 
or  the  edges  of  the  wound. 

If  bleeding  persists  and  is  not  readily  controlled  by  Avitene, 
the  gastrosplenic  ligament,  along  the  greater  curvature  of  the 
stomach,  can  be  divided  to  expose  the  splenic  artery.  A non- 
crushing vascular  clamp  is  then  applied  to  the  splenic  ar- 
tery, and  a much  drier  splenic  surface  is  provided  to  permit 
the  Avitene  to  adhere.  After  a good  coagulum  is  obtained, 
the  vascular  clamp  is  released  and  the  splenic  surface  is 
observed. 

The  conservative  management  of  splenic  injuries  is  not  a 
new  concept,  but  it  does  run  counter  to  long-accepted  surgi- 
cal teaching  and  practices.  Usually,  operative  injury  to  the 
spleen  occurs  early  in  the  procedure,  so  that  the  efficacy  of 
the  topical  hemostasis  maneuver  may  be  observed  during 
the  latter  stages  of  the  operation  or  just  before  closure  of  the 
abdomen. 

Postsplenectomy  prophylaxis 

Most  reports  of  death  from  overwhelming  sepsis  after 
splenectomy  show  that  infections  usually  occur  in  the  first 
two  years  postoperatively  and  that  they  are  most  common  in 
children  under  4 years  of  age.9  Children  whose  splenectomy 
has  been  done  for  thrombocytopenia  purpura  and  hereditary 
disorders  have  an  abnormal  reticuloendothelial  system  and 
are  at  especially  high  risk. 

The  efficacy  of  14  valent  pneumococcal  vaccine  (Pneu- 
movax)  has  not  been  absolutely  proved,  but  all  indications 
are  that  it  should  provide  the  splenectomized  patient  with 
good  immunity  against  the  common  types  of  pneumococci.10 

A prolonged  course  of  oral  prophylactic  penicillin  for  at 
least  three  years  after  splenectomy  is  probably  indicated  for 
children,  with  special  attention  given  to  episodes  when  the 
child  is  at  higher  risk,  such  as  tonsillectomies,  dental  extrac- 
tions, and  so  on." 

Patients  who  have  been  splenectomized  because  of 
Hodgkin’s  disease  or  hereditary  reticuloendothelial  disorders 
are  at  high  risk,  and  are  candidates  for  prophylactic  penicillin 
therapy  and  pneumococcal  vaccination.  It  is  most  important 
that  these  patients  be  given  the  vaccine  before  splenectomy, 
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for  otherwise  their  antibody  response  is  poor.12 

Splenectomized  patients  who  travel  to  areas  of  endemic 
malaria  should  be  given  antimalarial  drugs  immediately  be- 
fore departure,  since  falciparum  malaria  is  usually  fatal  to 
such  persons. 
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Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC, 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 
Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 

♦ SU-TON®  ♦ ♦TW1N-K-CI 


For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

(lodochlorhydroxyquin  — Pramoxine  HCI—  Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  (14  ounce), 
one  strength  for  ease  of  prescription. 

‘This  drug  has  been  evaluated  as  possibly  effective  for  these  indications 
See  prescribing  information  on  last  page  of  this  advertisement 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18% 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 


Each  45  ml  (3  tablespoonfuls)  contains: 

Pentylenetetrazol 30  mg 

Niacin 50  mg 

Vitamin  B-1 10  mg 

Vitamin  B-2 5 mg 

Vitamin  B-6 1 mg 

Vitamin  B-12 3 meg 

Choline 100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mS 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 22  mg 

Alcohol "8% 


See  prescribing  information  on  last  page  of  this  advertisement. 


For  Potassium  Supplementation 
Improved  Compliance . . . 


In  Cases  with 
Chloride  Deficiency.*. 


TWIN-K-CI 


Each  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
Sluconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution. 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  sluconate,  potassium  citrate,  and  ammonium  chloride  in  a 


The  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

1 Beeson-McDermott,  Textbook  of  Medicine,  15th  Ed.  1979,  W.B.  Saunders  Co., 
Philadelphia,  pase  1959. 


sorbitol  and  saccharin  solution 

The  good  tasting  potassium  supplement  with 

chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 

See  prescribes  information  on  last  pase  of  this  advertisement 


DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory,  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  drus  contains  the  following  active  ingredients: 


lodochlorhydroxyquin 3.0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone  1 0% 

INDICATIONS  AND  USAGE 


Based  on  a review  of  this  drus  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows:  "Possibly”  effec- 
tive: Contact  or  atopic  dermatitis,  impetismized  eczema, 
nummular  eczema;  infantile  eczema,  endosenous  chronic 
infectious  dermatitis,-  stasis  dermatitis,  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata,- 
localized  or  disseminated  neurodermatitis,  lichen  simplex 
chromcus,  anosenital  pruritus  (vulvae,  scroti,  ani),  folliculitis; 
bacterial  dermatoses,  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis);  moniliasis;  intertriso.  Final 
classification  of  the  less-than-effective  indications  requires 
further  investisation. 

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine”  type  local  anesthetics. 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  insredients  or 
related  compounds,  lesions  of  the  eye,  tuberculosis  of  the  skin, 
most  viral  skin  lesions  (includes  herpes  simplex,  vaccinia  and 
varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used. 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy. 

PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients.  If 
irritation  occurs  discontinue  therapy  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation.  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests. 
The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy. 

ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings: 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur. 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily. 

Note: 

1 F-E-P  Creme  is  distributed  with  3.0%  lodochlorhydroxyquin 
for  use  when  antibacterial/antifungal  activity  is  desired. 

2 F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties.  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine"  type  of  topical  or  local  anesthetics 
HOW  SUPPLIED 

F-E-P  Creme  34  ounce  (15  gm)  tubes  NDC  0524-0026-51 
F-E-P  Creme  Plain  34  ounce  (15  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
July  1980 

SU-TON® 

DESCRIPTION 

Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients 


Pentylenetetrazol 30  mg 

Niacin 50  mg 

Vitamin  B-1 10  mg 

Vitamin  B-2 5 mg 

Vitamin  B-6 1 mg 

Vitamin  B-12 3 meg 

Choline 100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 22  mg 

Alcohol 18% 

INDICATIONS  AND  USAGE 


SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present.  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency. 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients. 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease.  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia. 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord.  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli.  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis.  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance  The  symptoms  may  include  the  following 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia.  Treatment 
consists  of  appropriate  supportive  measures.  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals  This  drug  is  not  for  use  in  children  under  12  years  of  age 

HOW  SUPPLIED 

Bottles  of  473  ml  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription. 

February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  replacement.  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution 
PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3.8-5.0  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest 
In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities:  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort. 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result.  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes.  Treatment  measures  include: 

1 . Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day.  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  (16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 

July  1980 

TWIN-K-Cr 

DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  inasorbital 
and  saccharin  solution. 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration.  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene 
WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology  The  serum  level  of  potassium  is  normally 
3 8-5.0  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3.5  mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration. 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known  Checks  on  the  patient's  clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made. 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities:  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves. 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort. 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia.  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result.  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes: 

Treatment  measures  include: 

1.  Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day. 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions.  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day.  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided. 

Deviations  from  this  schedule  maybe  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 

NDC  0524-0022-16 
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CLINICAL  ABSTRACTS 


Nasal  and  sinus  disorders  in  the  elderly:  which  ones  are  life- 
threatening?  Stephen  L.  Liston,  MD,  and  Leighton  G.  Siegel, 
MD.  Harcourt  Brace  Jovanovich,  Geriatrics , vol  36,  no  2, 
February  1 981 , 91  - 1 02. 

Although  it  is  tempting  to  ignore  many  of  the  symptoms  that 
arise  from  nasal  and  sinus  disorders,  there  are  a number 
that  can  cause  significant  morbidity,  and  even  mortality,  in 
elderly  patients.  Fortunately,  most  are  amenable  to  treat- 
ment when  properly  diagnosed  by  means  of  a careful  history 
and  adequate  examination.  Both  correct  evaluation  and  se- 
lection of  effective  treatment,  however,  depend  on  a basic 
understanding  of  the  structures,  physiology,  and  pathology 
of  this  area. 


Ionic  events  in  ischemia  and  anoxia.  Kenneth  I.  Shine, 
MD.  American  Association  of  Pathologists,  American  Jour- 
nal of  Pathology,  vol  1 02,  February  1 981 , pp  256-261 . 

The  early  stages  of  anoxemia  and  ischemia  are  associated 
with  highly  selective,  reversible  defects  in  sarcolemmal  ionic 
exchange  of  potassium  not  necessarily  the  result  of  impaired 
sodium  pump  function.  At  a later  stage  structural  defects  in 
the  membrane  lead  to  irreversible  loss  of  intracellular  po- 
tassium and  creatine  kinase.  Similar  stages  can  be  demon- 
strated in  the  sarcolemmal  selectivity  for  divalent  cations. 
The  degree  of  sarcolemmal  injury  from  ischemia  can  be  sig- 
nificantly influenced  by  the  conditions  of  reperfusion.  Re- 
duced calcium  content  of  blood  reperfused  for  only  five 
minutes  can  improve  the  mechanical  recovery  of  ischemic 
rabbit  ventricle.  The  influx  of  calcium  during  reperfusion  im- 
pairs those  processes  required  for  restoration  of  sarcolem- 
mal integrity. 


Donor  to  host  transmission  of  disease  via  corneal  trans- 
plantation. Sham  S.  Gandhi,  MD,  PhD,  David  W.  Lamberts, 
MD,  and  Henry  D.  Perry,  MD.  Survey  of  Ophthalmology,  Inc, 
Survey  of  Ophthalmology,  vol  25,  no  5,  March- April  1981, 
pp  306-311. 

A literature  search  was  conducted  to  report  all  cases  of  docu- 
mented transmission  of  infectious  diseases  from  donors  to 
recipients  of  corneal  transplants.  Fourteen  such  cases  have 
been  reported.  There  is  no  experimental  or  clinical  evidence 
to  suggest  the  transmissions  of  either  hepatitis  or  syphilis  via 
corneal  grafting.  Available  evidence  regarding  a number  of 
neurologic  and  other  disorders  in  which  a slow  virus  etiology 
has  been  implicated  were  reviewed.  On  the  basis  of  the  re- 
view, the  authors  are  able  to  draw  certain  conclusions  and 


guidelines  for  selection  or  rejection  of  donor  material  for 
transplant  surgery. 


Cryptococcal  intracerebral  mass  lesions.  The  role  of 
computed  tomography  and  nonsurgical  management. 

Norman  K.  Fujita,  MD;  Michael  Reynard,  MD;  Francisco  L. 
Sapico,  MD;  Lucien  B.  Guze,  MD;  and  John  E.  Edwards,  Jr, 
MD.  American  College  of  Physicians.  Annals  of  Internal 
Medicine,  vol  94,  1 981 , pp  382-388. 

Cephalic  computed  tomography  (CT)  is  a sensitive  technique 
for  defining  certain  intracerebral  diseases.  Four  patients  with 
cryptococcosis  were  evaluated  with  cephalic  computed  to- 
mography during  three  years.  All  had  focal,  intracerebral 
“contrast-enhanced”  lesions  consistent  with  cryptococcal 
mass  lesions,  confirmed  histopathologically  in  two.  An  analy- 
sis of  55  cases  of  cryptococcal  intracerebral  mass  lesions 
from  the  literature  showed  that  1 8%  of  patients  with  these 
lesions  associated  with  cryptococcal  meningitis  did  not  have 
specific  symptoms  or  signs  of  focal  intracerebral  disease  or 
increased  intracranial  pressure.  The  authors  therefore  rec- 
ommend that  patients  with  cryptococcal  meningitis,  regard- 
less of  localizing  symptoms  or  signs,  be  considered  for 
cephalic  CT  evaluation  to  ascertain  the  presence  of  mass 
lesions.  Three  patients  in  this  report  were  treated  with  sys- 
temic antifungal  medication  without  surgery.  Decreased  size 
or  disappearance  of  these  lesions  was  seen  on  sequential  CT 
scan  in  all  patients.  The  authors  conclude  that  selected  pa- 
tients with  cryptococcal  intracerebral  mass  lesions  may  be 
managed  successfully  with  systemic  antifungal  therapy  alone. 


The  urinary  tract  in  pregnancy.  Wayne  C.  Waltzer,  MD.  The 
Williams  and  Wilkins  Co,  The  Journal  of  Urology,  vol  1 25,  no 
3,  March  1981 , pp  271  -276. 

The  growth  and  development  of  the  fetus  stimulate  dramatic 
alterations  in  the  maternal  internal  environment.  Morphologi- 
cal and  functional  changes  in  the  urinary  tract  are  particularly 
prominent  aspects  of  this  adaptive  process  and  have  been 
studied  extensively  during  the  last  several  decades.  Such 
changes  may  include  increased  renal  size,  anatomic  changes 
in  the  collecting  system,  alterations  in  renal  hemodynamics 
and  variations  in  the  levels  of  circulating  plasma  hormones. 
These  alterations  can  affect  normal  renal  function  and  pre- 
existing renal  disease,  as  well  as  predispose  the  pregnant 
woman  to  de  novo  renal  disease.  The  urinary  tract  altera- 
tions associated  with  pregnancy,  their  clinical  and  patholog- 
ical manifestations,  and  their  management  are  reviewed. 
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WANTED: 

Physicians  who  prefer 
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We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and 
lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice  that  is  practically  perfect.  Where 
in  almost  no  time  you  experience  a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime, 
where  you  work  without  worrying  whether  the  patient  can  pay  or  you  will  be  paid,  and  where  you  pre-# 
scribe,  not  the  least  care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medicine  is  the  perfect 
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Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army  residents  gener- 
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score  higher  on  specialty  examinations.  If  you  are  currently  in  a residency  program  such  as  Orthope- 
dics, Neurosurgery,  Urology,  General  Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army's 
Sponsorship  Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Officer,  you  receive 
substantial  compensation,  extensive  annual  paid  vacation,  a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance  forms,  malpractice  premiums,  and  cash  flow  worries. 
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The  many  faces  of  physicians 


ART  THROUGH  A SURGEON’S  EYES 

Editor’s  Note:  Texas  physicians,  almost  anyone  would 
agree,  are  a special  breed.  They  work  hard  at  doctoring— 
but  they  also  have  many  other  interests,  hobbies,  and  skills. 
In  this  series,  Texas  Medicine  highlights  the  many  faces  of 
Texas  physicians.  If  you  or  a colleague  have  a special  hobby 
or  interest  “outside”  medicine,  let  us  hear  from  you.  In  this 
issue,  we  look  at  how  one  Texas  physician  pursues  art  as  a 
hobby. 


An  unlikely  sentinel  stands  faultless  watch  over  the  sloping 
lawn  of  Francis  A.  Morris,  Jr,  and  his  family.  There  is  little 
trace  of  the  savage  world  in  this  little  guardian  and  even  less 
indication  of  its  ability  to  bear  man's  burdens.  This  ungainly 
creature — a spindly-legged  donkey  cast  in  bronze  by 
Professor  Charles  Umlauf — waits  patiently  to  remind  every 
passerby  that  things  are  not  often  what  they  seem  to  be  and 
that  we  humans  think  we've  discovered  something  new 
when,  just  for  a moment,  we  see  things  clearly.  The  sculptor 
called  his  work  “Beast  of  Burden.” 

Although  the  gentle  beast  is  not  the  only  Umlauf  work  that 
graces  the  Morris  home,  it  is  an  appropriate  introduction  to  it. 
Some  36  years  ago  freshman  Francis  Morris  enrolled  in  the 
professor's  class  at  The  University  of  Texas,  thinking,  per- 
haps, that  he,  too,  might  someday  create  a great  pieta  or  St 
Francis. 

Dr  Morris,  now  a plastic  surgeon  in  Austin  and  the  only 
physician  on  the  Texas  Commission  for  the  Arts,  recalls  his 
professor’s  “uncanny  ability  to  capture  something  in  just  a 
few  lines.  Fie  was  a great  teacher.  Fie  could  point  out  things 
with  very  little  effort  and  show  exactly  what  you  should  have 
done — and  what  you  didn't  do.”  By  the  end  of  his  first  year  at 
UT,  however,  the  young  Morris  had  decided  to  study  medi- 
cine. “I  compared  myself  with  other  people  in  the  (art)  class- 
room and  decided  my  potential  was  not  all  that  great,"  he 
says.  “I  had  always  in  the  back  of  my  mind  considered  going 
into  medicine.”  That  decision  led  to  medical  school  and  resi- 
dencies at  Duke  University  and  later  study  at  Roosevelt  Flos- 
pital  in  New  York,  but  he  never  strayed  far  from  art  class, 
taking  courses  when  possible. 

Despite  his  avoidance  of  an  art  career  and  his  unhesitating 
reference  to  his  artwork  as  a “hobby,”  Dr  Morris  obviously 
does  not  undertake  his  sculpting  frivolously.  When  asked,  he 
seems  pleased  to  show  his  work. 

"This  is  my  favorite,”  he  says  without  pause,  lifting  a piece 
in  terra  cotta  from  a nearby  table  top.  The  work  is  a bust  of  an 
intense  young  woman — “Frontier  Woman” — fashioned,  he 
says,  after  a model  in  a class.  “I  have  another,”  he  says  mo- 
mentarily, leaving  the  room,  then  returning  with  another  bust, 
this  one  the  countenance  of  an  aged  woman  created  from 
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lead  drippings.  Since  his  first  appointment  to  the  Arts  Com- 
mission (he’s  been  appointed  to  a second  term  by  Gov  Bill 
Clements),  he  says  he’s  had  little  time  for  such  time-consum- 
ing projects  and  now  spends  spare  moments  with  water  color 
and  other  “purely  recreational”  endeavors.  (Not  surprising  is 
his  hope  that  participation  on  the  commission  will  lead  to 
more  public  education  and  appreciation  in  the  arts.) 

When  those  spare  moments  do  arise,  though,  the  formula 
for  creation  is  simple:  “You  can  either  set  out  to  say,  This 
afternoon  I’m  going  to  paint,’  and  then  pick  out  something  to 
draw  or  sculpt  or  paint — or  you  can  be  inspired  by  some- 
thing. Or,  you  can  be  more  or  less  commissioned  to  do 


Beast  of  Burden 
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something.  I occasionally  do  things  tor  friends,  for  special 
occasions,  and  that  sort  of  thing.” 

For  the  physician  who  has  no  training  in  art,  Dr  Morris  rec- 
ommends visits  to  museums  and  enrollment  in  art  courses. 
“There’s  nothing  that  will  make  you  more  productive  than  to 
be  involved  with  a group  of  people  with  similar  interests,"  he 
says.  Besides,  many  persons,  “especially  physicians,  have 
an  artistic  flair  they  may  not  even  know  about.”  In  his  own 
practice,  he  says,  “patients  appreciate  the  fact  that  I have 
some  artistic  ability.  I have  works  of  art  in  my  office  and  pa- 
tients are  always  interested  that  I'm  interested  in  art.  After  all, 
they're  putting  a great  deal  of  faith  in  my  ability  to  do  what 


Frontier  Woman 


they  want  done.  It  reinforces  their  confidence,  I think.” 

Finally,  he  commends  art  as  “a  hobby  you  can  lose  your- 
self in.  It's  all-consuming  once  you  get  involved  in  it.  And  it 
produces  a product  that  you  can  be  very  proud  of  if  you  work 
at  it.” 

“I  hope  as  I get  older  and  have  more  free  time  nearing 
retirement  to  be  more  productive  artistically.  I don’t  think  I'll 
have  any  trouble  with  my  spare  time,  because  I have  a hobby 
that  can  be  consuming.” 

Jim  Busby 

Assistant  Editor,  Texas  Medicine 
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LAW 


MEDICINE  AND  THE 


FIGHTING  CONFUSION  & “STANDING  ORDERS” 

On  the  very  day  that  the  Texas  Senate  Committee  on  Human 
Resources  began  its  hearings  on  proposed  legislation  relat- 
ing to  the  licensing  of  physicians  and  regulation  of  medical 
practice,  the  attorney  general  of  Texas  issued  his  long- 
awaited  opinion  concerning  the  rules  on  standing  orders 
issued  by  the  Texas  State  Board  of  Medical  Examiners. 1 
These  rules  were  promulgated  approximately  one  year  ago 
to  address  professed  uncertainties  by  some  nurses  as  to  the 
scope  of  lawful  practice  in  the  use  of  protocols  in  various 
practice  settings.  The  attorney  general’s  opinion  and  how  it 
applies  to  physicians  is  the  focus  of  this  article. 


On  July  1 6,  1 980,  Sen  Chet  Brooks,  in  his  capacity  as  chair- 
man of  the  Senate  Committee  on  Human  Resources,  sought, 
by  way  of  an  attorney  general  opinion  request,  clarification 
of  certain  legal  questions  concerning  the  board’s  rules  on 
standing  orders.2 

Senator  Brooks  asked  the  attorney  general  if  the  lack  of 
explicit  statutory  language,  permitting  the  Board  of  Medical 
Examiners  to  promulgate  rules  relating  to  the  delegation  of 
medical  acts  to  nonphysicians,  prevented  the  adoption  of 
such  rules.  After  reviewing  the  statutes  relating  to  the  pow- 
ers of  the  board  and  the  court  decisions  interpreting  these 
powers,  the  attorney  general  ruled  that  the  board  may  pro- 
mulgate rules  identifying  the  medical  acts  which  may  and 
may  not  be  delegated  by  physicians  to  nonphysicians  in 
Texas:  “The  Board  of  Medical  Examiners  may  regulate  such 
delegations  under  its  broad  authority  to  regulate  the  practice 
of  medicine." 

Standing  delegation  orders 

Several  questions  were  asked  in  the  opinion  request  con- 
cerning the  delegation  of  “health  care  tasks”  to  qualified  non- 
physicians. One  portion  of  the  board’s  rules  prohibits  the  use 
of  “standing  delegation  orders”  in  certain  instances.  Stand- 
ing delegation  orders  are  defined  in  the  board  rules  to  mean 

. . orders  ...  or  procedures  prepared  by  a physician  and 
designated  for  a patient  population  with  specific  diseases, 
disorders,  health  problems  or  sets  of  symptoms.”4 

Rule  .004  requires  that  standing  delegation  orders  be 

. . in  keeping  with  sound  medical  practice.”  Rule  .005  pro- 
hibits the  use  of  standing  delegation  orders  “.  . . which  au- 
thorize the  exercise  of  independent  medical  judgment  or 
treatment.”  Since  sound  medical  practice  and  independent 
medical  judgment  are  not  defined  in  the  board  rules,  the 
opinion  request  asked  if  the  use  of  these  terms  renders  the 
rules  unconstitutionally  vague. 

The  attorney  general  concluded  that  the  use  of  these 
terms  in  the  board  rules  did  not  render  them  unconstitutional: 
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The  legislature  enacted  the  Medical  Practice  Act  in  exer- 
cise of  its  power  to  protect  the  public  health  . . . What 
constitutes  “sound  medical  practice"  will  have  to  be  de- 
cided on  the  facts  of  each  case,  just  as  malpractice,  a 
ground  for  license  revocation,  must  be  identified  on  a 
case-by-case  basis  . . . The  term  “independent  medical 
judgment"  is  used  (by  the  board)  to  interpret  the  statu- 
tory definition  of  the  practice  of  medicine  . . . We  do  not 
believe  this  term  to  be  void  for  vagueness.5 

Attempt  to  regulate  nursing  practice 

The  next  several  questions  related  to  the  possibility  that  the 
Board  of  Medical  Examiners  might  be  attempting  to  regulate 
the  practice  of  nursing.  The  attorney  general  opinion  noted 
that  there  is  some  overlap  between  the  practice  of  medicine 
and  the  practice  of  nursing.6  Both  physicians  and  nurses  can 
perform  health  services  which,  when  performed  by  a physi- 
cian, are  the  practice  of  medicine  and,  when  performed  by  a 
nurse,  are  the  practice  of  nursing.  However,  the  attorney 
general  concluded  that  the  board  is  not  attempting  to  regu- 
late the  practice  of  nursing,  but  the  delegation  and  supervi- 
sion of  medical  acts,  which  are  subject  to  its  regulations  as 
part  of  the  practice  of  medicine.  The  fact  that  these  same 
acts  may  also  constitute  the  practice  of  nursing  when  per- 
formed by  a nurse  does  not  mean  that  they  cannot  also  be 
considered  to  be  a part  of  the  practice  of  medicine  when 
performed  by  a physician  or  when  performed  under  his 
supervision. 

Liability  of  physician 

The  attorney  general  noted  that  under  Texas  law,  the  super- 
vising physician  need  not  be  the  actual  employer  of  the  non- 
physician to  be  “vicariously  liable”  for  the  nonphysician’s 
acts,  so  long  as  he  or  she  has  the  right  to  control  the  details 
of  the  work.  Vicarious  liability  could  occur  when  a physician 
delegates  to  a nonphysician  medical  acts  (which  could  also 
be  considered  to  be  nursing  acts  when  performed  by  a 
nurse).  The  delegating  physician  has  the  power  to  control  the 
details  of  the  work  and  is  responsible  for  seeing  that  it  is  done 
properly:  “.  . . physicians  supervising  unlicensed  persons 
. . . will  ordinarily  be  liable  for  the  acts  of  those  persons.”7 

Drugs  and  immunizations 

Additional  questions  were  asked  concerning  the  provision  of 
drugs  under  standing  delegation  orders.  The  attorney  gen- 
eral opined  that  .004  of  the  rules  does  not  permit  the  provid- 
ing of  medication  by  a nurse  without  a physician’s  prescrip- 
tion for  the  individual  patient.  The  physician  must  decide  that 
a particular  course  of  medication  should  be  applied  to  an  in- 
dividual patient.  However,  these  rules  do  permit  a physician 
to  order  medication  without  having  personally  seen  the  pa- 
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tient  so  long  as  such  an  act  is  consistent  with  sound  medical 
practice.8 

These  rules  also  permit  the  administration  of  immunization 
vaccines  providing  the  recipient  is  free  of  any  condition  for 
which  the  immunization  is  contraindicated.9  The  attorney 
general  concluded  that  qualified  nonphysicians  may  adminis- 
ter immunizations  even  though  the  supervising  doctor  has 
not  made  an  individual  determination  as  to  each  person’s 
need  for  the  vaccine.  This  is  because  the  nonphysician  would 
not  be  diagnosing  or  treating  any  disorder,  physical  defor- 
mity, or  injury: 

The  immunization  is  given  to  a healthy  person,  to  pre- 
vent him  from  getting  a disease.  We  believe  a nonphysi- 
cian may  also  determine  that  a person  is  free  from 
conditions  for  which  vaccine  is  contraindicated,  if  he  can 
obtain  that  information  by  questioning  the  person  with- 
out having  to  diagnose  any  illness  himself.10 

Presigned  prescriptions 

The  attorney  general  points  out  that  no  pharmacy  or  drug  law 
in  this  state  prohibits  the  use  of  a presigned  prescription 
per  se.  However,  the  boards  of  pharmacy  and  medicine  have 
“some  authority”  to  regulate  the  use  of  presigned  prescrip- 
tions by  their  respective  licensees.  Such  authority  would  be 
applicable  in  the  board’s  attempt  to  prevent  the  use  of  un- 
signed prescriptions  under  circumstances  that  would  con- 
stitute unprofessional  conduct  or  a violation  of  the  law.  Rule 
.004(4)  allows  for  the  administration  or  providing  of  drugs  by 
nonphysicians  under  certain  conditions.  For  example,  a non- 
physician may  provide  drugs  to  a patient  by  calling  in  a pre- 
scription to  a pharmacist.11 

Disaster  relief  and  other  exclusions 

The  use  of  preestablished  “programs  of  health  care”  under 
certain  circumstances  are  excluded  from  the  rules.12  The  cir- 
cumstances listed  include  care  rendered  in  a disaster  relief 
situation  when  charges  for  the  services  are  not  made,  and 
when  care  is  rendered  in  an  institution  with  an  organized 
medical  staff,  such  as  in  a hospital  or  nursing  facility,  which 
has  approved  standing  orders. 

The  attorney  general  found  no  constitutional  difficulty  with 
these  exclusions  as  was  suggested  in  the  Attorney  General 
Opinion  Request  No  391. 

Fact  situations 

Attached  to  the  request  were  several  specific  fact  situations 
of  what  was  purported  to  be  standing  delegation  orders  or 
protocols,  “mutually  developed  and  written"  by  a nurse  and 
physician.13  The  attorney  general  did  not  rule  on  the  legality 
of  these  protocols  as  requested  in  RQ  391 , since  this  would 
require  the  “resolution  of  fact  questions ,”  which  cannot  be 
done  in  an  attorney  general  opinion. 


Will  “confusion”  subside? 

Attorney  General  Opinion  MW-318  comprehensively  ad- 
dresses questions  raised  by  Sen  Chet  Brooks  in  RQ  391 . It 
will  go  a long  way  toward  defusing  the  delegation  issue  cre- 
ated by  those  nonphysicians  who  seek  to  practice  medicine 
in  Texas.  The  attorney  general  confirmed  that  only  licensed 
physicians  can  diagnose  disease  or  injury  and  prescribe  dan- 
gerous drugs  or  controlled  substances  for  their  patients. 

Donald  P.  “Rocky"  Wilcox,  JD 

TMA  General  Counsel 
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MAKE  YOUR  MARK 
AND  BE  COUNTED.. 

If  you  haven’t  already,  now  is  the  time  to  complete  the  1981 
Census  of  Physicians’  Professional  Activities. 

Doing  so  will  assure: 

• that  your  official  record  is  updated 

• that  you  are  accurately  represented  in  the  28th  Edition  of 
the  American  Medical  Directory 

• that  you  continue  to  receive  the  educational  and  scientific 
materials  relevant  to  your  professional  interests 

Call  or  write  if  you  have  not  received  a census  form 
Division  of  Survey  & Data  Resources 
American  Medical  Association 
53S  North  Dearborn  Street 
Chicago,  Illinois  60610 
312-751-6436 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Tfexas  75234 .214/2 
George  Coffey  Lincoln-Mercury . 900  W.  Sixth  Street  . Austin,  Texas  78763 . 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas  78294  • 512/227-4221 
Holiday  Lincoln-Mercury  . 2300  West  F reeway  at  Forest  Park  B1  vd . • Ft.  Worth , Tfexas  76101.817/335-6471 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Tfexas  77074 . 713/981-3591 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

“In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,"  25th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged." 

References 

Reference  lists  should  contain  (1 ) author’s  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 1 56- 1 60,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member’s  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Financial  security  is  no  longer  simply  a matter  of  spending  less  than  you  earn,  using  common  sense  as  an  investment  philoso- 
phy, and  depending  on  Social  Security  for  retirement.  Our  economy  no  longer  allows  us  the  luxury  of  "letting  tomorrow 
take  care  of  itself  . Insuring  that  you  will  be  able  to  live  in  the  style  to  which  you  have  become  accustomed,  send  your  kids 
to  college,  retire  comfortably,  or  conserve  your  assets  for  your  heirs  ....  all  takes  careful  advance  planning. 


Financial  planning  is  Medco's  response  to  this  need  for  comprehensive  planning  and  most  usually  includes  leasing  (instead  of 
buying)  your  automobile,  laboratory,  clinic  & office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  manage- 
ment, Tax  reduction,  Estate  & Investment  planning  program.  Medco  Management  provides  this  professional  service  on  a fee 
only  basis. 


Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through’ American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new  automobile  at 
a payment  level  that  is  economically  realistic  to  the  automobiles'  depreciation.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
to  another  new  vehicle  approximately  every  two  or  three  years  without  additional  investment. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following: 


LEASE  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 
280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 


SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  "American  'Medi-Lease'  " assuring  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN  OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  for  depreciation  through  Medco 
Management. 

EXAMPLE  LEASE  RATES 

Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW-320i 


196.00  per  month 
227.44  per  month 
217.14  per  month 
229.31  per  month 

346.00  per  month 
329.08  per  month 


Datsun  280-Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


294.21  per  month 
397.24  per  month 

418.00  per  month 
424.61  per  month 
458.29  per  month 
789.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 
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North  & Western 
1200  Country  Club  Ln. 
Suite  102 

Fort  Worth,  Texas  761 12 
(817)  451-1312 
Toll  Free  - 1-800-772-7581 
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Regional  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 

TOLLFREE  - 1-800-442-6005  or  1-800-442-6067 

Medco  Management 

2997  LBJ  Freeway,  # 237,  Dallas,  Texas  75234,  (214)  620-8473 

'dedicated  to  din  ner  for  the  cMedical  Profession 


13777  N.  Central  Expressway 
Suite  409 

North  Dallas,  Texas  75243 
(Richardson,  Keystone  Park) 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


C.  D.  AWE 
El  Paso,  1898-1981 

H.  R.  BUZBEE 
Abilene,  1913-1981 

J.  M.  CRYMES 
Colorado  City,  1902-1981 

C.  E.  DAWSON 
Bay  City,  1931-1981 

E.  W.  GRIFFEY 
Houston,  1897-1981 


J.  M.  HARDY 
Sherman,  1903-1981 

J.  R.  HARRIS,  JR 
Lubbock,  1911-1981 

R.  H.  HARRISON,  JR 
Bryan,  1897-1981 

J.  W.  HOLLAND 
Denton,  1915-1981 

D.  H.  KENDALL 
Houston,  1895-1981 


H.  L.  McLAURIN 

Dallas,  1895-1981 

G.  M.  PATTILLO 
Rockport,  1921-1981 

B.  SUCHOFF 

Corpus  Christi,  1930-1981 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ ■ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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DEATHS 


C.  D.  Awe 

Chester  Dudley  Awe,  MD,  82,  an  honorary  member  of  Texas 
Medical  Association  and  El  Paso  County  Medial  Society,  died 
Feb  9,  1 981 . A specialist  in  internal  medicine,  Dr  Awe  had 
practiced  in  El  Paso  for  more  than  40  years.  Since  retire- 
ment, he  had  lived  in  Oregon. 

Dr  Awe  was  born  in  Fairmont,  Minn,  and  was  raised  in 
Iowa.  A 1 923  graduate  of  the  University  of  Iowa  College  of 
Medicine,  he  taught  internal  medicine  there  until  1 928  when 
he  moved  to  El  Paso.  During  World  War  II,  he  was  a captain 
in  the  US  Navy  serving  in  Hawaii.  After  the  war,  Dr  Awe  re- 
turned to  El  Paso  and  continued  his  private  practice  until  his 
retirement  at  the  age  of  70. 

Dr  Awe  is  survived  by  his  wife,  Cleone  Alsup  Awe,  New- 
port, Ore;  and  sons,  William  C.  Awe,  MD,  Portland,  Ore,  and 
Robert  J.  Awe,  MD,  Houston. 

H.  R.  Buzbee 

Herman  Ray  Buzbee,  MD,  67,  a retired  Abilene  obstetrician- 
gynecologist  and  member  of  Taylor-Jones  County  Medical 
Society,  died  Feb  24, 1981. 

Dr  Buzbee,  a native  of  Abilene,  attended  The  University  of 
Texas  before  graduating  from  Baylor  College  of  Medicine  in 
1941 . He  interned  at  Parkland  Memorial  Hospital  in  Dallas. 
During  World  War  II,  Dr  Buzbee  served  as  a flight  surgeon  in 
the  Pacific,  and  was  awarded  the  Philippine  Liberation  Rib- 
bon, Air  Medal,  Asiatic  Campaign  Medal,  American  Theater 
Medal,  Victor  Medal,  and  six  Bronze  Service  Stars.  Following 
the  war,  Dr  Buzbee  was  a resident  at  Baylor  University  Medi- 
cal Center  in  Dallas  in  obstetrics  and  gynecology.  He  re- 
turned to  Abilene  in  1 947  to  practice  and  retired  in  1 973 
because  of  illness. 

Surviving  family  members  include  his  wife,  Eda  Mabel  Nel- 
son Buzbee,  Abilene;  son,  Herman  Ray  Buzbee,  Jr,  Austin; 
mother,  Dovie  Buzbee,  and  sister,  Marie  Buzbee  Winslow, 
both  of  Fort  Worth;  brother,  Lynn  Buzbee,  Spur,  Tex;  and  four 
grandchildren.  He  was  preceded  in  death  by  a daughter, 
Drusilla  Buzbee  Knowles. 

J.  M.  Crymes 

John  Melvin  Crymes,  MD,  78,  a retired  Colorado  City  physi- 
cian, died  Feb  27,  1 981 . He  was  78. 

A native  of  South  Hill,  Va,  Dr  Crymes  spent  his  youth  in 
Virginia  and  was  a 1922  graduate  of  Randolph  Macon  Col- 
lege in  Ashland  and  a 1 926  graduate  of  the  Medical  College 
of  Virginia  in  Richmond.  He  was  medical  director  of  the  Island 
Creek  Coal  Company  in  Coalwood,  WVa,  for  four  years  be- 
fore moving  to  Colorado  City  in  1 932.  He  maintained  a family 
practice  there  for  46  years  until  his  retirement  in  1 978. 

A member  of  the  Colorado  Basin  County  Medical  Society, 
Dr  Crymes  was  the  Mitchell  County  health  officer  and  a sur- 
geon for  the  Texas  and  Pacific  Railroad  for  many  years. 
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TUCKS®  Pre-Moistened  Hemorrtioldal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender.  Inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  Irritation.  Pads  are  premoistened  with  50%  witchhazel,  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOUHC*  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound. 

I. 75%;  benzyl  benzoate.  12%;  Peruvian  balsam.  1.8%;  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg;  bismuth  subgallate,  22.5  mg;  bismuth  resorcin  compound.  17.5  mg; 
benzyl  benzoate.  12.0  mg;  Peruvian  balsam.  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil,  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  hnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures.  Incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol*  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  'WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment. 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

Hew  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071  1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  In  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071  3090-13)  with  plastic 
applicator. 

Store  between  S9°-86°F  (15  -30X). 
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Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


He  is  survived  by  his  wife,  Ruth  Elizabeth  Staude  Crymes: 
and  son,  David  Crymes,  both  of  Colorado  City;  and  a sister, 
Elsie  Dunn,  Stuart,  Va. 

C.  E.  Dawson 

Charlton  Elmo  Dawson,  MD,  49,  a Bay  City  family  physician, 
died  Feb  16,  1981. 

A native  of  Wharton,  Tex,  Dr  Dawson  was  a 1951  graduate 
of  Prairie  View  A&M  University  and  a 1 960  graduate  of  The 
University  of  Texas  Medical  Branch  at  Galveston.  Following 
an  internship  at  Riverside  County  General  Hospital  in 
Arlington,  Calif,  he  moved  to  Bay  City  in  1 961 . He  was  a 
member  of  the  Wharton-Jackson-Matagorda-Fort  Bend 
County  Medical  Society. 

Survivors  include  Dr  Dawson's  wife,  Patricia  Callies  Daw- 
son, Bay  City;  son,  Charlton  Dawson,  Jr,  Houston;  daugh- 
ters, Lynne  E.  Dawson,  Houston,  and  Canya  E.  Dawson,  Bay 
City;  stepson,  Samuel  E.  Robinson,  Bay  City;  sisters,  Carol 
Ann  Myers,  Los  Angeles,  and  Diane  Marie  Bradley,  San 
Pedro,  Calif;  brother,  Delbert  Dawson,  DDS,  Houston;  and 
parents,  Charles  W.  and  Estella  Malone  Dawson,  Wharton. 

E.  W.  Griffey 

Edward  Waddy  Griffey,  MD,  died  Jan  29, 1981 . He  was  84. 

An  honorary  member  of  Texas  Medical  Association  and 
Harris  County  Medical  Society,  Dr  Griffey  had  been  a Hous- 
ton resident  since  1 925.  He  was  born  in  Memphis,  Tenn,  and 
received  his  medical  degree  from  Rush  University  in  Chi- 
cago. After  an  internship  and  residency,  Dr  Griffey  began  a 
practice  of  ophthalmology  in  Houston  in  1 927. 

Surviving  family  members  include  his  daughter,  Jean  G. 
Tuttle;  and  son,  Earle  B.  Griffey,  MD,  both  of  Houston;  ten 
grandchildren;  and  one  great-granddaughter. 

J.  M.  Hardy 

John  Moore  Hardy,  MD,  a Sherman  physician  for  26  years 
before  his  retirement  in  1 972,  died  Feb  6, 1 981 . He  was  a 
past  president  of  the  Grayson  CMS. 

Dr  Hardy,  78,  a Sherman  native,  began  his  practice  there 
in  1 946  after  serving  with  the  36th  Division  during  World  War 
II.  He  was  graduated  from  Austin  College  in  1925  and  Van- 
derbilt University  School  of  Medicine  in  1929.  He  was  a resi- 
dent at  the  Vanderbilt  University  Hospital  for  four  years  and  a 
surgeon  at  Hodgson  Memorial  Hospital  in  Sewanee,  Tenn, 
during  1 933-1 940.  Dr  Hardy  joined  the  US  Army  Medical 
Corps,  received  two  Bronze  Stars  and  the  Croix  de  Guerre 
award,  and  retired  from  military  service  in  1945  as  a lieuten- 
ant colonel. 

Surviving  family  members  include  his  wife,  Kathryn  An- 
thony Hardy,  Sherman;  son,  John  Anthony  Hardy,  Irving; 
daughter,  Toni  Hardy  Seaver,  Sadler,  Tex;  brother,  Hugh  Har- 
rell Hardy,  Sherman;  and  four  grandchildren. 
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J.  R.  Harris,  Jr 

Joseph  Richard  Harris,  Jr,  MD,  69,  died  Feb  23,  1981. 

Dr  Harris,  an  obstetrician-gynecologist,  had  lived  in  Lub- 
bock since  1 945.  He  was  a native  of  Fort  Smith,  Ark,  and 
received  his  premedical  education  at  Centenary  College  of 
Louisiana  in  Shreveport.  Graduation  from  Tulane  University 
School  of  Medicine  in  1 938  was  followed  by  an  internship  at 
Shreveport  Charity  Hospital  and  a residency  at  Schumpert 
Medical  Center,  also  in  Shreveport.  He  practiced  in  Albuquer- 
que, NM,  before  moving  to  Lubbock. 

Survivors  include  his  sons,  J.  R.  Harris  III,  Madison,  Wis, 
and  Daniel  M.  Harris,  Montreal,  Canada;  stepson,  Martin 
Waldrop,  Farmington,  NM;  sister,  Mintah  McMurry,  Lubbock; 
seven  grandchildren;  and  one  great-grandchild. 

R.  H.  Harrison,  Jr 

Richard  Henry  Harrison,  Jr,  MD,  Bryan,  an  honorary  member 
of  Texas  Medical  Association,  died  Feb  1 4, 1 981 . He  was  83. 

Born  in  Bryan,  Tex,  Dr  Harrison  was  among  A&M  Univer- 
sity’s first  four  graduates  of  veterinary  medicine  in  1 920.  An 
honor  military  graduate,  Dr  Harrison  received  a reserve  com- 
mission in  the  US  Army  Infantry.  Years  later,  he  retired  as  a 
colonel  in  the  US  Medical  Corps. 

In  1 928  Dr  Harrison  was  graduated  from  Baylor  College  of 
Medicine  and  served  an  internship  at  Memorial  Hospital  in 
Houston.  After  working  as  a refinery  physician  at  Ingleside, 
Tex,  he  returned  to  Bryan  where  he  was  a surgeon  and  family 
physician  for  34  years.  He  served  as  city  and  county  health 
officer  for  many  years  and  was  a past  president  of  the  Brazos- 
Robertson  County  Medical  Society,  the  12th  District  Medical 
Society,  the  Baylor  Medical  Alumnae  Association,  and  the 
Texas  Aero  Medical  Association. 

Survivors  include  Dr  Harrison’s  wife,  Merle  Lucas  Harri- 
son; son,  R H.  Harrison  III,  MD;  daughter,  Gloria  Porter;  ten 
grandchildren;  and  four  great-grandchildren,  all  of  Bryan. 

J.  W.  Holland 

Joseph  William  Holland,  MD,  a Denton  family  physician  and 
past  president  of  the  Denton  County  Medical  Society,  died 
Feb  6,  1 981 . He  was  65. 

Dr  Holland,  a native  of  Mathiston,  Miss,  received  a bache- 
lor of  arts  degree  from  Mississippi  College  in  1937.  Gradua- 
tion from  Baylor  College  of  Medicine  in  1 943  was  followed  by 
an  internship  at  Receiving  Hospital  in  Detroit.  During  World 
War  II,  Dr  Holland  served  in  the  European  and  Pacific  Thea- 
ters as  captain  in  the  Medical  Corps.  Following  the  war,  he 
was  a surgical  resident  at  Memorial  Hospital  in  Houston  dur- 
ing 1946-1947  before  moving  to  Denton. 

Survivors  include  his  wife,  Elizabeth  Baldwin  Holland;  and 
son,  Joseph  W.  Holland,  Jr,  both  of  Denton;  daughter,  Ann 
Holland,  Tyler;  mother,  Ina  Holland,  Mathiston,  Miss;  broth- 
ers, Wilbur  R.  Holland,  Mathiston,  and  Clarence  H.  Holland, 
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Jackson,  Miss;  and  sisters,  Virginia  Pool,  Memphis;  Mrs  C. 

H.  Elliott,  Ripley,  Miss;  Mrs  G.  W.  Webb,  Jackson,  Miss;  and 
Mrs  Frances  Land,  Tupelo,  Miss. 

D.  H.  Kendall 

Dean  Henry  Kendall,  MD,  85,  a Houston  resident  for  69 
years,  died  Feb  20,  1 981 . 

An  honorary  member  of  Texas  Medical  Association  and 
Harris  County  Medical  Society,  Dr  Kendall  was  a 1920  gradu- 
ate of  The  University  of  Texas  Medical  Branch  at  Galveston. 
He  was  a native  of  Brookston,  Ind,  and  received  his  premedi- 
cal education  at  Valparaiso  (Ind)  University.  Graduation  from 
medical  school  was  followed  by  an  internship  at  Charity  Hos- 
pital of  Louisiana  in  New  Orleans.  He  began  his  medical 
practice  in  Houston  in  1 922,  specializing  in  urology  and 
gynecology;  he  retired  in  1974. 

Dr  Kendall  is  survived  by  his  wife,  Helen  Neet  Kendall, 
Houston;  daughter,  Ruth  Hackbarth,  Texas  City;  and  two 
grandchildren. 

H.  L.  McLaurin,  MD 

Hugh  Love  McLaurin,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Dallas  County  Medical  Society,  died 
Jan  18,  1981. 

A native  of  Dallas,  Dr  McLaurin  attended  The  University  of 
Texas  at  Austin  for  one  year  before  entering  Tulane  Univer- 
sity School  of  Medicine  in  New  Orleans.  After  graduating  in 
1 91 9,  he  remained  in  New  Orleans  to  hold  a rotating  intern- 
ship at  Charity  Hospital  of  Louisiana.  He  then  began  a gen- 
eral surgery  practice  in  Dallas.  Following  an  externship  in 
1925  at  the  New  Orleans  Ear,  Nose  and  Throat  Infirmary,  Dr 
McLaurin  maintained  a practice  of  otolaryngology  in  Dallas 
until  his  retirement  in  1953. 

He  is  survived  by  his  wife,  Anne  Coke  McLaurin,  Dallas. 

G.  M.  Pattillo 

Gibson  Manget  Pattillo,  MD,  Rockport,  died  Feb  16,  1981 . Dr 
Pattillo,  59,  was  a past  president  of  the  San  Patricio-Aransas- 
Refugio  County  Medical  Society. 

Born  in  Decatur,  Ga,  he  attended  Emory  University  in  At- 
lanta, Ga,  and  the  University  of  Georgia  at  Athens.  He  re- 
ceived his  medical  degree  from  the  Medical  College  of 
Georgia  at  Augusta  in  1 950.  After  an  internship  at  Baroness 
Erlanger  Hospital  in  Chattanooga,  Tenn,  Dr  Pattillo  remained 
in  Chattanooga  for  a year  before  returning  to  Georgia  in 
1952.  In  1964  he  moved  to  Rockport,  where  he  later  served 
as  Aransas  County  health  officer.  Interested  in  emergency 
medicine,  Dr  Pattillo  had  served  as  a member  of  the  board  of 
directors  of  the  Aransas  County  Emergency  Medical  Service. 
In  his  honor,  the  heliport  at  the  Enterprise  Medical  Center  in 
Rockport  has  been  named  the  G.  M.  Pattillo  Memorial 
Heliport. 
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During  World  War  II,  Dr  Pattillo  served  in  the  US  Navy  as  a 
lieutenant  and  received  the  Air  Medal. 

Survivors  include  his  wife,  Dudley  Myra  “Mikie”  Pattillo, 
Rockport;  daughters,  Marla  Ruvalcaba,  Rockport,  and 
Michele  Hunold,  Keokuk,  Iowa;  son,  Mark  Pattillo,  Rockport; 
brother,  Charles  E.  Pattillo,  Jr,  Bradenton,  Fla;  and  sister,  Nell 
Kendall,  Decatur,  Ga. 

B.  Suchoff 

Benjamin  Suchoff,  MD,  a Corpus  Christi  pediatrician  since 
1 961 , died  Feb  1 7, 1 981 . Dr  Suchoff,  50,  was  a member  of 
the  Nueces  County  Medical  Society  and  a past  president  of 
the  Corpus  Christi  Pediatric  Society. 

He  was  born  in  El  Paso  and  attended  Texas  Western  Col- 
lege there.  After  receiving  his  doctor  of  medicine  degree  in 
1 958  from  the  University  of  Mexico  in  Mexico  City,  Dr  Suchoff 
served  an  internship  and  residency  at  Mount  Sinai  Medical 
Center  in  Milwaukee.  In  1 961  he  moved  to  Corpus  Christi  for 
a residency  at  the  Driscoll  Foundation  Children’s  Hospital, 
where  he  later  served  as  director  of  medical  education 
(1978-1979). 

Surviving  Dr  Suchoff  are  his  wife,  Dora  Schcolnick  Such- 
off; daughters,  Monica  Suchoff,  Linda  Suchoff,  and  Lili  Such- 
off; and  sons,  Isaac  Suchoff  and  Mike  Suchoff,  all  of  Corpus 
Christi. 
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TEXAS  MEDICINE 


Our  doctors  are 

alive  and  well 
and  practicing  all  over. 

In  small  hospitals  and  large  teaching 
medical  centers.  In  rural  communities 
and  major  metropolitan  cities.  In  the 
Sun  Belt  and  the  Corn  Belt.  In 
private,  group  and  hospital-based 
practices. 

We  call  them  “our"  doctors  because 
they’re  practically  family  by  the  time 
they’re  placed.  Stiff  credentials 
checking,  personal  interviews  and  the 
“gut  feeling"  of  our  experienced 
consultants  make  sure  we  match  the 
right  professional  personality  with 
the  right  professional  spot. 

As  one  of  the  nation’s  leading 
physician  placement  firms.  Medical 
Search  Consultants  has  assisted 
scores  of  hospitals  and  communities 
find  the  right  physician  to  fill  their 
needs. 

As  a result,  “our”  doctors  are  alive 
and  well  and  practicing  all  over — for 
clients  of  every  size  and  specialty.  We 
invite  you  to  join  them. 

To  learn  more  about  how  we  might 
help  you  find  the  physician  you  need, 
call  us  in  confidence — without  cost, 
without  obligation. 


-M- 

Vf 


Medical  Search  Consultants.  Inc. 

333  North  Belt 
P O Box  4448 
Houston,  Texas  77210 
713/999-6800 

Outside  Texas  800-231-0224 


/HEDSECO 


PHYSICIANS 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  the  following  individuals  to  fill 
positions  in  our  donor  centers  located  in: 

San  Antonio 

Full  Time  Physician 

Corpus  Christi 

Full  & Part  Time  Physicians 

Responsibilities  will  include  performing  physicals  in 
conjunction  with  donor  screening  and  evaluation. 
The  part-time  position  would  provide  support  when 
regular  Staff  Physicians  are  on  vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  Physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis. 

We  offer  excel  lent  working  environment  and  a highly 
competitive  salary.  For  further  information,  please 
send  curriculum  vitae  to  the  donor  center  of  your 
— choice: 


Alpha 


THERAPEUTIC  CORPORATION  ‘ 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
Mike  Ingram  Albert  Fino 

302  S.  Flores  St.  3105  Ayers  St. 

San  Antonio,  TX  78204  Corpus  Christi,  TX  78415 
(512)  224-1749  (512)  883-2640 

Equal  Opportunity  Employer  ^ 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  (HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association,  P.A.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  successful  HMOs  in 
Arizona,  California,  Florida,  and  Washington,  and  which  has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 
aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 
“Big  D,”  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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Memorial  Library 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 
Austin,  Tx.  78701 
(512)477-6704 


The  Memorial  Library  is  maintained  and  operated  by  the  Texas  Medical  Association  as  a service 

to  its  members.  But  what  does  it  really  have  to  offer  YOU? 

The  audiovisuals  catalog — a description  of  our  films,  audiocassettes,  slides,  and  videotapes.  You 
can  order  any  of  the  items  free  of  charge. 

Audiocassettes  (such  as  Audio  Digest) — available  in  15  specialty  areas  or  series.  You  may  sub- 
scribe to  two  tape  series  free  of  charge,  and  to  each  additional  series  for  $15.00.  The  tapes 
will  be  sent  to  you  biweekly. 

A list  of  the  Library's  journals — to  aid  in  ordering  material  from  us. 

Reference  services — computer-generated  bibliographies  of  current  literature  and  manual 
searches  of  older  literature;  packets  of  journal  and  book  literature  on  a specific  topic;  or 
book  and  journal  articles  from  bibliographies  that  you  send  us.  You  can  reach  us  easily 
with  a request  for  material,  by  phone  or  by  mail  (using  a letter  or  a Physicians  Request 
Form  specifically  designed  for  that  purpose).  All  of  these  services  are  free  to  TMA  mem- 
bers. 

SDILINE  — monthly  computer  printouts  to  keep  you  up  to  date  in  your  particular  area(s)  of 
interest.  The  charge  per  subject  is  $10.00  for  six  months  and  $18.00  for  a year. 

The  new  books  current  awareness  service — a bibliography  compiled  quarterly  for  you  in  up  to 
three  subject  fields.  These  books  are  all  available  from  the  TMA  Library,  and  the  service  is 
free. 

These  and  other  services  are  available  from  your  Library.  For  more  information,  complete  and 

return  the  attached  card. 


(Please  Detach  and  Mail) 

I would  like  to  receive  the  following: 

audiovisuals  catalog  Physician’s  Request  Forms 

audiocassette  series  order  form  SDILINE  brochure 

journal  list  new  books  current  awareness  order  form 

Name 
Address  

City  State Zip 

PLEASE  PRINT  OR  TYPE 


Complete  and  mail  to:  TMA  Memorial  Library,  1801  N.  Lamar,  Austin,  TX  78701. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Eiter,  MD.  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warron  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido.  MD,  FACA,  FAACIA* 

(Certiiied  American  Board  ol  Pediatrics) 

‘Diplomats  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski.  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh.  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomat..  American  Boards  of  Pediatrics  and  Allergy 

b969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomats  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA,  Certiiied  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA.  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center.  Dallas,  Texas  75225 
Telephone:  214  363-7790 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp.  MD 

Dixon  Presnall.  MD  J.  David  Dun -an,  MD 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden.  PhD,  MD 


Confidential  counseling  is  available  from 
TMA  Physician  Health  & Rehabilitation 
Hotline— 512  477-5575 

■ . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
T.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 


INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griffin.  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall,  MD 
Bernard  Zilberg,  MD 


PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 


CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 


ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Suite  855,  Houston,  Texas  77004 
Telephone  713  528-1916 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP(C) 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303.  Dallas,  Texas  75230 
214  661-7770 

INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample.  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


William  M.  Hensley,  ML) 
Charles  S.  Wnite.  Ill,  MD 


CARDIOLOGY 

Donald  S.  Crumbo.  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hugnes.  MD 

HEMATOLOGY  AND  ONCOLOGY 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology.  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 


Medical  Tower,  Suite  210,  1550  West  Rosedale, 
Fort  Worth.  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319.  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


T.  R.  RAO,  MD,  MS 

Diplomate  American  Board 
Diplomate  American  Board 


of  Surgery 

of  Colon  and  Rectal  Surgery 


Colon  and  Rectal  Surgery 
Fiberoptic  Colonoscopy 

6602  Quaker  Avenue,  Lubbock,  Texas  79413;  806  792-7115 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 


Dermatology 

Treatment  of  Skin  Malignancies 


Medical  City  Dallas,  Suite  214.  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


TEXAS  TECH  UNIVERSITY  SCHOOL  OF  MEDICINE 
DEPARTMENT  OF  SURGERY  CLINIC 

GENERAL  SURGERY 
F.  C.  Jackson,  MD 

GENERAL  SURGERY— Trauma  & Burns 
C.R.F.  Baker,  Jr..  MD 
PLASTIC  AND  HAND  SURGERY 
William  M.  Cocke,  MD 

CARDIOVASCULAR-THORACIC  SURGERY 
ANO-RECTAL  SURGERY 
Richard  A.  Lockwood,  MD 

ENT 

Louis  J.  Renault,  MD 

Texa3  Tech  Campus,  4th  & Indiana,  Lubbock,  Texas  79430 
Telephone  806  743  -2370 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland.  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 


David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 


ledical  City  II,  Suite  2309.  7777  Forest  Lane, 
(alias,  Texas  75230;  Telephone  214  661-7661 


TMA  Group  Insurance  Programs 

. . . Another  service  of  your  association 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


or  Medical  Plaza,  3600  Gaston  Avenue 
) 1154,  Dallas,  Texas  75246;  214  827-5960 
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DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin.  MD  Gene  P.  Ream.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.)/ 

Downtown  “Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 

JAMES  H.  HERNDON,  JR.,  MD,  FACP 

Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 
8220  Walnut  Hill  Lane.  Suite  406.  Dallas  75231 
Telephone  214  739-5821 


Endocrinology 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


N.  NARENDRAN.  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock,  Texas  79413;  806  795-5561 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue.  Dallas,  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 


General  Surgery 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


Hand  Surgery 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 
San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue.  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420.  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


TMA  reminds  you  of  these  important  dates: 

September  18-20  Fall  Conference 
November  6-8  Interim  Session 
February  5-7  Winter  Conference 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN,  JR.,  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas,  Texas  75231;  214  368-3776 

TMA  Auto  Leasing  Program 
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PETER  R.  CARTER,  MD 

Diplomaie  of  the  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Hand  and  Upper  Limb 
Reconstructive  Surgery 

Doctors  Building,  Suite  520,  3707  Gaston  Avenue, 

Dallas,  Texas  75248;  214  826-4430 


Hypnosis 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders.  MD  Jack  Woolf.  MD,  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 


F.  SCOTT  GLOVER.  III.  MD  . . , „ 

Charter  Member  and  Follow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 


STANLEY  E.  ZAWODNY,  MD 

Member.  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy.  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway.  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK.  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fell  ow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy.  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas.  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurology 

MEMORIAL  NEUROLOGICAL  ASSOCIATION 

Neurology,  Electroencephalography, 
Electromyography  and  C.  T.  Scan 

William  H.  Fleming,  III.  MD 
Harris  M.  Hauser,  MD,  FAAN 
Cheor  J.  Kim,  MD 
Lorenzo  Lorente,  MD 
Seung  K.  Rho.  MD 

1740  West  27th.  Suite  315,  Houston.  Texas  77008;  713  861-4516 
427  West  20th.  Suite  B100.  Houston.  Texas  77008;  713  868-4552 
7777  Southwest  Fwy.,  Suite  1004,  Houston.  Texas  77074;  713  772-4600 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 
EEG,  EMG,  Sensory  Evoked  Responses 


John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal.  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER.  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson.  MD 
Richard  O.  Hubbard.  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY.  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 


Neurological  Surgery 

ylor  Medical  Plaza — 605  Barnett  Tower 

-Dallas,  Texas  75246;  Telephone  214  826-7080 


Bayl< 

3600  Gaston  Avenue 


David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 


NEUROLOGICAL  SURGERY 


221  W.  Colorado  Blvd.  . „ ..  «cn 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas,  Texas  75208;  214  941-1840 


Representing  TMA's  Legislative  Views 


TMA  Physician  Placement  Service 
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TEXAS  MEDICINE 


Nuclear  Medicine 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 


M<£S  Tower.  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUST  AT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth.  Texas  76104;  817  338-4183 


Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia.  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon.  MD,  FACS,  FICS 

James  D.  Fly,  MD 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BELLAIRE  EYE  ASSOCIATES 
MEDICAL  CENTER  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 
Thomas  T.  Henderson,  MD 

Diseases  and  Surgery  of  the  Eye  and  Lid 

6802  Mapleridge,  Suite  205,  Bellaire,  Texas  77401;  713  666-4224 
6710  Fannin,  Suite  320,  Houston,  Texas  77030;  713  790-1954 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <S  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 


Orthopedic  Surgery 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319  p Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

RETINA-VITREOUS  ASSOCIATES  Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD  

Limited  to  Retina  and  Vitreous  Car  rental  at  discount  rates 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531  . . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender.  MD 


3701  Montrose,  Houston,  Texas  77006;  526-3001  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77076;  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
G.  S,  Gill,  MD,  PA 
Dilip  K.  Pal,  MD.  PA 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar.  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailmg  address;  P O Box  1118,  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 


3702  21st  St.  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 


Jack  Pruitt,  MD 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 
E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 
C.  R.  Vavrin,  MD 
Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
♦Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Shelton  G.  Hopkins,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116. 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 


Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology.  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas.  MD 
S.  Joseph  Skinner.  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek.  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg..  Houston.  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 

ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten.  MD 
J.  David  Streafer,  MD 

7777  Forest  Lane.  Dallas.  Texas  75230 
Telephone  214  661-7874 

ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 

ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale.  Suite  410, 

Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


Otorhinolaryngology 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour.  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 

on  HH A 10(10 


TMA  Memorial  Library 

. . . another  service  of  your  association 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines.  MD  Richard  McDonald,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne.  Texas  76031;  817  645-6523 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 

INC. 

J.  S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055:  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  <&  Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  226-2424 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen.  MD 
Thomas  M.  Biggs,  MD.  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400.  Houston.  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS.  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

S06  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale.  Fort  Worth.  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street.  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomats  American  Board  oi  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <£  Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD.  FACS 
Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 
South  Texas  Surgical  <£  Medical  Center 
4330  Medical  Drive,  Suite  400 
San  Antonio,  Texas  78229;  512  696-0031 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  <5  Hand  Surgery 

3600  Gaston  Ave..  #1157,  Dallas.  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E,  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 
713  775-5454 


TMA  Practice  Management  Seminars 

. . . Another  service  of  your  association 
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Psychiatry 


Rheumatology 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


HARRIS  HAUSER,  MD  AND  ASSOCIATES 
Psychiatry 

Harris  M.  Hauser,  MD.  FACP 
Linda  S.  Blume,  ACSW 

7777  Southwest  Freeway,  Suite  1004, 

Houston,  Texas  77074;  713  772-4GOO 

1740  West  27th,  Suite  315,  Houston,  Texas  77008;  713  772-4600 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 

GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


DON  E.  CHEATUM,  MD.  FACP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  808,  Dallas,  Texas  75231 
Telephone  214  363-3545 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY.  MD.  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas.  Texas;  824-3660 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  7S104 
817  336-1700 


Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building.  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


TMA  International  Travel  Program 

. . . Another  service  ol  your  association 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  ior  Authors,” 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd..  Austin,  Texas  78701 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
KING  SCOTT  COFFIELD,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 


raeaical  (Jity  Dallas 

Telephone:  214  233-7765  Answered  24  Hours 


////  t orest  Lane,  Suite  230,  Dallas,  Texas  75230 


ROBERT  J.  MURCHISON.  MD 

Diplomate  American  Board  of  Urology 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD.  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


204  Professional  Arts  Building.  1650  West  Magnolia. 
Fort  Worth,  Texas  76104;  817  921-5131 


TMA  NEWS  HOTLINE  RECORDING 

Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 

. . . Another  service  of  your  association 


Imagine...  if  there  weren't  an 
American  Medical 
Association 

Who  Would... 


represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 


NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medical 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410, 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6301. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361.  

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


NEAR  DALLAS — TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas.  Many  carpool,  others  live  in  or  around  Terrell,  pop. 
14,000,  located  approximately  30  minutes  from  downtown  Dallas,  Texas 
license  required,  psychiatry  board  eligible  or  board  certified,  $44,700, 
plus  $1000  tor  boaid  certified.  Personnel  Office,  Terrell  State  Hospital, 
P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/aifirmaiive 
action  employer 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue'  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospitab 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  Join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


CHRONIC  DISEASE  DIVISION  DIRECTOR.  Physician  opening  in  Texas 
Department  of  Health.  Challenging  opportunity  in  a dynamic  growing 
program  area.  Involves  cardio-vascular  disease,  cancer,  diabetes,  kid- 
ney disease  and  risk  reduction.  Attractive  position  for  the  right  person. 
State  benefits.  Merit  System  position.  Equal  opportunity  employer. 
Contact  C.  R.  Allen,  Jr.,  MD,  1100  West  49th  Street,  Austin,  Texas  78756; 
512-458-7668. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 625  West  19th,  Houston,  Texas  77008. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George  MD  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping  family  environ- 
ment Financial  arrangements  are  open.  Write  Ad-107,  1LXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  11U1 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 

WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 

excellent  facilities.  New  clinic  building  adjacent  hospital.  Con- 

tact Howard  L Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 

THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42  66  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  /BU-yzyj  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Egui-distance  Wichita  Falls- Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  lexas; 
telephone  817-422-4540.  


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice, 
locum  tenens,  or  group  practice.  R.  Hudspeth,  Executive  Director,  803 
W.  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 


NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1,  1981.  Must  be  board  certified/eligible 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment. 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Road, 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


EMERGENCY  PHYSICIAN— HOUSTON;  to  fill  group  of  three.  Light  but 
growing  load,  excellent  back-up.  Fee-for-service,  excellent  remunera- 
tion. Call  collect  or  write  Leo  H.  Criep,  MD,  Director  of  Emergency 
Services,  Sam  Houston  Memorial  Hospital,  1624  Pech,  Houston,  Texas 
77055;  713  932-5660. 


TEXAS,  DALLAS  AND  TEMPLE.  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  case,  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  load  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  wi*h  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  for  further 
information. 


SOUTH  TEXAS— SOUTH  PADRE  ISLAND.  Flourishing  general  practice, 
fully  equipped  2400  sq.  ft.  office.  Work  35  hours  a week.  $150,000. 
gross.  No  nights,  no  weekends,  no  office  surgery,  no  hospital  rounds 
unless  you  wish  to  do  any,  or  all  of  the  above.  Box  1544,  Port  Isabel, 
Texas  78578;  512  943-1335. 


CARDIOLOGIST-ASSOCIATE  FOR  BUSY  CARDIOLOGIST  in  a 14  doctor 
IM  referral  practice;  expertise  in  invasive  and  non-invasive  procedures 
needed,  hospital  and  office  based  with  new  Cath.  Lab.;  attractive 
financial  benefits.  Send  CV  or  call  Garner  Klein,  MD,  Valley  Diagnostic 
Clinic,  2121  Pease  Street,  Suite  1A,  Harlingen,  Texas  78550;  512  425-7200. 


TWO  POSITIONS— UNIT  DIRECTOR  AND  STAFF  PSYCHIATRIST.  MD 
or  DO  licensed  to  practice  in  Texas.  $47,000-$51 ,000  DOE,  plus  excellent 
fringe  benefit  package,  including  liability  coverage.  Austin  is  a P/Rt 
gressive  city,  State  capital,  located  in  the  beautiful  Texas  lake  and  hill 
country.  Please  submit  resume  including  at  least  three  references  to: 
Personnel  Director,  Dept.  C.,  Austin  State  Hospital,  4110  Guadalupe, 
Austin,  Texas  78751. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEMPLE,  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  qualified  family  practice  physicians.  Please  call  Dr. 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd  , Austin,  Texas  78701. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  tour  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Meaical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326 


GENERAL  SURGEON  for  eight  member  multi-specialty  group.  Located 
in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island  oeach,  several 
colleges  and  a major  medical  center.  Salary  negotiable  first  year. 
Partnership  second  year  if  mutually  desirable.  Excellent  benefits. 
Contact  San  Benito  Medical  Associates,  P.O.  Drawer  642,  San  Benito, 
Texas  78586;  512  399-2443. 


TEXAS  NEEDS  DOCTORS.  Several  small  towns  (5,000-50,000)  in  need 
of  family  physicians,  OB/GYN,  internists,  pediatricians,  radiologist  and 
orthopedic  surgeons.  Family  physician,  internist,  pediatrician  and 
ENT  needed  in  Dallas.  Group  and  solo  opportunities  with  good  cover- 
age and  rotation  of  weekends.  Each  town  within  an  hour  from  a city 
with  100,000+  population.  Pleasant  climate  with  excellent  recreational 
facilities.  Physicians  in  each  town  will  give  you  referrals  because 
they're  too  busw  Guarantees  and  other  perks  available.  No  fee.  Con- 
tact the  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767;  512  476- 
7129. 


TWO  RURAL  PROGRESSIVE  HOSPITALS,  in  north-Central  Texas  are 
interested  in  shared  radiological  coverage.  The  radiology  practice  con- 
sists of  diagnostic  radiography,  ultrasound  and  exeroradiography.  The 
cities  are  located  north  of  Possum  Kingdom  Lake  and  within  driving 
distance  of  Fort  Worth-Dallas  area.  Contact  Ad-202,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GOOD  OPPORTUNITY  for  aggressive  Spanish  speaking  doctor.  Very 
low  overhead,  no  rent  or  utilities  to  pay.  No  part  time  please.  For 
further  information  please  call  Rudy  Davila,  512  226-5293,  Davila 
Pharmacy,  1110  El  Paso,  San  Antonio,  Texas  78207. 


GENERAL  SURGEON:  Board  certified  or  eligible  to  associate  with 
established  surgeon  in  Dallas.  Excellent  opportunity  for  the  right  man. 
Please  reply  to  Ad-203,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PART-TIME  MEDICAL  CONSULTANT:  Social  Security  Disabality  Insur- 
ance is  accepting  applications  for  part-time  psychiatric  and  internal 
medicine  consultants.  Involves  review  of  medical  evidence  in  disability 
claims  at  central  location  in  Dallas.  No  patient  contact.  Flexible  hours, 
6-20  hours  per  week  For  further  information  contact  Pat  Kennedy, 
Department  of  Health  and  Human  Services,  Social  Security  Adminis- 
tration, Disability  Programs,  1200  Main  Tower  Building,  Dallas,  Texas 
75202;  phone  214  767-4281. 


IMMEDIATE  OPENINGS  FOR  EXPERIENCED  family  practice  and 
emergency  room  physicians  for  medical  and  surgical  centers — Austin, 
Texas.  Excellent  salary  and  fringe  benefits.  Send  resume  to  Ad-206, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RELOCATE  TO  HOUSTON!  Nation's  No.  1 boom  town.  Best  location 
for  primary  physicians  and  dentists  in  affluent  NW  suburb  Houston, 
quality  new  atrium  professional  building,  office  space  just  became 
available.  For  information,  713  537-2706. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  GENERAL  PRAC- 
TICE. Opportunity  for  partnership.  Clinic  adjacent  to  hospital.  Clinic 
and  hospital  practice.  Could  use  FP,  surgeon,  or  OB/GYN  willing  to 
do  general  practice.  Good  income.  Close  to  Houston,  Austin,  San 
Antonio.  Contact  Robert  A.  Youens,  MD,  ABFP,  105  N.  Grohmann, 
Weimar,  Texas  78962;  713  725-8545. 


GENERAL/FAMILY  PRACTICE  physicians  needed  in  Uvalde,  Texas. 
Attractive  city,  good  schools  including  junior  college  with  2,000  en- 
rollment, 75  miles  west  of  San  Antonio,  city  population  of  14,500.  Eight 
year  old,  62  bed  hospital  with  total  ER  contracted  coveraqe,  lab,  PT, 
resp.  care,  adjacent  renal  dialysis.  Specialties  now  provided  by  resi- 
dent physicians:  allergy,  anesthesiology,  ophthalmology,  pediatrics, 
radiology  and  surgery.  Contact  Administrator,  Uvalde  Memorial  Hos- 
pital, 512  278-6251. 


EMERGENCY  MEDICINE/FAMILY  PRACTICE— Unique  opportunity  in 
private  emergency  care/family  care  clinic.  Dedication  to  nigh  quality 
care  including  tne  psycho-social  aspects  of  medicine  mandatory. 
Salary,  benefits,  equity  position  negotiable.  Located  Houston.  Reply 
with  complete  CV  to  Ad-150,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  lime 
only.  No  weekends  or  night  coverage.  Salary  negotiable.  Call  817 
699-3777  or  817  526-9576.  Write  Route  5,  Box  241BB,  Killeen,  Texas  76541. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PRACTICE  OPPORTUNITY:  12,000  sq.  ft.  professional  building  located 
in  Lewisville,  25  miles  northwest  of  downtown  Dallas,  population  50,000. 
A garden/artium  complex  with  space  already  occupied  by  orthodontic 
ana  oral  surgery  practices.  Ideal  opportunity  for  pediatric,  ob/gyn, 
family  or  general  practice.  Lewisville  is  between  two  gorgeous  area 
lakes  and  eight  miles  north  of  bustling  D/FW  Airport.  For  information 
contact  Dr.  Dick  McFarland,  1502  West  Main,  Lewisville,  Texas  75028; 
214  221-2515. 


FAMILY  PRACTICE  PHYSICIAN — established  family  practice  clinic  wiJh 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  and 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FG/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room.  Primary 
interests  include  family  oriented  health  maintenance  and  care.  Great 
opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send  CV  to 
Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST — Must  be  certified  in  AP  and  CP  or  eligible.  Must  be 
interested  in  both  clinical  and  surgical  pathology.  260  bed  hospital  with 
well  equipped  laboratory  striving  for  excellence.  Need  a physician  with 
energy  and  active  interest  in  physicians,  technologists  and  patients. 
Lovely  wooded  East  Texas  area.  Send  curriculum  vitae  to  Ad-209,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CHIEF  PEDIATRIC  PATHOLOGIST  wanted  for  Children's  Hospital.  Em- 
ployment arrangement  open.  For  more  information  contact  Administra- 
tor, Driscoll  Children's  Hospital,  P.O.  Box  6530,  Corpus  Christi,  Texas 
78412.  Call  512  854-5341,  extension  403. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


HAVE  SPACE  IN  MY  OFFICE  for  GP  or  specialist  compatible  with 
general  surgeon.  Spanish  an  asset.  Will  help  establish  practice  in 
downtown  a ea  of  Houston,  Texas.  713  659-3360. 


MEDICAL  DIRECTOR:  Large  insurance  company,  southwest  area.  In- 
ternist or  generalist,  knowledge  of  EKG  and  chest  x-ray  interpretations. 
Interest  in  physical  fitness.  Excellent  fringe  benefits.  Dues,  malpractice, 
CME  paid;  4 weeks  paid  vacation.  Send  resume  to  V.P.,  Medical  Serv- 
ices, P.O.  Box  2075,  Houston,  Texas  77001. 


UNIVERSITY  PHYSICIAN — New  modern  clinic,  heart  of  East  Texas 
recreational  area,  liberal  time  off,  competitive  salary  and  liberal  bene- 
fits. Clinic  hours  Monday-Friday  (8-5).  No  calls.  No  night  work.  Contact 
A.  C.  Harris  or  Foy  Varner,  P.O.  Box  13058,  SFA  Station,  Nacogdoches, 
Texas  75962,  713  569-4008. 


Situations  Wanted 


BOARD  ELIGIBLE,  INTERNAL  MEDICINE.  Available  from  July  1,  1981. 
Seeking  practice  in  Dallas  and  its  vicinity.  Seek  group,  solo,  partner- 
ship or  hospital  based  practice.  Reply  to  Ad-186,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN — 35,  finishing  prestigious  residency  training  June  1981.  Wide 
experience,  seeks  solo,  group  or  partnership  practice  in  metro  area. 
Rasik  Nagda,  MD,  7456  Washington  Avenue,  Forest  Park,  Illinois  60130; 
312  366-4554. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


ALLERGIST  31,  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clinic  practice 
situation.  Medium  to  large  communities  preferred.  Available  July  1981. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


LOCUM  TENENS,  COMPHEALTH — Our  medical  group  can  place  a 
well-qualified  physician  in  your  practice  during  your  absence.  For 
more  information  call  or  write:  Comprehensive  Health  Systems,  Inc., 
175  West  2nd  South,  Suite  2003,  Salt  Lake  City,  Utah  84101;  801  532-1200. 


38  YEAR  OLD,  AMERICAN  TRAINED  ANESTHESIOLOGIST,  with  ex- 
perience also  in  emergency  medicine  and  respiratory  and  intensive 
care.  Prefer  solo  practice  in  smaller  hospital  with  growth  potential 
or  in  out-patient  surgery,  but  will  consider  all  opportunities,  including 
locum  tenens.  Contact  Ronald  White,  MD,  P.O.  Box  1503,  Dumas, 
Texas  79029. 


ANESTHESIOLOGIST — DO,  certified  and  with  15  years  experience 
desires  position  in  smaiier  hospital.  Would  supervise  CRNAs.  814  476- 
1211,  James  A.  Hicks,  DO,  9140  Fry  Road,  McKean,  PA  16426. 


MEDICAL  STUDENT  IN  MEXICO  completing  2nd  medical  year  now, 
seeks  guidance  and  direction  and  backing  to  complete  medical  studies 
in  exchange  for  2-3  years  of  my  time  after  licensure.  Am  a Canadian. 
Please  reply  to  Barbara  Sullivan,  Apartado  Postal  #807,  Tampico, 
Tamps  MEXICO. 


LOOKING  FOR  PRIMARYY  CARE  OR  OUTPATIENT  clinic  position.  Have 
Texas  license.  In  or  around  Houston  area.  Available  July  1981.  Contact 
Ad-207,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON — 31  years  old,  board  qualified,  military  trained. 
Available  July  1982.  Seeking  group,  partnership  or  solo  opportunity. 
Solid  background  in  vascular,  trauma,  and  thoracic.  Prefer  Central  or 
East  Texas.  Reply:  James  V.  Palermo,  Box  222,  USA  MEDDAC,  Wuerz- 
burg, APO  New  York,  New  York  09801. 


EXPERIENCED  AP-CP  board  certified  pathologist  (Texas  licensed) 
seeks  position.  Major  interests  in  clinical  chemistry  and  surgical  pathol- 
ogy. Will  consider  all  areas  in  Texas.  Contact  Ad-208,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST,  board  certified  and  university  trained,  seeks 
group  practice  or  fee-for-service.  Experienced  in  all  anesthetic  modali- 
ties, Additional  fellowship  year  in  pediatric  anesthesia.  Please  reply  to 
Ad-211,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST,  ABIM,  extensive  experience  in  intensive  care,  swan  ganz, 
cath,  pacemaker,  stress  test,  EKG.  Seeks  practice  opportunity.  Available 
December  81.  Please  reply  to  Ad-212,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 
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For  Sale  or  For  Rent 


CORPUS  CHRISTI,  TEXAS— OPHTHALMOLOGICAL  practice  and  equip- 
ment for  sale.  Retiring  due  to  age  and  health.  Located  in  medical 
complex,  a few  blocks  from  both  major  hospitals.  Rex  C.  House,  MD, 
62  Rock  Creek,  Corpus  Christi,  Texas  78412;  512  883-2491  or  512 
992-0627. 


HOUSTON,  TEXAS— FOR  SALE  OR  RENT.  Well  established,  30  years, 
family  practice,  bariatrics.  Terms  negotiable.  Approximately  $130,000 
gross.  Office  completely  furnished  and  equipped  with  x-ray,  EKG,  and 
fab  Retiring,  will  introduce.  For  information  call  713  926-6500  or  713 
663-6529. 


SUNBELT  SATELLITE  CLINIC-SOLO  PRACTICE  with  specialty  clinic 
backup.  Clinic  offers  x-ray  facilities,  laboratory  and  stable  patient 
base.  Will  consider  all  options.  Contact  L.  L.  Barton,  The  Gatesville 
Clinic,  227  Memorial  Drive,  Gatesville,  Texas  76528;  817  865-8201. 


1,200  SQUARE  FEET  OF  OFFICE  SPACE  for  lease  in  Waxahachie,  Tex- 
as. Suitable  for  family  practitioner  or  any  specialist.  For  information 
contact  Charlie,  214  296-3875.  Waxahachie  is  20  minutes  drive  from 
Dallas. 


ORTHOPAEDIC  SURGERY:  Board  certified  orthopaedic  surgeon  wishes 
to  sell  his  well  established  and  successful  north  Dallas  practice.  For 
more  information,  please  reply  to  Ad-205,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

FOR  SALE— WELL  ESTABLISHED  30  year  general  practice  and  3,000 


uare  feet  of  fully  equipped  office  space.  Eighty  miles  from^  open  staff 
ital  in  South  Te 


35-bed  hospital 
Please  contact  H. 
512  348-3519. 


R. 


exas.  Retiring  due  to  health.  Will  introduce. 
Buck,  MD,  P.O.  Box  549,  Premont,  Texas  78375; 


PARK  ST  DAVID  PROFESSIONAL  BUILDING— Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
for  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


UROLOGICAL  OFFICE  EQUIPMENT  FOR  SALE:  Endoscopic  instruments, 
female  cystoscopy  table  (electric),  male  examining  table,  binocular 
microscope,  sterilizer.  Also  file  cabinet,  copy  machine  and  dictaphone. 
For  additional  information  contact  Mrs.  J.  F.  Collins,  81/  J8Z-/48U, 
Denton. 


FOR  SALE:  A new  life  style.  Well  organized,  thriving  family  practice  in 
most  scenic  town  in  the  Texas  hill  country.  Gross  150m -f- . Little  night 
work  OB/surg.  optional.  Reasonable.  For  details  call  Don  Hopkins  at 
915  446-3321. 


MEDICAL  OFFICE  SPACE  for  rent  in  Kilgore— East  Texas.  Suitable  for 
FP,  pediatrics,  GP.  Vacant  July  1,  1981.  Call  214  984-8991  after  7 p.m. 

FOR  SALE:  Coulter  Counter,  model  Fn,  $2400;  Stryker  Circ-O-Lectric 
Bed  $1050;  Castle  Speedclave  7,  $425;  Examination  Table,  Hamilton, 
$300;  Burdick  MW225  Diathermy,  $800;  Burdick  EKIII  EKG,  $400;  Treat- 
ment Tables,  $100;  SS  Bedpans,  $10;  Revco  #2435  Biological  Freezer, 
$525;  Oxygen  tents,  $400;  Several  Surgical  Lights— and  more!  Mediquip- 
Scientific,  817  277-2757. 


WANTED:  PRIMARY  CARE  PHYSICIANS  to  lease  space  in  physicians 
owned  office  complex,  across  the  street  from  500  bed  multispecialty 
hospital.  Excellent  hospital  and  office  facilities  in  centrally  located, 
family  oriented  town;  200,000-250,000  population  trade  area.  For  further 
information  contact:  Professional  Building  of  Abilene,  Inc.,  1818  Pine, 
Abilene,  Texas  79601. 


AUSTIN,  TEXAS— Growing  multispecialty  group.  Space  available  July 
1981  for  orthopedist,  allergy,  dermatology,  OB/GYN,  internal  medicine. 
Contact  Cliff  Musgrave,  Parker  Bienvenu  Company,  1100  American  Bank 
Tower,  Austin,  Texas  78701;  512  474-5800. 


FOR  SALE — Houston-based  company  engaged  in  health  screening.  Lo- 
cated in  medical  building  with  three  year  lease.  Among  assets:  x-ray 
300  MA  and  processor,  spirometer  Ohio  822,  tonometer,  also  mobile  x-ray 
with  Tracor  sound  booth  and  audiometer.  Assets  and  good  will  reason- 
ably priced.  Ideal  for  MD  willing  expand  industrial  on-site  testing,  a 
nascent  business  of  potential.  Present  management  will  provide  market- 
ing and  admin  expertise.  All  answers  to  John  Zieade,  4463  Brandemere 
Way,  Houston,  Texas  77066;  phone  713  893-3179. 


Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
re^o’-ds  a-mrilahl''  M^n-fy  S'1  million  under  management.  Repl,r  *o 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  LOANS:  Min.  $5,000.  Reduce  taxes  by  sale/lease  back,  equip- 
ment bought  at  today's  replacement  value  and  leased  back  to  you. 
New  equipment  lease.  Sig.  and  other  loans  for  debt  consolidation,  in- 
vestments, vacations,  etc.  Contact  Dr.  W.  A.,  Box  5161,  Enid,  Oklahoma 
73701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen 
tial  and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN 
FANCY.) 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767  telephone  512  4716-7163. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes"  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you  or  a doctor  friend  need 
counseling  or  treatment,  won’t  you  give  us  an 
opportunity  to  help?  (Strictly  confidential  contacts 
can  be  made  through  our  HOTLINE.  Call  us  collect, 
anytime.) 


HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Leslie  R.  Ansley,  MD,  Lubbock 
(806)  795-0651 

Lowell  J.  Kepp,  Jr,  MD,  Corpus  Christi 
(512)854-2651 

Percy  E.  Lowe,  MD,  Houston 
(713)461-2646 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)363-8445 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 
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Please. 

America  is  not 
your  ashtray. 


Advertising  Directory 


A Public  Service  ofThis  Magazine 
& The  Advertising  Council 


$$$$$$$$$$$$$$$$$$$$$$$$$$$$$' 


SAVE  $100  to  $1,000 

on  any  car  of  your  choice 
from  the  dealer  of  your  choice. 

Contact:  Henry  Moore 
Suite  209,  TSTA  Bldg., 

316  West  12th  St. 

Austin,  Texas  78701 

For  a 28  second  recorded  message 

CALL  1 A/C  512-476— SAVE 


$ 

S 

$ 

$ 

$ 

$ 

$ 

$ 

$ 


EXPANDING  GROUP  NEEDS  SPECIALIST  IN  . . . 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
FAMILY  PRACTICE 
E.  N.  T. 

UROLOGY 

OPHTHALMOLOGY 

Board  Certification  desired,  but  not  required.  Clinic  located  near 
Dallas/ Ft.  Worth.  Work  with  excellent  hospital  facilities.  Group 
occupied  new  facility  in  1979  which  offers  all  ancillary  services. 
Pleasant  geographic  location,  good  shopping,  family  environment. 

FOR  MORE  INFORMATION  CALL:  R.  W Kimbro  MD  at 
(817)  645-4355 

OR  WRITE:  P.O.  Box  157,  Cleburne,  Texas  76031 


Alpha  Therapeutics  89 

American  Medilease  Plan  77 

American  Physicians  Insurance  Exchange  29 

Boehringer  Ingelheim  10,11 

Boots  Pharmaceuticals,  Inc.  63,  64,  65,  66 

Bristol  Laboratories  4,  5 

Burroughs  Wellcome  28 

Casolar/Villas  del  Palmar  12 

R.  W.  Clarke  & Co.  50 

Dallas  Medical  & Surgical  Clinic  and  Hospital  2nd  Cover 

Dallas  Rehabilitation  Institute  8 

Diagnostic  Clinic  of  Houston  87 

INA  Healthplan,  Inc.  89 

Insurance  Corporation  of  America  47 

Kelsey-Seybold  Clinic  3rd  Cover 

Kimbro  Clinic  103 

Eli  Lilly  and  Company  30 

Marion  Laboratories,  Inc.  23 

Medical  Arts  Clinic  of  Corsicana  62 

The  Medical  Protective  Company  67 

MEDSECO  89 

Merrell  Dow  Pharmaceuticals  Inc.  34,  35 

Henry  Moore  103 

Parke-Davis  79,  80,  81 

Pennwalt  Pharmaceutical  83,  84,  85,  86 

The  Prudential  Insurance  Company  of  America  16 

River  Oaks,  New  Orleans  106 

Roche  Laboratories  1,2,32,33 

Scott  and  White  Clinic  Back  cover 

Sequoia  Group  31 

Southwestern  Bell  24 

Southwest  Motor  Leasing  75 

Starlite  Village  Hospital  110 

Texas  Medical  Association 

Committee  on  Medicine  and  Religion  59 

Memorial  Library  90 

Memorial  Library  Fund  78 

Texas  Medical  Liability  Trust  25 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett,  Hutchings,  Smith  Memorial  Hospital  2nd  Cover 

United  States  Army  Recruiting  69 

Universal  Home  Services  Division  51 

The  University  of  Dallas,  Graduate  School  of  Management  110 
Workshop  on  Marriage  & Divorce  Counseling  54 

Wyeth  Laboratories  8,9,21,22 


Physicians’  Directory 
Classified  Advertising 


90-98 

100-102 


Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical  As- 
sociation of  the  product  or  service  involved 
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COURSES 


JULY 

Family  Medicine 

July  27-31 , 1981 

A Non-Board  Review  of  Internal  Medicine  for  the  Practicing  Physi- 
cian. Horseshoe  Bay  Resort,  Marble  Falls.  Fee  $300  Category  1 , 

AMA  Physician's  Recognition  Award;  36  hours.  Contact  Susan 
Rounsaville,  Research  and  Education  Division,  Scott  and  White  Me- 
morial Hospital,  2401  South  31  st  St,  Temple,  TX  76508  81 7/ 

774-21 1 1 ext  2364 

General  Medicine 

July  24-25,  1981 

Advanced  Cardiac  Life  Support.  Methodist  Hospital,  Dallas  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact 
Joseph  A.  Nedley,  Administrative  Dir,  CNP  Services,  Methodist 
Hospitals  of  Dallas,  Box  225999,  Dallas,  TX  75265  214/944-8181 

July  31  -Aug  1 , 1981 

1 st  Congress  of  Colombian  Doctors  in  the  United  States  of  America. 

Houston  Oaks  Hotel,  Houston.  Fee  $1 50.  Contact  Sharon  Thousand, 
Division  of  Continuing  Education,  UTHSC  at  Houston,  Box  20376, 
Houston,  TX  77025  713/792-4671 

Psychiatry 

July  2-3,  1981 
July  16-17,  1981 
July  30-31, 1981 

Autism  Identification  Workshops.  San  Antonio  State  School  (2-3), 
Denton  State  School  (16-17);  and  Fort  Worth  State  School  (30-31). 
Category  1 , AMA  Physician's  Recognition  Award,  13  hours.  Contact 
B.  Anne  Grigsby,  Developmental  Services,  Texas  Research  Institute 
of  Mental  Sciences,  1300  Moursund,  Houston,  TX  77030  713/797- 

1976  ext  220 

Radiology 

July  6-17,  1981 

External  Beam  Dosimetry — Principles  and  Calibrations.  M D Ander- 
son Hospital  and  Tumor  Institute,  Houston.  Fee  $550  Category  1 , 
AMA  Physician's  Recognition  Award.  Contact  Sharon  Thousand,  Di- 
vision of  Continuing  Education,  UTHSC  at  Houston,  Box  20367, 
Houston,  TX  77025  713/792-4671 

July  20-31, 1981 

External  Beam,  Interstitial,  and  Intracavitary  Dosimetry— Manual 
and  Computer  Methods  of  Calculation.  M D Anderson  Hospital  and 
Tumor  Institute,  Houston.  Fee  $550.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 


AUGUST 

Obstetrics  & Gynecology 

Aug  26-28,  1981 

Debates  and  Updates  in  Obstetrics  & Gynecology.  Marriott  Hotel, 
Astrodome,  Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Carol  Berman/Lynne  Tiras,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston , TX  77030  7 1 3/790-494 1 


Orthopedics 

Aug  14-16,  1981 

Southwestern  Orthopedic  Surgery  Review.  UT  Health  Science  Cen- 
ter at  Dallas.  Fee  $250.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours.  Contact  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

Psychiatry 

Aug  17-18,  1981 
Aug  20-21,  1981 

Individualized  Program  Planning  for  Autistic  Individuals  Regional 
Workshops.  Dallas  (17-18)  and  Corpus  Christi  (20-21 ).  Category 
1 , AMA  Physician’s  Recognition  Award.  Contact  B.  Anne  Grigsby, 
Developmental  Services,  Texas  Research  Institute  of  Mental  Sci- 
ences, 1 300  Moursund,  Houston,  TX  77030  713/797-1976  ext  220 

Radiology 

Aug  3-7,  1981 

Basic  Radiological  Health.  UT  Health  Science  Center  at  San  An- 
tonio Fee  $350.  Category  1 , AMA  Physician's  Recognition  Award; 
40  hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 


Aug  21-23,  1981 

Radiology  Resident's  Review  Course— Physics  and  Radiobiology. 

Baylor  College  of  Medicine,  Houston  Fee  TBA  Contact  Stewart  C. 
Bushing,  ScD,  Dept  of  Radiology,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston,  TX  77030  713/790-441 7 

SEPTEMBER 

Internal  Medicine 

Sept  25-26,  1981 

Internal  Medicine  Conference  & Panhandle  District  Medical  Society 
Medical  Meeting.  Lubbock  Memorial  Civic  Center,  Lubbock.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  806/743-2929 

Obstetrics  & Gynecology 

Sept  18-19,  1981 

Annual  Obstetrics/Gynecology  Seminar.  Lubbock  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430  806/743-2929 

Psychiatry 

Sept  26,  1981 

Movement  Disorders  Update  for  Psychiatrists.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $45.  Category  1 , AMA  Physician's  Rec- 
ognition Award:  6 hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

OCTOBER 

General  Medicine 

Oct,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Temple  Contact 
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Susan  Rounsaville,  Research  and  Education  Division,  Scott  & White 
Memorial  Hospital,  2401  S 31  st  Street,  Temple,  TX  76508 
817/774-2111  ext  2364 

Oct  2-3,  1981 

Advanced  Life  Support  Provider  Course.  San  Antonio  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 


Oct  10,  1981 

Health  Care  Cost  Effectiveness.  Houston  Contact  Sharon  Thou- 
sand, Division  of  Continuing  Education,  UTHSC  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Oct  16-17,  1981 

1st  Annual  Symposium  in  Cardiopulmonary  Diseases.  Kelsey- 
Seybold  Clinic,  PA,  Houston.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  AAFP,  Elective.  Designed  for  primary  care  physicians. 
Contact  Carol  Fogleman,  Kelsey-Seybold  Clinic,  PA,  6624  Fannin, 
Houston,  TX  77030  71 3/797-1551  ext  278 

Oct  23-24,  1981 

Management  of  Surgical  Infections.  Lubbock.  Contact  Rita  Chrane, 
Office  of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Oct  31, 1981 

Computer  Medicine  Conference.  Lubbock.  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Obstetrics  & Gynecology 

Oct  13-17,  1981 

What’s  New  & Important  in  Ob-Gyn.  Dallas.  Contact  June  Bovill,  Di- 
vision of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd  Dallas,  TX  75235  214/688-2166 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Lubbock.  Contact  Rita  Chrane,  Of- 
fice of  Continuing  Medical  Education,  Texas  Tech  University  HSC, 
Lubbock,  TX  79430  806/743-2929 

Radiology 

Oct  2-4,  1981 

Emergency  and  Basic  Interventional  Radiology  for  the  Clinical  Phy- 
sician. Dallas.  Contact  Susan  Wennerbom,  Director,  Division  of 
Postgraduate  Education,  Dept  of  Radiology,  UTHSC  at  Dallas,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 

Oct  14-16,  1981 

Computed  Tomography  and  Ultra  Sound.  Houston.  Contact  Sherry 
Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 

NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI.  Houston.  Contact  Lynne  Tiras/Carol  Berman,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston , TX  77030  7 1 3/790-494 1 


Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Houston.  Contact  Sherry 
Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  Box  20708,  Houston,  TX  77025  713/792-5346 

Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  San  Antonio 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Nov  10-14,  1981 

Cancer  1981 /Cancer  2001 — An  International  Colloquium.  Houston. 
Contact  C.  Stratton  Hill,  Jr,  MD.  Room  1 15,  M D.  Anderson  Hospi- 
tal and  Tumor  Institute,  6723  Bertner,  Houston,  TX  77030  713/ 
792-2222 

Pathology 

Nov  9-13,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology. 

San  Antonio.  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691  -6295 

Nov  14,  1981 

38th  Annual  Pathology  Seminar.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Psychiatry 

Nov  4-6,  1981 

Serotonin  in  Biological  Psychiatry.  Houston.  Contact  Beng  T Ho, 

MD,  Texas  Research  Institute  of  Mental  Sciences,  1300  Moursund, 
Houston,  TX  77030  713/797-1976  ext  243 

DECEMBER 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Dallas.  Contact  William  S.  Harris,  MD,  Ophthalmology  Center, 
281 1 Lemmon  Ave  East,  Dallas,  TX  75204  214/522-2661 

Psychiatry 

Dec  3-4,  1981 

Psychiatric  Emergencies.  Houston.  Contact  Carol  Berman,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 
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Preparation  of  the  “Continuing  Education  Directory"  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 


Monday-Friday  (1/5/81  — Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston.  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
M Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursdays,  7-10  pm  (Jan  29-June  18,  1981 ) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio 
Category  1 , AMA  Physician’s  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Thursday-Friday  (1/8-9/81  — 12/17-1 8/81 ) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 


Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JULY 

Flying  Physicians  Association,  Orlando,  July  20-25,  1981 . A.  Car- 
riere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

AUGUST 

American  College  of  International  Physicians,  Chicago,  Aug  20-23, 
1 981 . 3030  Lake  Ave,  Fort  Wayne,  IN  46805 


SEPTEMBER 

American  Academy  of  Family  Physicians,  Las  Vegas,  Sept  21  -24, 
1981,  Roger  Tusken,  1 740  W 92nd  Street,  Kansas  City,  MO  64114 

American  Academy  of  Otolaryngology,  New  Orleans,  Sept  20-24, 
1981 . Wesley  Bradley,  MD,  15  Second  Street,  SW,  Rochester,  MN 
55901 

■ American  Academy  of  Pediatrics,  Texas  Chapter,  Corpus  Christi, 
Sept  24-26,  1981.  Mary  Greene,  1 905  N Lamar  Blvd,  Austin,  TX 
78705 

American  College  of  Emergency  Physicians,  New  Orleans,  Sept 
14-17,  1981 . Stanley  Butler,  Box  61911,  Dallas,  TX  75261 

American  Dietetic  Association,  Philadelphia,  Sept  21-25,  1981 
Clara  Zempel,  RD,  430  N Michigan  Ave,  Chicago,  IL  6061 1 

■ Panhandle  District  Medical  Society,  Lubbock,  Sept  25-26,  1981. 
Ethel  McLeod,  Box  10212,  Lubbock,  TX  79408 


Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 


■ Texas  Medical  Association,  Austin,  Sept  1 8-20,  1 981 . C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Pediatric  Society,  Corpus  Christi,  Sept  24-26,  1981 . Mary 
Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 


Saturdays,  9am-1 2 noon  (10/25/80-5/2/81 ) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $150.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician’s  Rec- 
ognition Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of 


■ Texas  Society  of  Child  Psychiatry,  Conroe,  Sept  25-27,  1 981 . 
James  Boynton,  MD,  702  Medical  Park  Tower,  Austin,  TX  78705 

■ Texas  Society  of  Pediatric  Surgeons,  Corpus  Christi,  Sept  24-26, 
1981 . Mary  Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 


“A  FORTUNATE  OPPORTUNITY” 


• Admission -Evaluation  Service  • Adolescent  Program 

• General  Psychiatric  Program  • Discharge  Planning  Program 

• Long-Term  Intensive  Psychotherapy  • Limited  Use  of  Medication 


Riven 

OAKS 


Specialists-Long  Term  Intensive  Psychotherapy- Adolescents- Young  Adults 

A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

1800  Jefferson  Hwy . John  A.  Stocks,  M.D.  William  S.  Dyer 

New  Orleans,  La.  70121  (504)835-2661  Medical  Director  Administrator 
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ipylobacter  enteritis— an  important  cause  of  diarrhea 
rioamnionitis  due  to  Haemophilus  parainfluenzae 
irdial  scintigraphy,  exercise  testing,  and  revascularization 
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Sorbptt-ifutrljinrja-^nnth  memorial  hospital 

and  ©orbett-ljutrljmrjB-^mttlj  Clinic 


Carlin,  ©pxaa  76661 


Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 

John  B Allen,  M.D  , D.A.B.I.M 
Morris  E Magers,  M.D.,  D.A  B I M, 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr  , M.D.,  D.A.B.I.M. 

David  S.  Sowell,  III,  M.D,  DAB  I.M.,  Cardiology 
Don  E Cheatum,  M.D  , D.A.B.I.M,  and  D A B Rhu, 
F.A.C.P.,  Rheumatology 
W.  Mark  Armstrong,  M.D  DAB  I M 
Sam  W.  Waters,  M.D. 

George  F..  Thomas,  M.D,  D A B.I.M. 

Steven  P Bowers,  M.D  , DAB  I M 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D  , D A B O C.  , F A. C O G 
Vernie  D.  Bodden,  M.D  , DAB  O G 

PEDIATRICS 

Halcuit  Moore,  M.D  . DAB  P , F.A.A.P 
P E.  Luecke.Jr  , M.D,  D A B P , F.A.A.P 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , D A B S.,  F.A.C.S. 

Charles  W.  Coleman.  M D. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D A B. I , F.A.C.S. 

William  H.  Hoffman.  M.D  , DAB. LI.,  F.A.C.S. 

Richard  B.  Dulany,  M.D.,  D A B. LI,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M D DAB  R 
James  B Evans,  M.D,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D  , F A A D . F.A.C.P 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W Shuster,  M D D A B O 
Dwight  A Lee,  M.D  . D A B O, 

OPHTHALMOLOGY 

lames  M Copps,  M.D  . D A B O. 

R Roy  Whitaker,  M D , D A B.O 

DENTISTRY  AND  DENTAL  SURGERY 
J Boyd  Hollabaugh,  D.D.S. 

William  F Walton,  D.D.S. 

Larry  L Cowsert,  D.D.S. 

ADMINISTRATION 

C 11  Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 
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In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician1  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  moderate  to  severe  depres- 
sion associated  with  moderate  to  severe  anxiety. 
Contraindications:  Known  hypersensitivity  to  ben- 
zodiazepines or  tricyclic  antidepressants.  Do  not 
use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO 
inhibitors  since  hyperpyretic  crises,  severe  con- 
vulsions and  deaths  have  occurred  with  con- 
comitant use,  then  initiate  cautiously,  gradually 
increasing  dosage  until  optimal  response  is 
achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with 
history  of  urinary  retention  or  angle-closure 
glaucoma.  Severe  constipation  may  occur  in 
patients  taking  tricyclic  antidepressants  and  anti- 
cholinergic-type drugs.  Closely  supervise  car- 
diovascular patients.  (Arrhythmias,  sinus  tachycar- 
dia and  prolongation  of  conduction  time  reported 
with  use  of  tricyclic  antidepressants,  especially 
high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  following  discon- 
tinuation of  either  component  alone  have  been 
reported  (nausea,  headache  and  malaise  for 
amitriptyline,  symptoms  [including  convulsions] 
similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 


Precautions:  Use  with  caution  in  patients  with  a 
history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  im- 
paired renal  or  hepatic  function  Because  of  the 
possibility  of  suicide  in  depressed  patients,  do  not 
permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treat- 
ment. Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit 
concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precautions  about 
pregnancy.  Limbitrol  should  not  be  taken  during 
the  nursing  period  Not  recommended  in  children 
under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  over- 
sedation, confusion  or  anticholinergic  effects. 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  con- 
centration, delusions,  hallucinations,  hypomania 
and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tin- 
gling and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns. 

Anticholinergic:  Disturbance  of  accommodation, 
paralytic  ileus,  urinary  retention,  dilatation  of  uri- 
nary tract. 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare, 

References:  1.  Claghorn  J Psychosomatics  11  438-441, 
Sept-Oct  1970  2.  Rickets  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press 
1978,  p 999 


Allergic:  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine.  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and 
elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose.  Treatment 
is  symptomatic  and  supportive  I V.  administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for 
manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained.  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime.  Single  h.s.  dose  may  suffice  for 
some  patients.  Lower  dosages  are  recommended 
for  the  elderly 

Limbitrol  10-25,  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired. Limbitrol  5-12.5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses 
How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12.5  mg  amitriptyline  (as  the 
hydrochloride  salt)— bottles  of  100  and  500, 
Tel-E-Dose®  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10,  Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 

anxiety  levels. 

—Adapted  from  Claghorn  J' 


A key  reason 

MORE 


PHYSICIANS  ARE  CHOOSING 

LIMBITROE 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 

Please  see  summary  of  product  information  on  inside  cover. 
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This  month  s cover  of  Texas  Medicine 
diagrams  a procedure  described 
in  "Healing  of  anastomotic  leak  with 
transanastomotic  enteral  feeding,”  an 
article  by  John  C.  Key,  MD  Dr  Key 
points  out  that  surgeons  often 
overlook  the  alimentary  route  of 
hyperalimentation  and,  instead, 
choose  more  expensive  and 
complicated  procedures.  "The 
development  of  small,  mercury- 
weighted  feeding  tubes  now  allows 
the  peroral  introduction  of  elemental 
diets  distal  to  the  anastomotic  leak,” 
he  writes.  His  article,  which  begins  on 
page  43,  includes  two  case  reports 
involving  the  procedure. 

Coming  next  month 

Articles  scheduled  for  the  August 
issue  of  Texas  Medicine  include  a 
report  on  the  current  concepts  of 
serological  testing  in  systemic  lupus 
erythematosus,  a discussion  of 
transfusion  requirements  of  the 
leukemic  patient,  and  a report  on 
the  therapeutic  use  of  fiberoptic 
endoscopy.  Other  articles  include 
Results  in  operated  idiopathic 
scoliosis  patients  previously  treated  in 
the  Milwaukee  brace”  and  "Hemolytic 
uremic  syndrome  presenting  as 
hepatitis." 
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Commitment 
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It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702  (Check  for  availability 
in  your  state.) 

PROFESSIONAL 
LIABILITY 
m INSURANCE. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 


EDITORIAL 


Aspirin  products  and  TV  commercials 

Aspirin  and  aspirin-containing  products  are  probably  recom- 
mended by  physicians  or  bought  over  the  counter  more  often 
than  other  minor  analgesic  drugs.  As  might  be  expected, 
some  of  those  drugs  are  widely  and  competitively  promoted, 
especially  Bayer  Aspirin,  Anacin,  Excedrin,  Alka-Seltzer,  and 
Bufferin. 

Nor  does  the  number  of  aspirin  products  end  with  the  fore- 
going list.  As  long  ago  as  1 974,  Leist  and  Banwell 1 found 
more  than  200  marketed  aspirin  products,  some  of  them  giv- 
ing little  or  no  indication  of  their  aspirin  content,  and  the  num- 
ber probably  has  increased  substantially  since  then.  These 
numbers  indicate  little  except  the  ready  availability  of  a drug 
that  holds  serious  risk  for  some  persons. 

Aspirin  has  caused,  albeit  rarely,  hypersensitivity  reac- 
tions, including  anaphylaxis,  and  large  doses  taken  inadver- 
tently by  children  cause  life-threatening  poisoning.2  Aspirin 
also  has  a strong  potential  for  causing  or  aggravating  a hem- 
orrhagic diathesis.  In  this  respect,  two  mechanisms  operate. 

First,  the  drug  interferes  with  platelet  function  by  decreas- 
ing adhesiveness  and  aggregation.3  Thus,  administration  of 
aspirin  forebodes  an  onset  of  hemorrhagic  phenomena  in  pa- 
tients who  have  hemophilia  or  telangiectatic  syndrome,  in 
neonates  of  mothers  who  were  taking  aspirin  during  the  last 
month  of  pregnancy,  and  in  patients  receiving  other  anti- 
coagulant drugs  for  treatment  or  prophylaxis  of  clotting  disor- 
ders. Since  sodium  salicylate  does  not  alter  the  bleeding 
time,  the  belief  holds  that  aspirin's  acetyl  radical  is  responsi- 
ble for  altered  platelet  function.3  (This  effect  may  sometimes 
be  helpful.  For  example,  long-term  administration  of  aspirin 
has  potential  advantage  in  treatment  of  diabetic  retinopathy,4 
and  the  drug  is  being  used  to  forestall  second  episodes  of 
coronary  and  cerebral  arterial  thrombosis.) 

Second,  aspirin  denatures  gastric  mucus,  thereby  de- 
nuding the  mucosal  surface  of  the  coating  that  protects  the 
mucous  membrane  against  erosions  caused  by  the  acid  gas- 
tric secretions.5  In  “normal"  persons,  the  result  may  be  occult 
bleeding,  serious  enough  to  cause  iron-deficiency  anemia 
when  the  drug  is  taken  regularly  for  an  extended  time.2  Also, 
patients  with  peptic  ulcer2  and  an  occasional  patient  who  has 
no  demonstrable  peptic  ulcer  are  at  risk  of  exsanguinating 
hemorrhage  because  of  aspirin’s  two  mechanisms  that  favor 
bleeding.  One  person,  a physician,  suffered  massive  bleed- 
ing after  taking  only  moderate  doses  of  aspirin.  Gastroscopic 
examination  soon  after  onset  showed  multiple  bleeding 
points  in  the  gastric  mucosa.  There  was  no  history  of  peptic 
ulcer  nor  was  there  evidence  of  ulcer  at  gastroscopic  and 
roentgenographic  examinations. 

In  view  of  the  facts  about  gastric  erosions  and  peptic  ulcer, 
“buffering”  aspirin  with  an  alkaline  substance  would  seem  to 
offer  protection.  At  least  the  television  commercials  about 
Bufferin  would  have  viewers  believe  in  an  idea  so  plausible, 


and  they  are  consequently  misled.  Lanza  and  colleagues, 
using  upper  gastrointestinal  endoscopy  and  photography, 
demonstrated  that  aspirin  and  buffered  aspirin  equally  pro- 
voke erosions  in  stomach  and  duodenum.6  Although  enteric- 
coated  aspirin  does  not  affect  gastroduodenal  mucosa,  this 
form  of  the  drug  presumably  shares  the  anticoagulant  action 
of  other  aspirin  products. 

All  facts  considered,  physicians,  dentists,  pharmacists, 
and  other  professionals  have  an  urgent  obligation  to  avoid 
recommending  aspirin  products  for  patients  believed  to  be  at 
risk.  An  exception  sometimes  must  be  made  for  the  patient 
with  rheumatoid  arthritis  and  a history  of  peptic  ulcer,  for 
whom  aspirin  remains  the  mainstay  of  treatment.  One  such 
patient,  a leading  medical  academician,  responded  poorly 
or  adversely  to  antiarthritic  drugs  other  than  aspirin.  Con- 
sequently, he  would  take  aspirin  until  his  peptic  ulcer  bled, 
then  discontinue  the  drug  only  to  suffer  a flareup  of  arthritis, 
wait  until  his  ulcer  healed,  resume  taking  aspirin,  and  travel 
the  vicious  circle  time  after  time.  For  other  less  compelling 
indications  such  as  simple  aches  and  pains,  acetaminophen 
is  a safer  and  usually  effective  substitute  for  aspirin. 

The  exception  just  described  does  not  negate  the  conten- 
tion that  aspirin  poses  a serious  threat  to  the  health  and  life 
of  some  persons.  Knowing  the  propensity  of  federal  regulat- 
ing agencies  for  issuing  rules  that  relate  to  medicine  and 
medicinals,  one  should  expect  a rule  causing  advertisers  to 
warn  that  aspirin  and  aspirin-containing  products  endanger 
the  health  of  all  persons  who  are  at  risk,  and  that  it's  hard  to 
know  who  is  at  risk  before  the  fact.  Sad  to  say,  at  the  time  of 
this  writing,  the  federal  agencies  have  been  silent.  If  a rule 
has  already  been  published  in  the  Federal  Register , action 
has  not  resulted.  Neither  a warning  nor  a disclaimer  has 
been  seen  or  heard. 

Why  not? 

Hugh  H.  Hussey,  MD 

Professor  of  Medicine  and  Biomedical  Communications,  The  University  of 

Texas  Health  Science  Center  at  Dallas.  Address  correspondence  to  4819 

Skillman  St,  #209,  Dallas,  TX  75206 
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Immunization,  prompt  reporting 
are  best  weapons  against  measles 

The  recent  outbreak  of  measles  in  Texas  has  prompted  the 
Texas  Department  of  Health  to  issue  a revised  measles  im- 
munization policy,  and  to  emphasize  the  importance  of  early 
clinical  distinction  between  measles  and  other  diseases 
which  may  produce  similar  symptoms. 

Prompt  reporting  of  all  clinically  diagnosed  cases  of  mea- 
sles will  help  health  authorities  to  take  appropriate  measures 
to  control  its  spread.  Physicians  can  help  stem  the  measles 
outbreak  by  reminding  all  parents  to  have  their  children  im- 
munized if  they  have  not  already  done  so.  Although  most 
children  receive  these  immunizations  at  1 5 months  of  age, 
younger  children  should  be  protected  when  there  is  in- 
creased risk  of  exposure  to  the  disease  (see  the  revised  im- 
munization policy,  page  23). 

Most  severely  affected  by  the  complications  of  measles 
are  children  under  age  two  years.  In  Texas  at  least  one  child, 

1 1 months  old,  has  died.  In  the  recent  outbreaks  in  Harris, 
Hidalgo,  and  Cameron  counties,  about  half  the  cases  of 
measles  have  been  occurring  in  children  under  1 5 months  of 
age.  In  El  Paso,  most  cases  have  been  in  older  children. 

“If  a person  has  not  received  measles  vaccine,  and  is  ex- 
posed to  the  disease,  some  protection  against  measles  may 
be  received  by  an  immunization  within  72  hours  of  expo- 
sure," says  Jerome  Greenberg,  MD,  deputy  commissioner 
for  preventable  diseases  with  the  Texas  Department  of 
Health. 

In  advising  adult  patients,  physicians  should  check  and 
recommend  updating  the  immunization  status  of  parents, 
teachers,  and  other  school  personnel,  Sunday  School  and 
church  nursery  personnel,  workers  at  child  care  centers,  and 
anyone  who  is  often  in  contact  with  groups  of  children. 

Doctor,  you  and  your  staff  are  prime  candidates  (see 
“What's  new:  Childhood  infectious  diseases  in  adults,"  p 41 ). 

Thomas  G.  Glass,  Jr,  MD 

Chairman,  TMA  Council  on  Public  Health,  871 1 Village  Dr, 

Suite  1 1 2,  San  Antonio,  TX  7821 7 


Radiology  and  the  diagnosis  of  jaundice 

In  the  February  issue  of  Texas  Medicine,  Drs  Toombs  and 
Sandler  presented  a nice  discussion  of  various  radiological 
techniques  available  for  the  diagnosis  of  jaundice.  However,  I 
believe  their  algorithmic  approach  to  jaundice  must  be  crit- 
icized. At  a time  when  our  health  care  system  is  under  fire  for 
excessive  cost,  we  must  critically  evaluate  any  new  tests  re- 
quiring advanced  and  expensive  technology,  and  not  simply 
rush  to  endorse  them  because  they  sound  good  and  are 
available.  In  order  for  a new  technological  procedure  to  be 
helpful  in  solving  a problem,  it  must  be  better  than  methods  it 
supplants.  Nowhere  is  this  confrontation  more  apparent  than 
in  the  workup  of  a patient  with  jaundice. 

The  accuracy  and  safety  of  percutaneous  transhepatic 
cholangiography  and  endoscopic  retrograde  cholangiogra- 
phy are  well  established.  However,  I question  whether  ultra- 
sonography, the  primary  screening  test  recommended  by  the 
authors,  is  as  accurate  as  they  claim.  The  studies  they  cite 
were  not  controlled,  and  at  least  one  was  admittedly  retro- 
spective.’2 Also,  the  results  from  these  and  other  published 
studies  are  probably  not  very  representative  of  the  results 
obtained  in  most  hospitals.  It  has  been  demonstrated  that 
the  ultrasound  is  not  as  sensitive  when  the  radiologist  is 
“blinded”  as  to  the  patient’s  clinical  status,  and  many  false- 
negative examinations  occur,  especially  when  the  ducts  are 
only  mildly  or  moderately  dilated.3  A prospective  study  in  a 
large  university  medical  center  has  compared  not  only  ultra- 
sonography, CT  scans,  and  radionuclide  scanning,  but  also 
the  independent  evaluation  by  a clinician  in  the  detection  of 
extrahepatic  obstruction.  This  study  shows  that  the  bedside 
evaluation  by  a gastroenterologist  utilizing  history,  physical 
examination,  and  routine  blood  tests  is  much  more  sen- 
sitive (95%)  than  the  CT  scan  (63%),  ultrasound  (55%), 
and  Tc-HIDA  scan  (41  %)  in  the  detection  of  extrahepatic 
obstruction.4 

I would  therefore  suggest  that  the  primary  screening  ex- 
amination in  the  differentiation  of  hepatocellular  and  obstruc- 
tive jaundice  remain  the  bedside  evaluation  of  a skilled 
clinician.  If  this  physician  believes  that  extrahepatic  obstruc- 
tion is  a distinct  possibility,  then  it  seems  reasonable,  in  most 
cases,  to  go  directly  to  an  invasive  study,  usually  a trans- 
hepatic cholangiogram,  rather  than  waste  valuable  time  and 
money  on  intermediate  and  less  accurate  examinations  such 
as  ultrasound,  CT  scan,  and  HIDA  scans. 

Ned  Snyder  III,  MD 

3115  Pine,  Suite  404,  Waco,  TX  76708 
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Response  from  the  authors 

We  would  like  to  thank  you  for  allowing  us  to  respond  to  the 
letter  written  by  Dr  Snyder  regarding  our  article  entitled 
“Medical  vs  surgical  jaundice:  when  and  how  the  radiologist 
can  help."  Our  reply  will  be  subdivided  into  two  sections.  The 
first  section  will  deal  with  specific  statements  that  were  made 
by  Dr  Snyder  in  his  letter  and  the  second  section  will  sum- 
marize these  statements. 

Dr  Snyder  states,  “I  question  whether  ultrasonography,  the 
primary  screening  test  recommended  by  the  authors,  is  as 
accurate  as  they  claim.”  Numerous  reports  have  appeared 
which  have  indicated  that  ultrasonography  (US)  is  accurate 
in  the  identification  of  obstructive  jaundice.’  5 These  studies 
include  several  prospective  analyses  of  the  use  of  ultrasound 
in  obstructive  jaundice.  In  most  instances,  the  accuracy  of 
ultrasonography  in  differentiating  large  duct  biliary  obstruc- 
tion (LDBO)  from  hepatocellular  disease  was  between  88% 
and  94%. 

Dr  Snyder  also  states  that  “ultrasound  is  not  as  sensitive 
when  the  radiologist  is  ‘blinded’  to  the  patient's  clinical  status, 
and  many  false-negative  examinations  occur,  especially 
when  the  ducts  are  only  mildly  or  moderately  dilated.”3  This 
study  cited  by  Dr  Snyder6  evaluated  30  patients  with  proven 
LDBO  and  found  that  26  (87%)  had  ultrasound-demonstrated 
obstruction  when  the  clinical  data  were  available.  When  the 
radiologist  interpreting  the  ultrasound  studies  evaluated  the 
sonograms  without  knowledge  of  the  clinical  data,  the  sen- 
sitivity of  ultrasound  fell  slightly  to  77%  (23  of  30).  The  au- 
thors of  this  paper  state  that  "the  difference  in  sensitivity 
between  ‘official’  (unblinded)  and  ‘blind’  readings  was  not 
statistically  significant.”6  While  it  is  true  that  the  ultrasound 
may  be  falsely  negative,  that  is,  normal  in  the  presence  of 
large  duct  obstruction,  we  would  question  Dr  Snyder’s  state- 
ment that  there  would  be  very  “many”  of  these. 

The  prospective  study  cited  by  Dr  Snyder7  which  com- 
pared history,  physical  examination,  and  routine  blood  tests 
(clinical  examination-CE)  without  US,  computed  tomography 
(CT),  and  nuclear  isotope  studies  (NM)  found  CE  to  be  the 
most  sensitive  method  of  detecting  biliary  obstruction.  Par- 
enthetically, it  is  of  interest  that  the  “routine  blood  tests”  re- 
ferred to  in  this  study78  included  serum  albumin,  serum 
globulin,  serum  bilirubin  (direct  and  indirect),  cephalin  floc- 
culation, thymol  turbidity,  zinc  sulfate  turbidity,  serum  alkaline 
phosphatase,  urine  urobilinogen,  SGPT,  SGOT,  and  pro- 
thrombin time — a somewhat  impressive,  and  partly  archaic,  I 
might  add  expensive  array  of  tests.  While  the  sensitivity  of 
CE  was  greater  than  that  of  the  radiologic  techniques,  its 
overall  accuracy  rate  of  84%  was  no  different  from  that  of  CT 
(81%)  and  ultrasound  (78%). 

Dr  Snyder  also  proposes  that  “the  primary  screening  ex- 
amination in  the  differentiation  of  hepatocellular  and  obstruc- 
tive jaundice  remains  the  bedside  evaluation  of  a skilled 
clinician.”  It  was  not  our  intention  to  suggest  that  radiologic 


techniques  supplant  clinical  examination  or  to  suggest  that 
every  patient  with  jaundice  be  evaluated  by  radiological  tech- 
niques. On  the  contrary,  we  would  agree  that  the  evaluation 
of  the  jaundiced  patients  should  begin  with  the  clinical  exam- 
ination. In  some  instances,  patients  can  be  divided  by  CE 
into  nonobstructive  and  obstructive  groups.  Obviously,  the 
patient  with  a long  history  of  ethanol  abuse,  ascites,  spider 
angiomata  with  mild,  progressive  jaundice  is  not  likely  to 
have  obstructive  jaundice.  However,  in  some  patients,  the 
diagnosis  will  be  in  doubt.  It  is  in  this  latter  group  of  patients 
that  additional  evaluation  is  frequently  necessary. 

Dr  Snyder  then  states,  “If  this  physician  believes  that  ex- 
trahepatic  obstruction  is  a distinct  possibility,  then  it  seems 
reasonable,  in  most  cases,  to  go  directly  to  an  invasive  study, 
using  a transhepatic  cholangiogram,  rather  than  waste  valu- 
able time  and  money  on  intermediate  and  less  accurate  ex- 
aminations such  as  ultrasound,  CT  scan,  and  HIDA  scans.” 
Occasionally,  the  initial  clinical  evaluation  of  the  jaundiced 
patient  will  unequivocally  point  to  LDBO,  and  percutaneous 
transhepatic  cholangiography  (PTC)  can  then  be  performed 
as  the  next  diagnostic  step.  However,  in  many  patients  the 
diagnosis  of  LDBO  will  not  be  so  firmly  established  by  CE 
and,  in  these  patients,  ultrasound  seems  the  most  appropri- 
ate next  step.  If  Dr  Snyder's  approach  were  employed,  24% 
of  all  jaundiced  patients  with  perceived  large  duct  obstruction 
diagnosed  on  the  basis  of  CE  would  undergo  PTC  when 
obstruction  was  not,  in  fact,  present.7  This,  coupled  with  the 
fact  that  22%  of  patients  who  undergo  ultrasonography  after 
clinical  examination  will  require  no  additional  imaging  studies 
before  definite  therapy,  suggests  that  ultrasonography  rather 
than  PTC  should  be  the  initial  study  performed  when  infor- 
mation beyond  the  clinical  examination  is  necessary. 

Therefore,  in  summary,  we  appreciate  Dr  Snyder’s  com- 
ments. While  we  would  agree  that  CE  should  be  the  first  step 
in  the  evaluation  of  the  jaundiced  patient,  many  patients  will 
require  additional  investigation,  particularly  patients  sus- 
pected of  having  LDBO.  When  LDBO  is  suspected  clinically 
and  further  investigation  is  necessary,  ultrasound  should  be 
utilized  as  the  initial  method  of  study,  and  the  subsequent 
performance  of  additional  tests,  surgery,  or  biopsy  be  predi- 
cated on  the  results  of  the  sonogram.  In  this  way,  we  feel  that 
patients  will  be  evaluated  in  the  most  expeditious,  safest,  and 
least  costly  manner. 

Barry  D.  Toombs,  MD 

Carl  M.  Sandler,  MD 

The  University  of  Texas  Health  Science  Center,  Texas  Medical  Center,  6431 

Fannin  St,  Houston,  TX  77030 
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Pioneer  orthopedic  surgeon  remembered 

Dr  Edward  Alexander  Cayo,  a founder  and  innovator  in  ortho- 
pedic surgery,  died  on  Feb  7,  1 981 , in  San  Antonio,  at  the 
age  of  98.  A beloved  husband  and  father,  he  is  survived  by 
his  wife,  Margaret  Lillian  Muenster  Cayo,  two  daughters,  and 
four  grandchildren. 

Dr  Cayo  had  carried  on  an  active  practice  of  orthopedic 
surgery  in  San  Antonio  from  1920  through  1970.  The  first 
physician  to  limit  his  practice  to  orthopedic  surgery  in  South- 
west Texas,  he  organized  the  Texas  Orthopaedic  Association 
in  1 924,  serving  as  its  first  president  and  again  as  president 
during  1940-1943. 

The  majority  of  Dr  Cayo's  practice  was  associated  with  the 
Santa  Rosa  Children's  Hospital.  He  took  up  residence  in  the 
hospital  from  1 922  through  1 928.  In  a room  on  the  roof  of  the 
hospital,  he  equipped  a small  shop  in  which  he  made  braces 
for  the  children  he  treated.  This  work  was  done  after  long 
hours  of  medical  practice  and  often  required  Dr  Cayo  to  be 
awake  in  the  shop  until  2 or  3 am.  He  had  to  buy  the  brace 
material  himself  and  did  not  charge  for  construction.  This 
brace  shop  was  the  beginning  of  independent  brace  manu- 
facturing for  crippled  children  in  San  Antonio  and  Southwest 
Texas. 

Dr  Cayo  designed  and  manufactured  one  of  the  first  power 
reciprocating  bone  saws  which  he  introduced  to  San  Antonio 
in  1934  and  presented  at  the  Southern  Medical  Association 
in  1 937.  This  saw  is  still  used  by  orthopedists  in  the  commu- 
nity today. 

For  more  than  25  years,  Dr  Cayo  was  a member  of  the 
State  of  Texas  Advisory  Committee  on  Crippled  Children 
which  established  the  rules  and  regulations  for  the  care  of 
crippled  children  utilizing  state  funds.  In  addition,  he  was  on 
the  board  of  directors  of  the  Gonzales  Warm  Springs  Foun- 
dation until  his  death  and  missed  only  one  annual  meeting  in 
35  years.  His  other  memberships  included  the  American 
Medical  Association,  Southern  Medical  Association,  Bexar 
County  Medical  Society,  National  Rehabilitation  Association, 
Southwestern  Surgical  Congress,  and  International  Rotary 
Club. 


Dr  Cayo  was  recipient  of  the  Presidential  Certificate  of  Ap- 
preciation from  President  Franklin  Roosevelt  and  the  Con- 
gressional Selective  Service  Medal  issued  by  President 
Harry  Truman.  He  was  given  a commendation  medal  by  the 
National  Foundation  for  Infantile  Paralysis  in  1943  for  his 
continued  efforts  in  the  treatment  of  children  with  polio- 
myelitis. 

Born  in  Drummondville,  Quebec,  Canada,  on  July  26, 

1 882,  Dr  Cayo  received  his  early  education  in  Montreal.  He 
attended  Ohio  Northern  University,  receiving  a bachelor  of 
science  degree  in  1 905.  Further  premedical  studies  were 
pursued  at  Vermont  University  from  1 909  through  1911,  and 
in  1915  he  received  his  medical  degree  from  Tulane  Univer- 
sity College  of  Medicine.  Four  different  times  his  education 
was  interrupted  so  that  he  could  return  to  work  to  finance  his 
younger  brother’s  education.  During  these  interruptions  he 
worked  as  a crane  operator  on  the  construction  of  the  Erie 
Canal  and  as  a mining  engineer  in  Minnesota. 

As  a British  subject,  he  volunteered  and  served  as  a cap- 
tain in  the  Royal  Army  Medical  Corps  of  England  during 
World  War  I.  His  interest  in  orthopedic  surgery  as  a specialty 
was  born  while  he  served  at  the  Epsom  and  Horton  Hospitals 
and  also  at  the  Croyden  Orthopaedic  Hospital.  It  was  in 
1920,  following  his  discharge  from  the  service,  that  Dr  Cayo 
established  his  orthopedic  practice  in  San  Antonio. 

A true  “Renaissance  man”  having  many  interests  in  areas 
outside  orthopedic  surgery,  Dr  Cayo  designed  and  person- 
ally built  the  home  of  fieldstone  in  which  he  lived.  On  the 
grounds  of  his  home,  he  planted,  grafted,  and  maintained  a 
large  grove  of  pecan  and  fruit  trees,  many  of  which  were 
planted  as  memorials  to  friends  he  had  known  throughout  his 
life. 

During  summer  vacations,  he  built  a bell  tower  in  Wick- 
ham, Quebec,  to  memorialize  the  St  Peter’s  Shrine  and  his 
family's  settlement  in  Quebec.  This  two-story  monument, 
which  is  located  ten  miles  east  of  Drummondville,  was  desig- 
nated a national  historical  site  in  1 965  and  was  dedicated  to 
the  township  of  Wickham. 

One  of  Dr  Cayo's  many  hobbies  was  writing  poetry.  The 
following  excerpt  was  taken  from  a poem  he  wrote  in  1 922, 
entitled,  “Among  the  Irish  Dead": 

I hear  the  church  bells  yonder  toll; 

Oh,  friends!  Then  must  I die? 

I’ve  played  the  game,  you  do  the  same; 

Dear  home,  dear  hearts,  goodbye  . . . 

The  entire  orthopedic  community,  especially  Southwest 
Texas,  will  miss  this  compassionate  and  empathetic  physi- 
cian, Dr  Ed  Cayo,  in  his  passing. 

Jesse  C.  DeLee,  MD 

Department  of  Surgery,  UT  Health  Science  Center,  7703  Floyd  Curl  Dr,  San 

Antonio,  TX  78284 
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the  proven  power  of 


Motrin 

profen,  Upio 


600  mg  Tablets 

One  tablet  t.i.d. 

Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


Motrin*  Tablets  (ibuprofen.  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin,  safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added.  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients 

Incidence  Greater  Than  7%  (but  less  than  3%)  - Probable  Causal  Relationship 
Gastrointestinal:  Nauseaf  epigastric  pain;'  heartburn?  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness:  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tin- 
nitus, Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  r/o-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma:  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  r/o-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System.  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis, 
Hematologic:  Bleeding  episodes  (e  g , epistaxis,  menorrhagia),  Metabolic/ Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia),  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

“'Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

** Reactions  are  classified  under  “Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under " Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met 
Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease:  Sug- 
gested dosage  is  300, 400,  or  600  mg  t i d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
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Solution  to 


urance 


Inflationary  Economy 
Financial  Planning 
Interest  Earnings  up  to  10% 
Tax  Sheltered  Savings 
Estate  Liquidity 
Pension  Funding 
Guaranteed  Loan  Rates 
Business  Insurance  Needs 


Great  Southern  Life  proudly 
presents  LIFETIME  LIFE,  the  new 
generation  of  life  insurance.  This 
flexible  cost-efficient  policy, 
with  never  before  available  options, 
make  it  one  of  the  most  consumer- 
oriented  products  ever  offered  by 
the  life  insurance  industry. 

LIFETIME  LIFE  can  be  tailored 
fit  an  unlimited  set  of  needs 
circumstances  and  at  a later 
the  plan  can  be  adjusted  to  fit 
ges  as  they  occur  through- 
the  policyowner’s  life. 

„ ./ithin  the  framework  of  one 
policy,  the  death  benefit  can  be 
adjusted  up  or  down,  depending  on 
changing  needs;  premiums  can 
be  increased,  decreased  or  even 
stopped  without  lapsing  the  plan; 
and  cash  values  earn  guaranteed 
interest,  plus  excess  interest. 

We  have  just  said  a lot  about 
LIFETIME  LIFE.  But  there’s  more. 
And  it’s  just  as  remarkable  as  the 
Company  that  offers  it. 

Great  Southern  Life  is  a multi- 
billion dollar  life  insurance 
company  and  one  of  the  insurance 
affiliates  of  NLT  Corporation, 
whose  insurance  companies  have 
combined  insurance  in  force  of 
over  $23  billion. 


r_UFETIMEgi  iff— i 

Send  for  FREE  Consumer’s  Guide  on 
LIFETIME  LIFE.  It  answers  your  questions 
j in  easy-to-understand  language. 

Name i 

Address  • 

j City j 

j State  Zip J 

mail  to:  Great  Southern  Life  Insurance  Company, 
P.O.  Box  1972,  Houston,  TX  77001 


LIFETIME  LIFE  is  another  innovative  product  from  Great  Southern  Life  Insurance  Company. 


Feelings  vs. 

Some  people  feel  that  I am  misused  and  overused 
and  that  I’m  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  “weak,  ” can’t  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 
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Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they’ve  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (jv  , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or 
short-term  relief  of  symptoms  of  anxiety,  symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders:  athetosis:  stiff-man  syndrome 
convulsive  disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient, 

Contralndicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma:  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use, 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually 
taper  dosage  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence. 

Usage  In  Pregnancy:  Use  ot  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased 
risk  of  congenital  malformations  as  sug- 
gested In  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
If  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed:  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action  Usual  precau- 
tions indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  |aundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported:  should 
these  occur,  discontinue  drug  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy 
Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q i d . alcoholism,  10  mg  t i d or  q i d in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adiunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d 
or  q i d ; adiunctively  in  convulsive  disorders,  2 to  10 
mg  b i d . to  q i d Geriatric  or  debilitated  patients:  2 to 
2V2  mg,  1 or  2 times  daily  initially,  increasing  as 
needed  and  tolerated  (See  Precautions.)  Children  1 to 
21/2  mg  t i d or  q.i  d initially,  increasing  as  needed 
and  tolerated  (not  for  use  under  6 months) 

Supplied:  Valium*(diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10;  Prescription  Paks  of  50,  available  in  trays  of  10 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  071 10 


KELSEY-SEYBOLD  FOUNDATION 
announces 

First  Annual  Symposium 
on  selected  topics  in 
CARDIOPULMONARY  DISEASES 
presented  by 

KELSEY-SEYBOLD  CLINIC,  P.A. 
and 

BAYLOR  COLLEGE  OF  MEDICINE 
October  16  & 17, 1981 
Kelsey-Seybold  Clinic,  P.A. 

6624  Fannin  Street  Houston,  Texas  77030 

COURSE  DESCRIPTION:  This  symposium  is  intended  for  the  Primary 
Care  physician.  Recent  advances  in  cardiopulmonary  medicine  will 
be  discussed. 

CME  CREDITS:  As  an  organization  accredited  for  continuing  medical 
education,  Baylor  College  of  Medicine  designates  this  continuing 
medical  activity  as  meeting  the  criteria  for  9 credit  hours  in  Category 
1 of  the  Physician's  Recognition  Award  of  the  American  Medical  As- 
sociation. This  program  has  been  reviewed  and  is  acceptable  for  6 
elective  hours  by  the  American  Academy  of  Family  Physicians. 

PRE-REGISTRATION:  Must  be  completed  no  later  than  Sept.  15. 
Registration  will  be  limited  to  the  first  100  registrants.  For  additional 
information,  contact  Ms.  Carol  Fogleman  at  (713)  797-1551,  ext. 
278,  Kelsey-Seybold  Clinic,  P.A. 

REGISTRATION  FEE:  $60.00  per  person.  Fee  includes  reception  Fri- 
day evening,  continental  breakfast,  luncheon  and  meeting  materials. 

RECEPTION 

Friday,  October  16,  1981,  6:00  to  8:00  p.m.  Kelsey-Seybold 
Clinic,  P.A. 

PROGRAM 

Saturday,  October  17,  1981  at  Kelsey-Seybold  Clinic,  P.A. 

7:15  a.m. — Registration  & Continental  Breakfast. 

8:00  a.m —INTRODUCTION— S.P.  Fischer,  M.D.,  F.C.C.P.,  F.A.C.P. 

8:10  a.m. — Recent  Advances  in  Non-lnvasive  Cardiac  Evaluation  by 
Dudley  Goulden,  M.D.,  FA.C.C. 

9:25  a.m. — Evaluation  and  Management  of  Arrhythmias  in  the  Am- 
bulatory Patient  by  Michael  J.  Mihalick,  M.D.,  FA.C.C. 

10:25  a.m. — Coffee  Break 

10:40  a.m. — The  Patient  with  Wheezes:  Cardiac  vs.  Pulmonary  Dis- 
ease by  Brian  D.  Walker,  M.D. 

Noon — Lunch  and  Round  Table  Discussion 

1:30  p.m. — Medical  vs.  Surgical  Therapy  in  the  Management  of  Is- 
chemic Heart  Disease  by  Jorge  A.  Garcia-Gregory,  M.D.,  F.A.C.C., 
F.A.C.P. 

2:30  p.m.— Break 

2:45  p.m. — Cor  Pulmonale:  Lung  Disease  vs.  Heart  Disease  by  H. 
Irving  Schweppe,  M.D.,  F.A.C.P,  F.C.C.P. 

4:00  p.m. — Panel  Discussion,  all  participants,  chaired  by  Earl  F. 
Beard,  M.D.,  F.A.C.C.,  F.A.C.P. 

PRE-REGISTRATION  FORM 

(Registration  limited  to  first  100  registrants) 

Please  complete  and  return  with  registration  fee  to:  Carol  Fogleman, 
Kelsey-Seybold  Clinic,  P.A.,  6624  Fannin,  Houston,  Texas  77030. 

NAME 

ADDRESS 

CITY STATE ZIP 

Registration  fee:  $60.00.  (Please  make  payable  to  Kelsey-Seybold 
Foundation) 

Please  indicate  whether  you  will  need  accommodations: 

□ I will  not  require  room  accommodations 

□ I will  require  room  accommodations. 
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TMA  IN  ACTION 

Medical  practice  act 
dies  in  committee 

After  passing  the  Senate  in  late  April 
by  a 28-0  vote,  Senate  Bill  315,  the 
Medical  Practice  Act,  failed  final  pas- 
sage in  the  closing  hours  of  the  67th 
regular  session  of  the  Texas  Legisla- 
ture. The  bill  died  in  a House-Senate 
conference  committee  which  was  work- 
ing to  resolve  differences  between  the 
Senate  and  House  versions  of  the  bill. 

A special  legislative  session  in  midsum- 
mer is  likely,  and  reenactment  of  the 
Texas  State  Board  of  Medical  Exam- 
iners and  the  Medical  Practice  Act  is 
expected  to  be  one  of  the  major  issues 
under  consideration. 

Events  leading  up  to  the  conference 
committee  deadlock  were  typical  of 
House-Senate  “hardball”  politics.  After 
the  Senate  passed  and  sent  SB  31 5 to 
the  House  of  Representatives  on  April 
28,  Speaker  of  the  House  Bill  Clayton 
waited  1 1 days  before  referring  the  bill 
to  the  House  Government  Organiza- 
tions Committee.  This  was  the  begin- 
ning of  30  days  of  negotiations  with  the 
speaker  on  an  array  of  issues  in  the 
Medical  Practice  Act. 

Initially,  negotiations  focused  on  rep- 
resentation for  osteopathic  physicians 
on  the  State  Board  of  Medical  Exam- 
iners. When  TMA  representatives 
agreed  to  guarantee  the  osteopaths 
three  of  the  1 2 physician  seats  on  the 
1 5-member  State  Board  of  Medical  Ex- 
aminers, an  informal  practice  since 
1967,  the  bill  was  referred  to  commit- 
tee. However,  the  bill  bogged  down 
again  when  the  speaker  unexpectedly 
raised  the  issue  of  optometrists  using 
“diagnostic  drugs.”  This  was  one  of  the 
issues  that  pushed  the  Medical  Prac- 
tice Act  into  a special  session  of  the 
Legislature. 

Another  barrier  to  the  bill’s  passage 
was  a so-called  “nondiscrimination” 
provision  sought  by  osteopathy.  This 
provision  would  have  prevented  a hos- 


pital from  granting  or  refusing  staff  priv- 
ileges based  upon  reasonable  stan- 
dards of  medical  education  and  training 
required  of  physician  applicants  for 
such  privileges. 

Despite  extensive  discussion  be- 
tween members  of  the  House  Gov- 
ernment Organizations  Committee, 
representatives  of  TMA,  and  ophthal- 
mologists, the  bill  appeared  dead- 
locked in  the  House  committee.  Then, 
four  days  before  the  regular  legislative 
session  was  to  end,  the  committee  re- 
ceived unanimous  consent  to  meet 
while  the  House  was  in  session.  The  bill 
passed  out  of  committee  with  three 
last-minute  amendments.  Included 
among  these  amendments  was  an  au- 
thorization for  optometrists  to  use  diag- 
nostic drugs  and  the  antidiscrimination 
provision.  The  House  then  passed  the 
bill,  as  amended,  without  discussion  or 
testimony.  House  passage  sent  SB 
31 5,  as  amended,  back  to  the  Senate 
for  either  concurrence  in  or  rejection  of 
the  House  amendments  and  the  estab- 
lishment of  a conference  committee  to 
adjust  the  differences  between  the  two 
versions  of  the  bill. 

On  Saturday,  May  30,  Senate  spon- 
sor John  Wilson  moved  that  the  Senate 
not  concur  in  the  House  amendments 
and  requested  the  appointment  of  a 


conference  committee.  Sen  Lloyd  Dog- 
gett  offered  a substitute  motion  to  ac- 
cept the  House  bill  as  amended,  but  his 
motion  failed.  He  then  filibustered  the 
bill  until  approximately  10  pm  Saturday 
before  yielding  to  Senator  Wilson,  who 
then  passed  his  motion  to  set  up  a con- 
ference committee. 

On  Sunday,  May  31st,  the  House 
learned  that  the  Senate  had  refused  to 
concur  in  its  amendments  to  SB  31 5. 
Subsequently,  Speaker  Clayton  ap- 
pointed himself  and  Representatives 
Charlie  Evans,  Ron  Coleman,  Ron  Wil- 
son, and  House  sponsor  Bill  Messer  to 
the  conference  committee.  Lt  Gov  Bill 
Hobby  named  Senators  John  Wilson, 
Betty  Andujar,  Buster  Brown,  Carl  Par- 
ker, and  Chet  Brooks  as  the  Senate 
conferees. 

On  Monday,  June  1 , the  last  day  of 
the  regular  session,  the  ten-member 
conference  committee  began  meeting 
at  noon  to  discuss  their  differences.  In 
midafternoon,  Senator  Wilson  offered  a 
proposed  conference  committee  report 
and  invited  amendments  to  resolve  the 
differences.  By  majority  votes,  the  con- 
ferees added  or  refused  amendments, 
resolving  all  of  the  issues  in  conflict. 
Motions  to  add  the  House’s  “anti- 
discrimination"  and  “optometric  drug" 
amendments  to  the  proposed  confer- 


1 Members  of  the  House  Government  Organizations  Committee  confer  during  hearings  on  the  Medical 
Practice  Act.  Pictured  from  left  are  Representatives  Charles  Staniswalis,  Chairman  Charles  Evans,  Reby 
Cary,  Arnold  Gonzales,  Bill  Keese,  and  Vice  Chairman  Gary  Thompson. 
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ence  committee  report  failed  by  a five 
to  five  vote. 

A conference  committee  report  re- 
quires the  approval  of  three  out  of  five 
conferees  of  each  house  before  it  can 
be  submitted  for  the  approval  of  the  full 
House  and  Senate.  Speaker  Clayton 
and  the  House  conferees  indicated 
they  would  not  approve  any  conference 
committee  report  that  did  not  contain 
the  “optometric  drug”  provision. 

Finally,  at  10:30  pm  on  Monday, 

June  1 , seeing  the  conferees  were 
deadlocked,  Senator  Wilson  adjourned 
the  conference  committee,  committing 
the  Medical  Practice  Act  to  a special 
session. 

TMA  President  William  F.  Ross,  MD, 
of  Dallas,  expressed  regret  that  the 
House  and  Senate  conferees  had  failed 
to  agree.  “It  was  especially  unfortunate 
that  the  issues  that  caused  the  bill  to 
fail  were  raised  only  in  the  final  days  of 
the  session  and  had  no  opportunity  for 
hearings  nor  for  debate,"  Dr  Ross  said. 

The  bill  supported  by  the  TMA  (ex- 
cept for  last-minute  amendments)  con- 
tained 24  of  the  27  recommendations 
made  by  the  Texas  Sunset  Advisory 
Commission,  and  24  of  the  28  rec- 


ommendations made  by  the  House 
Government  Organizations  Committee. 
Fourteen  amendments  were  added 
during  Senate  consideration  of  the  bill 
where  it  finally  passed  by  a 28  to  0 vote. 

The  two  issues  which  caused  the  bill 
to  fail  in  the  final  two  hours  of  the  regu- 
lar session  are  expected  to  reappear 
during  the  30-day  special  session. 

House  endorses  phase-out 
of  health  planning  funds 

The  Texas  Medical  Association's  policy- 
making body,  the  House  of  Delegates, 
considered  a multitude  of  issues  during 
the  Association's  annual  meeting  in 
Dallas,  May  29-30.  Key  topics  in- 
cluded recommendations  on  health 
planning,  health  maintenance  organi- 
zations, the  Graduate  Medical  Educa- 
tion National  Advisory  Committee 
(GMENAC)  report,  block  grants  pro- 
posed by  the  Reagan  Administration, 
and  reimbursement  for  medical  ser- 
vices under  Medicare  Part  B.  Working 
from  the  240-page  Handbook  for  Dele- 
gates and  reports  from  nine  reference 
committees,  the  House  was  able  to 
reach  numerous  policy  decisions. 

2.  Some  4,850  physicians,  Auxiliary  members, 
and  guests  visited  the  exhibit  hall  during  the 
1 14th  annual  meeting.  The  hall  housed  a wide 
variety  of  scientific  and  technical  displays. 


HEALTH  PLANNING 
Delegates  reviewed  resolutions  regard- 
ing health  planning  and  proposed  rec- 
ommendations by  the  Reagan  Adminis- 
tration. After  assessing  individual 
resolutions,  the  House  adopted  a sub- 
stitute resolution  supporting  the  repeal 
of  health  planning  laws  PL  93-641  and 
PL  96-79.  It  also  endorsed  a Reagan 
Administration  recommendation  to 
phase  out  federal  health  planning 
through  reduced  funding.  The  House 
endorsed  the  principle  that  the  medical 
profession  should  assume  leadership  in 
identifying  community  medical  needs 
and  promote  nongovernmental  volun- 
tary planning  based  on  those  needs. 
This  resolution  was  presented  to  the 
American  Medical  Association  House 
of  Delegates  in  June. 

Delegates  also  adopted  a resolution 
requesting  the  President  and  US  Con- 
gress to  cease  any  funding  of  health 
maintenance  organizations. 

MEDICARE  REIMBURSEMENT 
After  evaluating  a number  of  alterna- 
tives regarding  Professional  Standards 
Review  Organizations,  delegates  voted 
to  continue  support  for  repeal  of  PSRO 
and  to  endorse  the  recommendations 
of  the  Reagan  Administration  in  calling 
for  a reduction  in  federal  spending  for 
PSRO  and  in  phasing  out  the  PSRO 
provisions  of  PL  92-603.  The  House 
further  approved  maintaining  the  Texas 
Institute  for  Medical  Assessment 
(TIMA)  as  a corporate  entity  only  so 
long  as  section  249F  of  PL  92-603 
continues  to  exist.  That  section  of  the 
law  provides  for  the  establishment  of 
PSROs. 

Hearing  a report  from  the  Ad  Hoc 
Committee  on  Physician  Reimburse- 
ment, the  House  asked  that  the  com- 
mittee continue  in  order  to  advise  the 
Executive  Board  on  methods  to  achieve 
equity  in  Medicare  Part  B reimburse- 
ment. The  House  asked  for  another  re- 
port in  November.  In  addition,  the 
Council  on  Socioeconomics  was 
charged  with  developing  and  imple- 
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meriting  an  educational  program  to  im- 
prove physician  and  patient  under- 
standing of  the  Medicare  reimburse- 
ment system. 

FUTURE  PHYSICIAN  SUPPLY 
The  Graduate  Medical  Education  Na- 
tional Advisory  Committee  (GMENAC) 
report,  which  projects  US  physician 
manpower  requirements  for  the  future, 
has  caused  considerable  controversy 
during  the  past  few  months.  Some  phy- 
sicians have  questioned  if  GMENAC  re- 
port findings  would  be  applied  across 
the  board  to  localities  regardless  of 
local  and  state  needs.  In  anticipation 
of  such  applications  the  delegates 
adopted  a resolution  requesting  the 
AMA  to  undertake  or  “cause  to  be  un- 
dertaken” validation  of  the  methods 
used  by  GMENAC  to  project  physician 
manpower  requirements.  Further,  the 
House  recommended  that  TMA  itself 
continue  to  expand  and  enhance  its 
own  studies  to  assure  that  accurate  in- 
formation on  physician  supply  and 
need  can  be  made  readily  available  to 
the  1983  Texas  Legislature.  The  Asso- 
ciation’s Committee  on  Access  to 
Health  Care  and  the  Council  on  Medi- 
cal Education  were  charged  with  con- 
tinuing those  studies. 

BLOCK  GRANTS 

Another  topic  of  considerable  interest  to 
the  Association  is  the  method  of  admin- 
istering and  distributing  block  grants  to 
the  states.  The  Reagan  Administration 
has  recommended  the  distribution  of 
block  grants  to  states  on  health  pro- 
grams now  funded  categorically  by  the 
federal  government.  The  House  of  Del- 
egates referred  the  topic  to  the  Asso- 
ciation’s Executive  Board  and  the 
Councils  on  Medical  Education  and  So- 
cioeconomics to  develop  an  early 
agreeable  recommendation  for  allocat- 
ing block  grants.  The  consensus  rec- 
ommendations are  to  be  presented  to 
the  governor  and  appropriate  bodies. 


PATIENT  CARE 

In  other  areas,  the  delegates  continued 
to  express  opposition  to  the  concept  of 
independent  delivery  of  health  care  by 
nurses,  including  opposition  to  forma- 
tion of  an  advanced  nurse  practitioner 
not  in  concert  with  this  policy  position. 
Proper  documentation  of  medical  rec- 
ords when  death  has  occurred  was  rec- 
ommended also  by  the  House;  once 
death  has  been  pronounced,  the  House 
suggested,  a physician  should  enter 
appropriate  orders  for  terminating  the 
use  of  supporting  respiratory  and  cir- 
culatory procedures. 

Observing  that  the  deletion  of  the 
state's  Intermediate  Care  Facility  II  pro- 
gram by  the  66th  Texas  Legislature  left 
a large  segment  of  the  elderly  popula- 
tion without  institutional  care,  the  House 
commended  the  Texas  Department  of 
Human  Resources  for  its  efforts  to 
achieve  alternate  care  objectives.  The 
House  further  encouraged  the  Texas 
Legislature  to  adopt  standards  to  as- 
sure proper  accommodations  for  pa- 
tients who  need  appropriate  institu- 
tional care. 

Delegates  debated  a resolution  call- 
ing for  educational  programs  in  human 
sexuality  as  a means  to  combat  the 
problem  of  teenage  pregnancy  in 
Texas.  The  issue  was  then  sent  to  the 


Executive  Board  for  referral  to  the  ap- 
propriate council,  with  House  action 
postponed  until  the  May  1982  session. 

HOUSE  MEETINGS 
The  House  of  Delegates  voted  to  con- 
tinue its  twice-yearly  meetings.  The  del- 
egates had  considered  the  possibility  of 
reducing  the  number  of  meetings  to 
one  in  nonlegislative  years.  However, 
they  concluded  that  the  semiannual 
forum  provides  continuity  in  policy  di- 
rection and  an  informational  arena  for 
many  delegates.  The  delegates  will 
continue  to  hold  one  meeting  in  con- 
junction with  the  Association’s  annual 
session  in  May  and  the  second  meeting 
in  Austin  in  November.  The  next  reg- 
ularly scheduled  meeting  of  the  House 
of  Delegates  is  Nov  6-8. 

Texas  writers,  photographers 
win  Anson  Jones  awards 

Sixteen  members  of  the  Texas  media 
were  honored  for  their  health  communi- 
cation efforts  in  1980  during  the  Texas 
Medical  Association's  1 14th  annual 
meeting  in  Dallas.  The  TMA  recognized 
nine  winners  and  seven  citation  of  merit 
recipients  in  its  annual  media  award 
competition.  All  received  award  certifi- 
cates, and  winners  were  awarded  $250 
cash  prizes. 


3.  Dr  Ruth  M.  Bain,  a family  physician  in  Austin,  was  elected  TMA  president-elect  during  House 
of  Delegates  proceedings  May  27-31 
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LAST  YEAR,  95  PERCENT  OF 
THE  TEXANS  WHO  SURVIVED  STROKES 
WERE  PUT  OUT  TO  PASTURE. 


THERE’S  A BETTER 
ALTERNATIVE. 

Last  year,  an  estimated 
10,000  Texans1  had  a stroke 
and  lived  to  tell  about  it. 

Unfortunately,  not  very 
much  has  been  said  about 
comprehensive  rehabilitation 
for  stroke  patients.  So  once 
they  were  on  the  road  to 
recovery,  in  95%  of  the 
recorded  cases,  treatment  came 
to  an  end.  And  stroke  patients, 
instead  of  resuming  productive 
lives,  were  left  to  vegetate, 
feeling  more  and  more  useless 
and  metre  of  a burden  on  their 
families. 

At  Warm  Springs 
Rehabilitation  Hospital,  we 
think  there’s  a better 
alternative. 

With  an  organized 
rehabilitation  program,  90%  of 
your  stroke  patients  can  learn 
to  get  out  of  bed  by  themselves 
and  function  independently  in 
a wheelchair.  70%  of  them 
can  he  taugnt  complete  self- 
sufficiency,  freeing  them  from 
any  dependency  on  nurses  and 
family  members.  And  30%  can 
return  to  work  with  proper 
rehabilitation2. 

In  most  cases,  patients 
can  begin  a rehabilitation 
program  within  one  to  six 
weeks  after  suffering  a stroke. 


In  fact,  the  sooner  rehabilitation 
begins,  the  better  their  chances 
of  regaining  movement  and 
increasing  muscle  strength. 

Rehabilitation  is  a tough 
row  to  hoe.  Without  a doubt, 
it’s  the  toughest  thing  stroke 
patients  will  ever  have  to  do  in 
their  lives. 

At  Warm  Springs,  we  do 
not  treat  our  patients  as  “sick.” 
We  expect  them  to  participate 
actively  in  their  therapy. 

During  the  week,  we  schedule 
as  many  as  two  physical  and 
two  occupational  therapy 
sessions  a day.  Often,  we 
schedule  even  more.  In  these 
sessions,  we  teach  them,  if  they 
are  able,  how  to  sit  and  walk; 
how  to  use  their  hands,  arms 
and  fingers  to  perform  everyday 
skills;  how  to  strengthen  their 
muscles. 

We  also  provide  speech 
therapy  and  respiratory  therapy 
if  it’s  needed.  And  we  provide 
recreational  therapy  to  fill  the 
patients’  leisure  time. 

We  even  work  with  our 
patients’  families  to  show  them 
how  to  continue  therapy  after 
the  patient  returns  home. 

But  most  importantly  of 
all,  we  can  teach  most  of  our 
patients  that  there  is  life  after 
stroke  and  that  they  can  lead 
independent  and  useful  lives 
again. 


What  is  the  alternative  to 
comprehensive  rehabilitation  ? 
Without  it,  some  stroke  victims 
face  spending  the  rest  of  their 
lives  needing  constant  custodial 
care.  Compared  to  the  initial 
cost  of  rehabilitation,  which  is 
about  $11,000’,  custodial  care 
may  seem  like  a bargain — 
about  $9,000  a year’.  But  in 
the  long  run  there  is  no 
comparison.  After  10  years, 
custodial  care  expenses  would 
total  at  least  $90,000.  And  the 
quality  of  life  cannot  begin  to 
measure  up  to  the  independent 
living  rehabilitation  can  provide. 

If  you’d  like  more 
information  about  our 
rehabilitation  programs  for 
strokes,  spinal  cord  injuries, 
cerebral  palsy,  poliomyelitis, 
spina  bifida,  muscular 
dystrophy  and  multiple 
sclerosis,  please  fill  out  the 
coupon  below.  At  Warm 
Springs,  we’d  rather  help  you 
put  your  patients  back  into  the 
mainstream  of  life  than  out  to 
pasture. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

P.O.  Box  58  • Gonzales,  Texas  78629  • (512)  612-6592 
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2 American  Heart  Association 

’The  Warm  Springs  Source  on  Strokes 
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Judges  evaluated  more  than  100  en- 
tries in  the  Anson  Jones  Award  compe- 
tition for  excellence  in  communicating 
health  information  to  the  public.  Entries 
in  magazine,  newspaper,  television, 
and  radio  categories  covered  a variety 
of  health-related  subjects  and  were 
judged  on  the  basis  of  accuracy,  signifi- 
cance, quality,  public  interest,  and 
impact. 

Award  winners  for  newspaper  cover- 
age are  Ruth  SoRelle,  medical  writer, 
Houston  Chronicle ; Anne  Dodson,  staff 
writer,  Corpus  Christi  Caller-Times:  and 
Kim  Ernst  and  other  staff  writers,  The 
Arlington  Citizen  Journal.  Winners  in 
the  magazine  categories  are  Nancy 
Goebel  and  Sally  Wilson,  Dallas  Maga- 
zine, Dallas  Chamber  of  Commerce; 
and  Wendy  Haskell  Meyer,  managing 
editor,  Houston  Home  and  Garden. 

Winning  radio  entries  are  Bill  Watts, 
reporter,  KPRC  Radio,  Houston;  and 
China  Long,  news  director,  KBST  Ra- 
dio, Big  Spring.  David  Boles,  reporter, 
and  Charles  Stacey,  photographer, 
KPRC-TV,  Houston;  Ron  Fulton,  re- 
porter, and  Dennis  Gerber,  photogra- 
pher, KIII-TV,  Corpus  Christi,  took  top 
honors  in  the  television  competition. 

Citations  of  merit  went  to  Carolyn 


Ondrejas,  Fort  Worth  Star-Telegram ; 
Gene  White,  Amarillo  Daily  News  and 
Globe-Times:  Vicki  Ann  Hinson,  The 
Lewisville  News-Advertiser:  Southern 
Union  News,  Southern  Union  Com- 
pany. Dallas;  Texas  Monthly,  Austin; 
Jeanie  Stokes,  WFAA  Radio,  Dallas; 
and  Dennis  Johnson,  WFAA-TV, 

Dallas. 

All  newspaper  and  magazine  entries 
were  evaluated  by  Garth  Jones,  Austin 
bureau  chief,  The  Associated  Press; 
Warren  Burkett,  associate  professor  of 
journalism,  The  University  of  Texas  at 
Austin;  Rae  Vajgert,  assistant  execu- 
tive editor,  Texas  Medicine:  and  Wil- 
liam C.  Triplett,  MD,  Corpus  Christi, 
and  Homer  R.  Goehrs,  MD,  Austin, 
members  of  the  TMA  Council  on 
Communication. 

Radio  and  television  entries  were  re- 
viewed by  a panel  selected  by  the 
Texas  Association  of  Broadcasters.  It 
included  Joe  Roddy,  director  of  public 
affairs  and  consumer  relations,  KTBC- 
TV,  Austin;  Harry  Smith,  broadcast  con- 
sultant and  former  general  manager  of 
KNOW  Radio,  Austin;  and  TMA  Coun- 
cil on  Communication  member  Robert 
S.  Ray,  MD,  McQueeney.  Final  selec- 
tion of  all  winners  was  made  by  the 


TMA  Council  on  Communication. 

TMA’s  medical  journalism  award, 
presented  annually  since  1 956,  is 
named  in  honor  of  the  last  president  of 
the  Republic  of  Texas,  Dr  Anson  Jones, 
a noted  physician,  statesman,  and 
writer  from  early  Texas  history. 

TMA  placement  service 
helps  doctors  relocate 

If  you  are  searching  for  an  associate  or 
a community  with  opportunities  for 
opening  a medical  practice,  the  Texas 
Medical  Association's  Physician  Place- 
ment Service  (PPS)  may  be  a research 
tool  worth  investigating.  The  service 
publishes  two  bimonthly  newsletters 
which  list  physicians  wishing  to  relocate 
and  opportunities  available  in  Texas 
communities. 

A recent  analysis  of  the  service  re- 
vealed a steady  increase  in  1981  of 
physicians  wishing  to  settle  in  Texas. 
During  the  first  six  months,  the  bi- 
monthly newsletters  revealed  the 
following: 

— 401  physicians  were  listed  as  ac- 
tively seeking  relocation  in  the 
January/February  newsletter;  an 
additional  100  physicians  were 
listed  confidentially. 

— 476  physicians  seeking  relocation 
were  listed  in  the  March/April  is- 
sue; 112  physicians  sought  con- 
fidential access. 

— 508  physicians  seeking  reloca- 
tion were  listed  in  the  May/June  is- 
sue; 1 23  contacted  the  service  for 
confidential  access  to  location 
information. 

The  second  newsletter,  which  lists 
opportunities  available  in  Texas,  also 
showed  increases  for  the  first  six 
months  of  1 981 . The  January/February 
issue  showed  240  listed  opportunities, 
with  76  confidential  listings;  the  March/ 
April  issue  included  315  opportunities 
and  82  confidential  openings;  the  May/ 
June  issue  published  316  listings  and 
there  were  78  confidential  opportunities. 

Of  the  21  specialties  listed,  internists, 
family  physicians,  and  surgeons  were 


4 Texas  medical  students  traveled  to  the  State  Capitol  from  throughout  the  state  to  testify  and  listen 
to  hearings  regarding  a proposed  tuition  increase  during  the  67th  Legislature. 
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the  specialists  most  eager  to  relocate 
according  to  figures  included  in  the 
May/June  newsletter.  The  greatest 
number  of  published  opportunities 
available  during  this  period  were  in  fam- 
ily practice,  internal  medicine,  and 
obstetrics  and  gynecology.  In  almost  all 
cases,  the  physicians  seeking  reloca- 
tion outnumbered  the  opportunities 
listed. 

Most  of  the  published  opportunities 
were  found  in  communities  with  a popu- 
lation between  10,000  and  80,000. 
Within  that  range,  the  majority  of  open- 
ings occurred  in  communities  with 
10,000  to  30,000  people. 

Who  advertises  opportunities?  The 
analysis  for  the  May/June  issues 
showed  the  largest  percentage  of  con- 
tacts coming  from  clinics,  medical  cen- 
ters, or  large  multispecialty  groups. 
Hospital  administrators  were  the  sec- 
ond most  frequent  advertisers,  followed 
by  individual  physicians  who  were 
searching  for  associates. 

The  largest  percentage  of  physicians 
seeking  to  relocate  in  Texas  (70%) 
came  from  out  of  state. 

Because  the  placement  service 
functions  primarily  as  an  information  fa- 
cilitator and  does  not  make  specific 
“matches”  between  communities  and 
physicians,  it  is  difficult  to  measure  the 
success  rate.  There  is  no  fee  for  the 
service.  Physicians  interested  in  learn- 
ing more  about  the  placement  service 
should  contact  Ms  Alice  Swaim,  Physi- 
cian Placement  Service,  Texas  Medical 
Association,  1905  N Lamar,  Austin,  TX 
78705,  or  call  512-477-6704. 

July  workshops  feature  tips 
on  practice  management 

Trying  to  improve  your  collection,  bill- 
ing, and  insurance  procedures?  Per- 
haps your  patients  would  respond  to 
better  reception  and  patient  flow  tech- 
niques. Are  you  searching  for  ways  to 
better  control  your  finances  or  con- 
templating a computer  system  for  your 
practice? 

These  are  among  the  topics  to  be 


discussed  during  a series  of  one-half 
day  workshops  for  physicians  and  med- 
ical office  staff,  July  1 3- 1 7,  in  San  An- 
tonio and  Houston.  The  workshops  are 
sponsored  by  the  Texas  Medical  Asso- 
ciation and  Conomikes  Associates,  Inc. 

The  management  workshops  will  be 
held  at  the  Bexar  County  Medical  So- 
ciety, San  Antonio,  July  1 3 and  1 4,  and 
at  the  Houston  Holiday  Inn,  West  Loop, 
July  15-17.  The  San  Antonio  work- 
shops will  emphasize  personnel  com- 
munications and  leadership  on  July  13, 

1 :30-5  pm.  Two  workshops  on  July  1 4 
will  include  discussions  on  better  col- 
lections, billing,  and  insurance  pro- 
cedures from  8:30  am-12  noon,  and  in 
the  afternoon,  a discussion  on  recep- 
tion and  patient  flow  techniques, 

1 :30— 5 pm. 

The  Houston  workshops  will  cover 
the  following  topics.  On  July  1 5,  a finan- 
cial control  workshop  will  be  offered  for 
physicians  only.  A full-day  workshop, 
July  1 6,  will  explore  the  use  of  comput- 
ers in  a medical  practice.  Two  work- 
shops on  July  1 7 will  feature  discus- 
sions on  better  collections,  billing,  and 
insurance,  (8:30am- 12  noon),  and  re- 
ception and  patient  flow  techniques, 
(1:30-5  pm). 

Fees  for  the  workshops  are  $60  for 
half-day  sessions  and  $1 00  for  full-day 


sessions.  For  more  information,  contact 
Jim  White,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  78701 ; 
512-477-6704. 

HEALTH  LINE 

TDH  revises  measles 
immunization  policy 

The  Texas  Department  of  Health  (TDH) 
issued  a measles  alert  and  revised  its 
measles  immunization  policy  in  May. 
Outbreaks  of  measles  during  the  first 
five  months  of  1 981  exceeded  the  1 980 
total  of  181  cases,  and  the  disease  con- 
tinues to  spread  across  the  state. 

The  Bureau  of  Communicable  Dis- 
ease Services  reported  that  about  half 
of  the  reported  cases  have  occurred 
in  children  below  1 5 months  of  age. 
Jerome  H.  Greenberg,  MD,  Deputy 
Commissioner  for  Preventable  Dis- 
eases with  the  TDH,  said  that  the  usual 
recommendation  is  that  children  be 
immunized  against  measles  at  15 
months  of  age.  However,  when  there 
is  a chance  of  earlier  exposure,  chil- 
dren as  young  as  six  months  may  be 
immunized. 

Children  younger  than  two  years  are 
most  severely  affected  by  the  complica- 
tions of  measles.  These  may  include 


Revised  measles  immunization  policy 

1 . All  persons  attending  school,  including  those  attending  institutions  of  higher  learning,  should  be  fully 
protected  against  measles  by  vaccination  or  certified  in  writing  by  a physician  to  have  had  a case  of 
measles  (rubeola).  In  circumstances  of  increased  risk,  as  explained  below,  consideration  should  be  given 
to  removing  from  school  all  individuals  not  immunized  or  certified  by  a physician  as  having  had  measles 
(rubeola). 

2.  Texas  children  at  increased  risk  of  exposure  to  measles  should  be  protected  by  an  intensified  schedule  of 
immunization.  The  augmented  special  recommendations  for  measles  immunization  in  all  such  children  at 
increased  risk  of  exposure  to  measles  are  as  follows: 

a.  Single  antigen  measles  vaccine  should  be  administered  as  soon  after  six  months  of  age  as  possible, 
up  to  the  age  of  twelve  months. 

b.  Children  who  have  reached  twelve  months  of  age  should  receive  MMR  (mumps,  measles,  rubella) 
vaccine. 

c.  Children  who  received  immunization  against  measles  between  six  and  twelve  months  must  be  reim- 
munized against  measles  at  15  months  of  age,  using  MMR  vaccine. 

3.  There  are  at  least  two  categories  of  children  who  are  currently  recognized  to  be  at  increased  risk  and 
requiring  special  protection: 

a.  Children  living  in  any  Texas  city  or  county  which  experiences  measles  activity  (ie,  even  one  con- 
firmed case  of  measles  which  exposes  unprotected  persons)  within  calendar  year  1 981 . 

b.  Children  at  high  risk  of  exposure  to  measles,  such  as  children  in  families  of  migrant  workers;  or 
children  who  anticipate  travel  to  or  through  any  area  where  measles  is  being  transmitted. 

4.  In  Texas  counties  currently  not  experiencing  measles  transmission,  the  standard  recommendation  that  all 
children  should  receive  measles  vaccine,  in  combination  with  rubella  and  mumps  vaccine  at  1 5 months  of 
age,  should  be  followed. 
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pneumonia,  otitis  media,  and  encepha- 
litis, and  even  may  result  in  death.  One 
1 1 -month-old  infant  has  died  as  a result 
of  measles. 

Health  officials  are  most  concerned 
about  the  southeastern  and  south- 
western parts  of  Houston,  the  lower  Rio 
Grande  Valley,  and  El  Paso.  Although 
375  cases  were  reported  in  Texas 
through  May  1 4,  estimates  of  the  total 
number  of  cases  range  up  to  double 
this  figure.  Many  suspected  cases  are 
under  investigation. 

The  TDH  requests  that  physicians  re- 
port all  measles  cases  to  local  health 
authorities  immediately  upon  diagnosis. 

Influenza  dealt  Texas 
hard  blow  in  80-81 

The  1980-1981  influenza  season  of- 
ficially ended  March  28  with  records  of 
an  unusually  high  number  of  reported 
cases.  The  Texas  Department  of  Health 
(TDH)  Bureau  of  Communicable  Dis- 
ease Services  tallied  a cumulative  total 
of  120,749  influenza  and  influenza-like 
cases  reported  over  a 22-week  period 
from  Nov  1,  1980,  through  March  28, 
1981.  This  compares  with  only  58,61 4 
of  these  cases  reported  for  the  same 
period  in  1979-1980. 

The  heavy  reporting  of  cases  in  De- 


cember offered  the  TDH  a glimpse  of 
what  lay  ahead.  The  season  peaked  in 
January  with  16,052  cases  reported  in 
week  number  4 ending  Jan  31 , 1981. 

Most  of  the  influenza  cases  were 
confirmed  as  serotype  A.  The  596  cul- 
tures reported  by  the  Baylor  College  of 
Medicine  in  Houston  identified  the  prev- 
alent strains  as  A/Bangkok  and  A/ 
Brazil.  This  report  was  similar  to  the 
findings  of  the  TDH  Bureau  of  Labora- 
tories which  cultured  1 1 specimens  as 
A/Bangkok-like,  A Brazil-like,  and  A- 
Taiwan. 

The  Bureau  of  Communicable  Dis- 
ease Services  also  reported  that 
67,360  doses  of  vaccine  were  reported 
as  having  been  administered  in  Texas 
to  elderly  and  chronically  ill  persons 
from  October  1980  through  February 
1981. 

Texas  medical  schools 
receive  AMA-ERF  funds 

A total  of  $1 ,282,599  was  channeled  di- 
rectly to  the  nation's  medical  schools 
this  spring  in  grants  from  the  American 
Medical  Association  Education  and  Re- 
search Foundation.  Amounts  varied 
considerably,  but  virtually  every  school 
in  the  US,  plus  some  Canadian  schools, 
received  funds. 


In  Texas,  the  state’s  seven  medical 
schools  received  $45,390.06. 

Much  of  the  money  earmarked  for  di- 
rect grants  to  medical  schools  comes 
from  physicians  who  are  graduates 
of  those  schools  and  wish  to  support 
their  alma  maters.  Grants  are  made  di- 
rectly to  the  schools’  deans  without 
restriction. 

The  largest  grant  in  Texas,  $1 1 ,01 3.02, 
went  to  The  University  of  Texas  South- 
western Medical  School  at  Dallas.  Sec- 
ond was  Baylor  University  College  of 
Medicine,  Houston,  $9,826.02;  third 
was  UT  Medical  Branch  at  Galveston, 
$8,383.34. 

Baylor  receives  endowment 
for  family  practice  chair 

Baylor  College  of  Medicine  joins  three 
other  medical  colleges  in  the  US  with 
an  endowed  chair  in  family  practice. 

The  Richard  M.  Kleberg  Sr  Chair  of 
Family  Medicine  was  recently  created 
with  an  endowment  by  the  family  of  this 
prominent  South  Texan  who  died  in 
1955. 

It  will  finance  the  salary  and  ex- 
penses for  teaching,  research,  and 
other  scholarly  activities  of  a faculty 
member  within  Baylor's  department  of 
family  medicine. 

William  T.  Butler,  MD,  Baylor  presi- 
dent, noted  that  the  chair  will  enhance 
the  department  which  trains  physicians 
for  general  family  care.  Having  family 
physicians  available  is  especially  crit- 
ical in  many  rural  areas  of  Texas,  he 
added.  “We  are  extremely  grateful  to 
Mr  Kleberg’s  family  for  this  generous 
endowment,"  he  said. 

Kleberg  was  a direct  descendant  of 
the  Texas  family  that  founded  the  vast 
King  Ranch  in  South  Texas.  He  dis- 
tinguished himself  as  a rancher,  sports- 
man, lawyer,  and  legislator. 

The  only  other  medical  colleges  with 
endowed  chairs  in  family  medicine  are 
at  the  University  of  Virginia,  the  Univer- 
sity of  Cincinnati,  and  Case  Western 
Reserve  University  in  Cleveland. 


5.  The  Texas  Department  of  Health  displays  the  carrier  mosquito  for  dengue  fever  as  one  part  of  its 
award-winning  exhibit  during  the  annual  meeting. 


24 


TEXAS  MEDICINE 


Cost  containment  efforts 
need  continued  diligence 

The  Texas  Voluntary  Effort  is  evolving. 
Initially  established  as  a two-year  pro- 
gram in  1 977  to  counter  federal  efforts 
to  place  revenue  ceilings  on  hospital 
costs,  the  effort  has  turned  into  a work- 
ing coalition  between  physicians,  hos- 
pitals, governmental  agencies,  busi- 
ness, patients,  and  other  organizations 
interested  in  holding  down  costs. 

R.  William  Warren,  chairman  of  the 
Texas  Voluntary  Cost  Containment  Re- 
view Committee,  which  is  charged  with 
overseeing  Texas  hospitals,  recently  re- 
ported that  385  hospitals,  representing 
74%  of  the  hospitals  in  Texas,  partici- 
pated in  the  TVE  program  in  1 980.  Of 
these,  303  hospitals  were  certified  as 
participating  hospitals.  To  be  certified, 
a hospital  must  present  a joint  resolu- 
tion from  its  administration,  medical 
staff,  and  governing  board  stating  it  is 
supportive  of  the  cost  containment  con- 
cept. In  addition,  the  hospital  must  sub- 
mit a yearly  budget  to  show  it  meets 
individual  goals  in  restraining  costs.  For 
hospitals,  this  is  measured  by  the  cost 
per  patient  admission. 

The  Texas  Voluntary  Effort  is  striving 
to  bring  the  rate  of  increase  in  health 
care  costs  in  line  with  the  rate  of  infla- 
tion as  measured  by  the  Consumer 
Price  Index  (CPI). 


Accurate  data  important 
on  death  certificates 

The  American  Medical  Association  has 
passed  a resolution  encouraging  physi- 
cians to  give  thoughtful  attention  to  the 
more  accurate  completion  of  death  cer- 
tificates. Such  information  is  important 
in  epidemiological  studies,  and  it  is  be- 
coming increasingly  valuable  in  assess- 
ing the  effects  of  exposure  to  various 
substances  in  the  workplace. 

In  addition,  accurate  information 
about  the  principal  and  contributing 
causes  of  death  can  be  a factor  in 
whether  or  not  survivors  are  entitled  to 
certain  insurance  and  other  benefits, 


and  in  some  cases,  how  much.  Liability 
could  be  a factor  if  there  is  a question  of 
whether  death  was  a cause  of  an  acci- 
dent or  a result  of  it.  The  cause  of  death 
becomes  part  of  the  survivors'  family 
medical  history,  thereby  affecting  future 
generations  to  some  extent. 

Food  labels  should  cite 
sodium  content,  AMA  says 

The  AMA  has  told  Congress  that  peo- 
ple on  restricted  diets  need  more  infor- 
mation than  is  now  readily  available  to 
control  their  total  daily  intake  of  sodium. 

The  AMA  suggested  that  both  so- 
dium and  potassium  content  should  be 
shown  in  milligrams  per  serving  on  food 
labels. 


Testifying  before  a House  Science 
Subcommittee  were  Ray  Gifford,  MD, 
of  the  Cleveland  Clinic  Foundation  and 
a member  of  the  AMAs  Council  on  Sci- 
entific Affairs;  and  Philip  White,  ScD, 
director  of  AMA's  Department  of  Foods 
and  Nutrition. 

Dr  Gifford  said  that  “without  infor- 
mation regarding  sodium  content  on 
the  label  of  foods,  dietary  planning  by 
physicians  and  their  patients  is  more 
difficult.  Obviously,  a cost-effective  sys- 
tem of  sodium  labeling  for  foods  would 
be  beneficial  to  both  physicians  and 
their  patients  and  thus  would  be  of  con- 
siderable assistance  in  the  dietary 
management  of  hypertension.” 


6.  Dr  Thomas  G.  Glass,  chairman  of  the  TMA  Council  on  Public  Health,  speaks  with  Gov  Bill  Clements 
after  the  governor  signed  the  19-year-old  drinking  bill  into  law. 
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CAPITAL  COMMENTS 

FTC  abandons  effort  to  limit 
doctors  on  insurance  boards 

The  threat  of  federal  intervention 
against  physicians  sitting  on  policy- 
making boards  of  Blue  Shield  or  similar 
medical  insurance  plans  has  been  lifted 
by  the  Federal  Trade  Commission 
(FTC). 

The  agency  abandoned  a two-year- 
old  proposal  by  the  commission’s  Bu- 
reau of  Competition  that  the  FTC  issue 
a rule  limiting  the  control  physicians  or 
medical  societies  may  have  over  the  70 
Blue  Shield  boards. 

Additional  studies  have  contradicted 
original  staff  findings  that  health  care 
costs  were  higher  in  areas  where  physi- 
cians controlled  Blue  Shield  boards, 

FTC  officials  said.  They  also  noted 
that  consumer  representation  has  in- 
creased on  boards  in  recent  years. 

The  commission’s  decision  to  aban- 
don the  industry-wide  effort  was  unan- 
imous and  came  after  less  than  50 
minutes  of  debate  and  without  a formal 
vote. 

The  Blue  Shield  proposal  was  one  of 
a series  aimed  at  health  care  providers 


and  insurors  in  recent  years  and  ranked 
in  importance  only  behind  the  FTC’s 
action  against  the  AMA's  code  of  ethics 
involving  physician  advertising. 

Blue  Shield  plans  disputed  the  FTC’s 
staff  allegations  that  physician  reim- 
bursement was  higher  where  physi- 
cians exercised  significant  control  over 
local  Blue  Shield  plans. 

Instead  of  an  industry-wide  rule  on 
the  matter,  an  action  that  probably 
would  have  been  protested  in  court,  the 
FTC  decided  to  seek  any  abuse  on  a 
case-by-case  basis. 

The  controversial  staff  report,  which 
received  prominent  media  attention  at 
the  time,  charged  that  control  by  the 
medical  profession  of  insurance  plans 
is  so  pervasive  that  some  physicians 
call  Blue  Shield  “the  economic  arm  of 
the  medical  profession.” 

New  bill  eliminates 
HMO  funding 

The  Administration  has  sent  Congress 
legislation  phasing  out  federal  financial 
support  for  health  maintenance  organi- 
zations (FIMOs). 

The  bill  will  “help  ensure  that  health 
maintenance  organizations  and  other 
modes  of  health  delivery  face  a fair 


test  in  the  marketplace,”  said  Richard 
Schweiker,  secretary  of  the  Health  and 
Fluman  Services  (HHS)  Department,  in 
a letter  of  transmittal. 

Schweiker  said  the  federal  aid  has 
given  FIMOs  "an  advantage  over  other 
forms  of  health  delivery.” 

The  bill  eliminates  certain  federal  re- 
strictions on  HMOs  "that  have  inhibited 
their  ability  to  compete  successfully,” 
Schweiker  said.  The  bill  authorizes  ap- 
propriations of  $1  million  for  the  next 
three  fiscal  years  for  HMO  training  and 
technical  assistance  and  $35  million 
yearly  for  the  HMO  loan  fund. 

No  federal  assistance  would  be  pro- 
vided for  starting  up  any  new  HMO. 

Other  provisions  of  the  bill  would  re- 
move mental  health  and  substance 
abuse  services  from  the  list  of  required 
services  and  make  them  optional;  and 
repeal  current  limitations  as  to  HMOs 
contracting  with  individual  physicians 
for  the  provision  of  health  services  and 
clarify  what  percentage  of  services 
could  be  contracted  by  an  HMO. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 

Illustration  of  5/31/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago 

5/31/80 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund  $13  451 

T.  Rowe  Price  Growth  Stock  Fund  $12,667 

Date  of  Investment 
5/31/78 

$19,861 

$14,682 

5/31/76 

$21,808 

$15,700 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

Rowe  Price  New  Income  Fund 

$ 9,776 
$ 9,756 

$10,372 

$11,555 

$1 1,971 
$13,565 

Current  yields  on  interest  bearing  options. 

Mercantile  Bank  Time  Deposits 

2V2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  6/5/81 

11,75%  (Through  6/22/81) 

8,00% 

14.25%  (Through  6/15/81) 

16.71% 

Approximate  unit  prices  as  of  5/31/81 : 

Mercantile  Bank  HR-10  Stock  Fund 

Mercantile  Bank  HR- 10  Fixed  income  Fund 

$22.28 

$15.22 
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Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R-  J-  Lyons 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


' Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


UP 


Two  convenient  dosage 
forms:  100  mg  (white)  and 
300  mg  (peach)  Scored 
Tablets 


mm 


Tablets  imprinted  with 
brand  name  to  assist  in 
tablet  identification. 


CTCIAPEN-^  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P . mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P . mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  S.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give  ii 

n equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q. i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

Mild  or 

Moderate 

Infections 

250  mg  q. i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.  i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.  i.d.  f 

50  to  100  mg/kg/day t 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d.t 

Urinary  Tract 

500  mg  q. i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Laboratories 

Philadelphia.  Pa.  19101 


Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.1 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPENR-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


*Based  on  T V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth  Laboratories  • Philadelphia,  pa  19101 

L U 


CYCLAKH-W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cyclacillin)  a 

more  than  just  spectrum 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


The  original  dipyridamole. 


0 

BI 


Persantine 

(dipyridamole) 


During  the  17  years  that  Persantine 
has  been  used  for  long-term  therapy  of 
chronic  angina  pectoris,*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine1-  (dipyridamole) 

Chronic  Angina  Pectoris 

Tablets  of  25  mg  and  75  mg 


'INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

"Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known 
PRECAUTIONS— Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 

full  prescribing  information, 

(x)  &°®ViLni2fr 

yrsy  Ingelheim 

Boehringer  Ingelheim  Ltd 

Ridgefield,  CT  06877 


Lee  Boltin/Merropolitan  Museum  of  Art 


FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  712  N.  Washington, 
Dallas  75246 
(214)  821-4640 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 
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FDA  postpones  pilot  program 
on  patient  package  inserts 

The  Food  and  Drug  Administration’s 
pilot  program  for  patient  package  in- 
serts (PPIs)  for  drugs  has  been  slowed 
and  may  be  halted. 

New  FDA  Commissioner  Arthur 
Hayes,  MD,  “will  conduct  a complete 
review  of  ways  to  provide  health  and 
safety  information  to  consumers  about 
drugs,”  said  HHS  Department  Secre- 
tary Richard  Schweiker.  The  May  25 
and  July  2 effective  dates  of  the  pilot 
program  will  be  postponed. 

The  FDA  review  will  consider  alterna- 
tive means  of  providing  needed  infor- 
mation to  patients  about  drugs,  the  cost 
effectiveness  of  the  PPI  approach,  and 
whether  the  pilot  program  is  appropri- 
ately constructed  to  produce  reliable  in- 
formation on  the  effectiveness  of  PPIs. 

The  program  requires  inserts  for 
cimetidine,  clofibrate,  propoxyphene, 
ampicillin,  and  phenytoin.  Current  PPIs 
for  oral  contraceptives,  estrogens,  and 
progestins  are  not  affected. 

Study  reveals  average  cost 
for  health  care  in  1977 

The  American  patient  in  1977  was 
billed,  on  the  average,  $21 .29  for  a visit 
to  a physician.  The  patient  waited 
seven  days  for  the  appointment  and 
spent  about  30  minutes  waiting  in  the 
physician's  office,  according  to  pre- 
liminary findings  of  a large  federal  study 
on  the  costs  and  delivery  of  health  care 
in  1977. 

The  patient  paid  $1 4.69  of  the  aver- 
age charge  for  a visit,  with  the  remain- 
der being  covered  by  private  health 
insurance  ($3.41 ),  Medicaid  ($1 .49), 
Medicare  ($0.85),  and  other  sources 
($0.85),  the  National  Center  for  Health 
Services  Research  (NCHSR)  study 
found. 

Longer  waiting  times  were  noted  for 
appointments  to  obtain  hospital  outpa- 
tient services  (10  days)  and  visits  asso- 
ciated with  preventive  services,  such  as 
prenatal  care  or  eye  examinations  in  a 
physician’s  office  (14  days). 


Hospital  outpatient  departments  also 
ranked  highest  in  the  amount  of  time  a 
patient  spent  waiting  to  see  a doctor — 
45  minutes.  Hospital  emergency  rooms 
kept  patients  waiting  an  average  of  38 
minutes,  and  physician  offices  an  aver- 
age of  29  minutes. 

NEWSMAKERS 

DONALD  R.  KLEIN,  MD,  Dallas,  was 
installed  as  president-elect  of  the  Amer- 
ican Society  for  Aesthetic  Plastic  Sur- 
gery during  its  1 4th  annual  meeting  in 
Houston.  Dr  Klein  is  head  of  the  depart- 
ment of  plastic  surgery  at  the  Granville 
C.  Morton  Hospital  of  Wadley  Institutes 
of  Molecular  Medicine,  Dallas.  He  is 
also  a clinical  instructor  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School. 

JOHN  B.  COLEMAN,  MD,  was  hon- 
ored on  May  21  at  a gala  celebration  in 
Houston  given  by  his  friends  and  his 
alma  mater,  Fisk  University,  Nashville. 
Dr  Coleman,  honored  for  his  contribu- 
tions to  the  medical,  business,  and  edu- 
cational communities  in  Houston  and  in 
Texas,  has  served  as  chief  of  staff  and 
chief  of  obstetrics  and  gynecology  at 
Riverside  General  Hospital  in  Houston. 
He  is  presently  president  of  the  Almeda 


Dr  John  B.  Coleman,  Houston 


Medical  Square  Medical  Group  and 
owner  and  president  of  Cullen  Wom- 
en’s Center,  Houston. 

JOHN  P.  McGOVERN,  MD,  Houston, 
has  been  honored  by  four  Texas  Medi- 
cal Center  institutions  (Baylor  College 
of  Medicine,  Texas  Medical  Center,  Inc, 
The  University  of  Texas  Health  Science 
Center  at  Houston,  and  The  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute) 
for  his  contributions  to  medical  educa- 
tion and  research.  Dr  McGovern,  a past 
president  of  the  American  College  of 
Allergists,  is  founder  and  director  of  the 


Dr  John  P.  McGovern,  Houston 


Dr  Donald  R,  Klein,  Dallas 
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McGovern  Allergy  Clinic  and  serves  as 
board  chairman  of  the  Texas  Allergy 
Research  Foundation  and  John  R 
McGovern  Foundation. 

DENTON  A.  COOLEY,  MD,  and 
WILLIAM  D.  SEYBOLD,  MD,  both  of 
Houston,  are  among  the  1 76  Texans 
named  to  a panel  to  prepare  for  The 
University  of  Texas  at  Austin’s  1 00th 
birthday.  The  Centennial  Commission, 
appointed  by  the  UT  System  Board  of 
Regents,  is  charged  with  preparing  for 
the  1983  celebration  and  it  eventually 
will  assess  UT  and  recommend  objec- 
tives for  the  school’s  future. 

DONALD  P.  GRIFFITH,  MD,  Houston, 
is  the  new  president  of  the  Texas  Uro- 
logical Society.  Other  newly  elected  of- 


ficers of  the  society  include  THERON 
C.  HAWKINS,  MD,  Kerrville,  president 
elect;  and  DONALD  L.  McKAY,  MD, 
Dallas.  Past  president  is  WILLIAM  A. 
ANTHONY  MD,  Amarillo. 

WILLIAM  T.  KNIKER,  MD,  San  Antonio, 
has  been  elected  a member  of  the 
board  of  regents  of  the  American  Col- 
lege of  Allergists.  Dr  Kniker  is  professor 
of  pediatrics  and  microbiology  and 
head  of  the  division  of  allergy  and  im- 
munology at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 

SALVATORE  J.  ENNA,  PHD,  professor 
of  neurobiology  and  anatomy  and  pro- 
fessor of  pharmacology  at  The  Uni- 
versity of  Texas  Medical  School  at 
Houston,  has  received  the  1981  Alumni 


Achievement  Award  from  the  University 
of  Missouri-Kansas  City.  He  was  recog- 
nized primarily  for  his  contribution  in 
the  areas  of  neuropharmacology  and 
neurochemistry. 

VIRGINIA  BOYD,  MD,  a physician  from 
Abilene,  is  the  recipient  of  this  year’s 
Special  Friend  Award  from  the  School 
of  Nursing  at  The  University  of  Texas  at 
Austin.  Dr  Boyd,  a past  chairman  of  the 
School  of  Nursing  Advisory  Council, 
has  been  given  the  award  in  recognition 
of  her  contributions  to  the  nursing  pro- 
fession and  to  the  UT  Austin  nursing 
school. 


Please. 

America  is  not  your  ashtray. 
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All  over 
America, 
we’re  work- 
ing together 
to  save  energy, 
and  it’s  paying 
off— for  us  and 
for  our  country. 

We’re  insulating 
our  homes,  caulking 
and  weather  stripping 


around  doors 
and  windows 
and  turning 
our  thermo- 
stats down. 

The  more 
steps  like  these 
we  take,  the 
more  energy— and 
money— we’ll  save. 
So,  keep  it  up,  America! 


ENERGY 

EFFICIENCY 


U S.  Department  of 
« b Housing  and 
1 1 Urban  Development 


A PuMfc  Service  <& 

The  MaMsne  & 

The  Adwtiang  Card 


takes  dedication  to  keep  it 


Purepac  became  the  largest  generic  drug  manufacturing  facility  in  the  United 
States  by  providing  high  quality  generic  pharmaceuticals  at  the  lowest  possible 
cost.  We  know  that  to  be-on  top  tomorrow,  we've  got  to  stay  a few  steps  ahead  today. 
Here  are  some  of  the  steps  we’ve  already  taken: 


► Full-time  Medical  Vice  President  with 


► AND  A/Patent  Review  Departments 

► State  Formulary  Manager 


► Regulatory  Affairs  Department 


► 


It  took  Purepac  50  years  to  achieve  this  leadership  position.  And  we’re  determined 
to  provide  you  with  even  more  quality  products  and  dedicated  services  in  the  next 
50  years. 


. Sis 


© 
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PHARMACEUTICAL  CO. 
Division  of  Kalipharma,  Inc.,  Elizabeth,  N.J.  07207 

1930-1981 


Celebrating  over  50  years  of  industry  leadership. 


ife:, 
..  •- 
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IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 

At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


MU 

TEXAS  MEDICAL 
LIABILITY  TRUST 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less. 

But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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The  medical  scene  in  Texas 


PHYSICIAN  DISTRIBUTION:  WHAT  THE 
NUMBERS  MEAN 

During  the  67th  Texas  Legislature,  TMA  members  and  staff 
worked  together  to  develop  background  papers  relating  to 
many  issues  confronting  patients  and  physicians  alike. 
Among  issues  covered  were  medical  education,  continuing 
education,  nursing  and  allied  health  care  education,  and  the 
differences  between  osteopathic  and  allopathic  medical 
education.  In  this  issue,  Texas  Medicine  begins  a series  of 
articles  based  upon  these  papers.  Marilyn  Baker,  director  of 
the  TMA  department  of  medical  education  and  scientific  af- 
fairs and  executive  editor  of  Texas  Medicine,  prepared  this 
article. 


The  distribution  of  physician  and  health  manpower  may  have 
been  more  widely  surveyed  and  evaluated  than  any  other 
topic  in  recent  years.  There  have  been  voluminous  studies 
and  surveys— ranging  from  simple  listings  of  perceived 
shortage  areas  to  professional  evaluations  of  the  health  care 
needs  of  our  citizens. 

Unfortunately,  statistics  from  some  of  the  studies  have 
been  misinterpreted  or  used  incorrectly — even  many  years 
after  the  studies  were  outdated;  so  it  is  no  wonder  that  there 
is  confusion  about  whether  we  can  expect  a doctor  “glut”  or 
an  undersupply  in  the  next  few  years. 

In  the  1 960s,  major  policy  changes  were  made  that  will 
result  in  many  more  physicians  for  Texans  in  the  1 980s  and 
beyond.  Several  far-reaching  and  constructive  measures 
were  implemented  in  Texas  to  relieve  a potential  physician 
shortage— especially  of  primary  care  and  family  physicians. 
For  example,  the  state  of  Texas  tripled  its  enrollment  of  be- 
ginning medical  students  from  around  300  to  more  than 
1 ,000,  increased  the  number  of  schools  for  doctors  of  medi- 
cine from  three  to  seven,  and  began  state  funding  for  family 
practice  residencies.  The  pipeline  for  gaining  new  physicians 
is  a long  one,  but  the  impact  of  the  policy  decisions  of  the  60s 
and  70s  is  being  felt  by  many  Texas  patients— especially  in 
smaller  towns.  By  1 985,  Texas  expects  to  graduate  1 , 1 00 
doctors  of  medicine.  Further,  the  Texas  Medical  Association, 
Texas  Academy  of  Family  Physicians,  and  the  Texas  Legisla- 
ture have  supported  state  funding  for  graduate  training  posi- 
tions in  family  practice.  Thus,  many  communities  already 
have  been  experiencing  a relief  of  their  earlier  shortages,  es- 
pecially as  graduates  of  family  practice  residencies  move  into 
their  communities. 

In  short,  the  future  prospects  for  physician  supply  in  Texas 
are  very  bright.  Current  studies  indicate  that  at  the  present 
time  we  are  graduating  an  appropriate  number  of  doctors  of 
medicine  1 ,1 00  annually  beginning  in  1 985 — and  we  are 
still  attracting  a good  supply  of  physicians  from  out  of  state. 
During  1 980,  Texas  issued  a total  of  2,1 85  new  licenses  to 
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MDs  and  DOs  (2,062  MDs  and  1 23  DOs).  We  can  see  the 
pattern  as  it  changes.  In  1 970,  Texas  had  1 1 1 nonfederal 
physicians  per  1 00,000  people.  In  comparison,  a 1 980  study 
shows  1 61  physicians  per  1 00,000  people,  with  1 31  of  those 
serving  in  direct  patient  care.  A figure  of  1 80  physicians  per 
1 00,000  people  has  been  recommended  as  the  goal  to 
achieve  by  1 990.  In  another  comparison,  Texas  licensed 
12,242  MDs  and  DOs  in  1968.  In  1980,  Texas  licensed 
34,612  MDs  and  DOs.  Of  those,  21,810  MDs  and  1,101  DOs 
were  licensed  and  living  in  the  state. 

With  these  trends  and  with  appropriate  state  support  for 
graduate  training  programs  for  physicians  and  medical  edu- 
cation, Texans  can  expect  to  experience  greater  access  to 
health  care  in  the  state. 

It  is  interesting  that  while  the  prospects  for  physician  sup- 
ply are  excellent  and  have  already  improved  in  many  com- 
munities, government  figures  continue  to  indicate  a high 
percentage  of  shortage  areas  using  various  criteria.  For  ex- 
ample, there  are  several  different  federal  government  meth- 
ods for  assuming  that  an  area  is  underserved.  The  label 
medically  underserved  area  (MUA)  identifies  areas  based  on 
the  ratio  of  primary  care  physicians  to  population,  infant  mor- 
tality rates,  and  age/income  ratios.  Those  identified  as  health 
manpower  shortage  areas  (HMSA)  are  designated  as  having 
a shortage  of  primary  medical  care  manpower  if  the  area 
meets  certain  criteria.  A county  may  be  designated  as  both  a 
medically  underserved  area  and  a health  manpower  short- 
age area.  Designation  as  a health  manpower  shortage  area 
serves  as  a basis  for  a county  or  area  to  apply  for  National 
Health  Service  Corps  personnel.  The  Department  of  Health 
and  Human  Services  (HHS)  establishes  the  criteria  and  list- 
ings for  both  types  of  shortage  areas.  Any  agency  or  indi- 
vidual may  request  the  Secretary  (HHS)  to  designate  or 
withdraw  designation  of  a particular  geographic  area.  There 
are  also  designations  for  high  migrant  impact  areas  which 
are  necessary  for  most  migrant  health  programs.  Further, 
there  is  a designation  for  high  infant  mortality  areas. 

The  criteria  established  by  HHS  do  not  consider  the  flex- 
ibility of  the  actual  health  care  delivery  system.  For  instance, 
the  regulations  only  allow  those  physicians  who  practice  prin- 
cipally in  one  of  four  specialties— general  or  family  practice, 
general  internal  medicine,  pediatrics,  and  obstetrics  and 
gynecology— to  be  counted  as  primary  care  practitioners.  In 
reality,  many  patients  go  directly  to  other  physicians,  such  as 
an  ear-throat-nose  specialist  or  a general  surgeon,  both  of 
whom  deliver  primary  care  on  a regular  basis.  Also,  the  fed- 
eral formulas  do  not  necessarily  take  into  consideration  such 
factors  as  the  natural  “market”  areas  where  patients  prefer  to 
shop  and  visit  their  doctor,  or  that  the  distance  and  time  it 
takes  one  to  travel  across  a county  line  may  be  much  less 
than,  for  example,  time  expended  by  a patient  in  Houston  to 
travel  to  his  or  her  doctor.  The  regulations  preclude  this  type 
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1 Estimates  of  additional  primary  care  physicians  needed  in  Texas,  by 
county,  to  reduce  ratio  of  physicians  to  population  below  1 3000  (based  upon 
National  Health  Service  Corps  Data  Base,  May  2,  1 980) 
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of  important  information  from  consideration  in  the  area  desig- 
nation process. 

Another  interesting  fact  to  report  is  that  the  National  Health 
Service  Corps,  which  was  created  in  1 970  to  place  physi- 
cians and  other  health  professionals  in  designated  health 
manpower  shortage  areas,  has  not  met  with  much  success 
in  Texas.  The  new  administration,  in  fact,  is  recommending  a 
phasing  out  of  the  Corps.  This  follows  a great  deal  of  debate 
and  concern  within  the  Corps  about  the  future  placement  of 
new  physicians,  with  an  expressed  fear  that  there  would  not 
be  enough  places  to  send  Corps  participants.  Even  with  im- 
mediate phasing  out,  however,  9,000  physicians  will  still  be 
funded  under  the  program. 

A new  very  interesting  study  conducted  for  the  Texas  Med- 
ical Association’s  Ad  Hoc  Committee  on  Physician  Man- 
power now  indicates  that  with  the  addition  of  approximately 
500  to  600  more  primary  care  physicians  distributed  in  areas 
or  counties  of  need,  Texas  would  have  no  areas  or  counties 
which  could  be  at  this  time  considered  medically  under- 
served using  government  criteria  (Fig  1 ).  The  study,  applying 
Public  Health  Service  criteria  and  formula  used  to  designate 
physician  shortage  areas,  showed  the  most  need  in  periph- 
eral metropolitan  areas,  such  as  Dallas,  San  Antonio,  El 
Paso,  and  Bexar  County.  Of  these  areas,  the  greatest  need 
showed  up  in  South  Texas.  The  study  details  the  projected 
need  on  a county  by  county  basis,  using  a variety  of  informa- 
tion, such  as  population,  the  number  of  physicians  in  primary 
care,  and  the  number  of  physicians  in  full-time  and  part-time 
practice.  A recent  Public  Health  Service  report  cites  a similar 
estimate  of  shortages. 

To  assist  communities  and  physicians  in  finding  one  an- 
other, the  Texas  Medical  Association  maintains  ongoing 
studies  and  a physician  placement  service  (see  News  sec- 
tion for  further  information).  In  addition,  a booklet  has  been 
published  to  help  communities  find  the  physician  most  suit- 
able for  their  needs.  Experience  shows  that  there  must  be  a 
mutually  satisfying  relationship  between  patients  in  a com- 
munity and  their  physicians  if  long-term  results  are  to  be  sat- 
isfactory. Obviously,  there  are  many  factors  to  be  assessed  in 
considering  future  supply  needs — population,  medical  cen- 
ters in  nearby  communities,  number  of  medical  students, 
number  of  residency  positions,  technological  changes,  pol- 
icy swings,  new  cures  for  diseases,  lifestyle  changes,  and 
awareness  and  identification  of  underserved  areas.  Also  to 
be  considered  is  the  work  load  of  physicians.  Studies  have 
shown,  for  example,  that  physicians  are  able  to  see  more 
patients  at  less  overall  cost  than  limited  license  personnel. 
Also  shown  in  studies  is  the  fact  that  physicians — like  ac- 
countants, nurses,  lawyers,  and  others — do  not  choose  to 
live  in  areas  that  are  totally  unacceptable  to  their  own  values 
and  their  family  interests. 

It  is  important  to  look  at  the  real  facts.  Texans  deserve  the 
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best  health  care  possible  from  gualified  physicians,  and  the 
policies  already  being  implemented  indicate  that  we  re  well 
on  our  way  toward  providing  that  available  care. 

By  1 990,  it  is  expected  that  50%  of  all  physicians  will  be  in 
primary  care  specialties,  a position  that  Texas  Medical  Asso- 
ciation and  other  organizations  have  encouraged.  Nationally, 
a new  American  Medical  Association  study  shows  that  39% 
of  all  physicians  in  the  country  now  serve  in  primary  care 
specialties.  Another  study  published  in  the  New  England 
Journal  of  Medicine  shows  a new  trend  in  which  board-cer- 
tified physicians  are  moving  to  smaller  towns  and  rural  areas, 
because  of  the  increasing  supply  and  renewed  interest  in 
small  towns.  All  of  this  good  news  means  that  more  families 
and  individuals  will  have  access  to  high  quality  medical  care 
through  their  own  family  doctor.  Government  figures  also 
show  that  more  than  50%  of  first-year  residents  now  training 
in  our  nation's  teaching  hospitals  are  in  primary  care  areas. 

With  continued  commitment  by  the  state  and  its  citizens, 
the  future  physician  supply  throughout  Texas  is  excellent  if 
present  goals  and  trends  continue — even  as  the  population 
moves  toward  the  projected  growth  of  22  million  by  the  year 
2000. 
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Childhood  infectious  diseases  in  adults 

Philip  A.  Brunell,  MD 

In  recent  years  we  have  endeavored  to  eradicate  childhood 
diseases  such  as  measles,  rubella,  polio,  and  others  by 
immunization  during  childhood.  As  a result,  we  have  wit- 
nessed a change  in  the  epidemiology  of  some  of  these  ill- 
nesses. Measles  and  rubella,  for  instance,  have  become 
more  frequent  in  teenagers  and  young  adults  than  in  younger 
children. 

Although  the  occurrence  of  these  diseases  in  young  adults 
suggests  that  immunity  resulting  from  immunization  may 
have  been  lost,  epidemiologic  investigations  have  shown  this 
is  not  the  case.  It  appears  as  though  the  affected  individuals 
have  simply  failed  to  be  immunized  properly  when  they  were 
children  or  it  can  be  accounted  for  by  the  occasional  failure  of 
properly  administered  vaccine.  Widespread  immunization 
of  their  peers,  moreover,  diminished  their  chances  of  being 
infected  naturally  during  childhood.  As  they  entered  high 
school,  college,  or  the  military,  however,  there  were  new 
groupings  of  susceptible  individuals  capable  of  sustaining 
spread  of  these  infections,  and  epidemics  occurred. 

What  is  more,  increasing  travel  and  immigration 
provided  other  opportunities  for  contact  with  agents 
responsible  for  these  childhood  diseases.  Finally, 
vaccines  such  as  live  oral  polio  vaccine  is  excreted  in  stool 
and  may  infect  susceptible  adult  contacts.  Infection  of  adults 
with  polio  vaccine  viruses,  moreover,  is  more  likely  to  result  in 
adverse  reactions,  such  as  paralysis,  than  infection  of  chil- 
dren. In  general,  either  wild  or  vaccine  virus  tends  to  produce 
more  severe  effects  in  adults  than  children.  This  is  well  illus- 
trated by  the  fact  that  adults  react  more  severely  than  chil- 
dren to  rubella  vaccine  and  chicken  pox. 

The  problem  of  identifying  adults  who  need  immunization 
is  a difficult  one.  Records  of  previous  immunization  or  illness 
are  frequently  unavailable.  Immunization  may  have  been  car- 
ried out  before  it  was  recognized  that  parenteral  administra- 
tion of  live  vaccines  before  the  first  birthday  could  result  in 
neutralization  of  these  vaccines  by  placentally  acquired  ma- 
ternal antibody,  diminishing  the  likelihood  of  successful  im- 
munization. What  is  more,  some  individuals  received  killed 
measles  vaccine  rather  than  live  vaccine.  Finally,  it  must  be 
recognized  that  no  vaccine  is  perfect.  The  failure  rate  for 
most  is  estimated  to  range  between  1 % and  4%.  Unfor- 
tunately, serologic  screening  is  not  practicable  for  most  child- 
hood diseases,  with  the  exception  of  rubella.  Some  physi- 
cians have  proposed  routine  reimmunization  against  childhood 
diseases.  This  is  expensive  and  would  result  in  the  immu- 
nization of  millions  of  people  who  do  not  require  it  and  in  no 


Philip  A.  Brunell,  MD,  Department  of  Pediatrics,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 


way  assures  that  those  who  are  indeed  susceptible  would 
present  themselves  for  immunization. 

If  one  reviews  the  cases  of  paralytic  poliomyelitis  in  the 
United  States  during  the  past  decade,  it  is  clear  that  the  risk 
of  infection  with  wild  virus  still  exists.  There  have  been  a 
number  of  epidemics  and  some  sporadic  cases  in  unimmu- 
nized individuals.  What  is  more,  there  are  imported  cases;  in 
San  Antonio,  we  have  had  three  cases  from  Mexico  during 
the  past  six  years.  What  is  most  disconcerting  is  the  vaccine- 
associated  cases  which  tend  to  be  more  frequent  in  adult 
than  in  childhood  contacts  of  individuals  who  have  been  vac- 
cinated. The  greater  frequency  in  adults  probably  reflects  the 
aforementioned  phenomenon  of  viruses  producing  more  se- 
vere illness  in  older  individuals  than  in  children.  In  recognition 
of  this  phenomenon,  killed  rather  than  live  polio  vaccine  is 
recommended  for  persons  more  than  1 8 years  old  who  re- 
quire it.  Some  have  recommended  that  parents  who  have  not 
had  oral  vaccine  be  immunized  with  two  doses  of  killed  vac- 
cine, a month  apart,  before  immunization  of  their  children 
with  live  oral  polio  vaccine.  At  the  time  of  their  children's  im- 
munization, these  adult  contacts  would  receive  a third  dose. 
The  risk  of  vaccine-associated  paralysis  in  adult  household 
contacts  is  approximately  one  in  3.9  million  vaccinations. 

In  recent  years  rubella  has  become  a disease  mostly  of 
young  adults  rather  than  children.  This  is  particularly  unfortu- 
nate, because  the  goal  of  rubella  immunization  is  to  prevent 
infection  of  pregnant  women  and  thereby  reduce  congenital 
malformations  produced  by  rubella  virus.  A variety  of  pro- 
grams has  been  devised  to  identify  susceptible  women. 
Screening  during  pregnancy  and  upon  application  for  mar- 
riage licenses  has  been  utilized.  It  should  be  routine  practice 
for  practitioners  to  review  the  status  of  prepubertal  children 
in  their  practice.  Children  who  do  not  have  documented 
evidence  of  immunization  should  receive  vaccine  before 
puberty. 

Immunization  within  three  months  prior  to  becoming  preg- 
nant or  during  early  pregnancy  theoretically  poses  a risk  to 
the  fetus.  A new  strain  of  rubella  virus,  RA27/3,  which  has 
been  employed  exclusively  in  this  country  since  January 
1 980,  appears  less  likely  to  infect  the  fetus  than  the  strains 
previously  employed.  The  concern  about  the  effect  of  the 
vaccine  virus  on  the  fetus  produces  much  anxiety  and  oc- 
casionally results  in  the  woman  choosing  to  terminate  her 
pregnancy.  This  can  be  best  prevented  by  testing  women  for 
susceptibility  before  immunization  and  immunizing  only 
those  who  are  susceptible.  The  requirement  for  serologic 
testing,  however,  should  not  become  an  impediment  to  im- 
munization. In  some  instances,  physicians  may  simply  wish 
to  collect  serum  at  the  time  of  immunization  and  save  the 
serum.  If  it  should  be  learned  that  the  woman  is  pregnant,  the 
serum  then  could  be  tested.  If  she  is  found  to  be  immune, 
there  is  no  concern  about  injury  to  the  fetus.  On  the  basis  of 
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experience,  there  is  no  clear  evidence  of  teratogenicity  of  the 
rubella  vaccines. 

It  is  essential  that  individuals  who  may  come  in  contact 
with  pregnant  women  be  immunized.  The  immune  status  of 
health  care  workers  should  be  reviewed,  and  those  who  do 
not  have  documented  evidence  of  rubella  immunization 
should  be  vaccinated.  This  is  necessary  to  protect  personnel 
against  exposure  to  patients  with  rubella.  What  is  more,  it  is 
essential  that  health  care  workers  be  immune  so  that  they  do 
not  transmit  rubella  to  patients,  particularly  pregnant  women. 
There  have  been  a number  of  outbreaks  of  rubella  in  hospi- 
tals and  exposure  of  pregnant  women  to  physicians  who 
have  contracted  rubella. 

As  is  the  case  in  rubella,  measles  has  become  an  illness  of 
young  adults  as  well  as  children.  School  outbreaks  have 
been  reported  as  well  as  epidemics  among  military  recruits. 
Unfortunately,  reliable  serologic  testing  for  measles  is  not 
generally  available.  One  should  immunize  those  born  after 
1957  who  do  not  have  documented  evidence  of  receiving  live 
measles  vaccine  after  the  first  birthday  or  of  having  been 
seen  by  a physician  who  has  documented  the  fact  that  they 
have  had  measles.  Killed  measles  vaccine  was  used  in  the 
United  States  between  1 963  and  1 967.  It  was  used  in  Can- 
ada until  1 970.  Recipients  of  this  vaccine  who  are  exposed  to 
natural  measles  or  who  receive  live  vaccine  may  develop 
atypical  measles.  This  is  characterized  by  a hemorrhagic 
rash  resembling  Rocky  Mountain  spotted  fever.  Atypical 
measles  has  occurred  in  the  absence  of  rash.  It  should  be 
suspected  when  a recipient  of  killed  measles  vaccine  is  ex- 
posed to  measles  and  develops  hilar  adenopathy  and  nodu- 
lar infiltrate  with  or  without  pleural  effusion.  Documentation 
that  this  represents  atypical  measles  can  be  obtained  by 
demonstrating  high  titers  of  measles  antibody  in  serum.  Re- 
cipients of  killed  vaccine  will  be  seen  by  physicians  caring 
for  young  adults  rather  than  by  pediatricians. 

Efforts  to  eradicate  childhood  diseases  have  yielded  dra- 
matic results.  They  have  left  in  their  wake,  however,  the  prob- 
lem of  susceptible  adults  who  are  more  likely  than  children  to 
become  severely  ill  should  they  contract  these  diseases.  It  is 
essential  that  physicians  dealing  with  these  patients  be 
aware  of  these  potential  problems  and  attempt  to  protect 
them.  As  the  risk  of  infection  still  exists,  susceptible  parents 
may  be  affected  during  epidemics.  Increasing  travel  and 
immigration  have  resulted  in  importation  of  some  cases.  Of 
particular  concern  are  individuals,  such  as  physicians  and 
laboratory  workers,  who  may  be  at  high  risk  of  infection. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  MD,  Houston,  Chairman 
(713)  461-2646 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 
Michael  J.  Healy,  MD,  Dallas 
(214)  661-7653 

Lowell  J.  Kepp,  Jr.,  MD,  Corpus  Christi 
(512)  854-2651 
Kenneth  L.  Orten,  MD,  Tyler 
(214)  597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)  696-4667 
Sandra  Steinbach,  MD,  Dallas 
(214)  363-8445 

Richard  L.  Weddige,  MD,  Lubbock 
(806)  743-2804 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

Philip  McElvaine,  MD,  Resident  Representative 
(915)  533-0280 

Ed  Siedel,  Student  Representative 
(713)524-4502 
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Healing  of  anastomotic 
leak  with 

transanastomotic 
enteral  feeding 

Transanastomotic  nasojejunal  tube  feeding  is  suggested 
as  a means  of  nutritional  support  for  the  healing  of  prox- 
imal gastrointestinal  anastomotic  leakage.  Two  success- 
ful clinical  cases  are  presented.  Fluoroscopic  control  of 
tube  passage  through  the  leaking  anastomosis  is  essen- 
tial. Careful  monitoring  of  rate  and  laboratory  param- 
eters is  needed  for  optimal  benefit. 


Anastomotic  leakage  following  proximal  gastrectomy  or  total 
gastrectomy  is  an  inconvenient  challenge  to  the  surgeon  and 
a devastating  complication  for  the  patient  with  resultant  in- 
creases in  morbidity,  mortality,  and  hospital  costs.  The  role  of 
total  parenteral  nutrition  in  the  management  of  such  prob- 
lems is  well  known  and  is  frequently  used.'  The  alimentary 
route  of  hyperalimentation  (Fig  1 ) is  often  overlooked  by 
the  surgeon  who  chooses  the  more  expensive  and  compli- 
cated parenteral  route.2  The  development  of  small,  mercury- 
weighted  feeding  tubes  now  allows  the  peroral  introduction  of 
elemental  diets  distal  to  the  anastomotic  leak.3 

Report  of  cases 

Case  1 : A 79-year-old  woman  underwent  a palliative  proximal 
gastric  resection  for  metastatic  carcinoma  of  the  esophago- 
gastric junction.  Leakage  of  the  esophagogastric  anastom- 
osis was  suspected  on  the  fifth  day  following  surgery  and 
confirmed  by  radiographic  contrast  studies.  A mercury- 
weighted  8Fr  feeding  tube  (Dobbhoff  enteric  feeding  tube, 
Biosearch  Medical  Products,  Inc,  Raritan,  NJ)  was  passed  20 
cm  distal  to  the  point  of  leakage  and  continuous  feedings 
begun  with  Isocal.  There  was  no  evidence  of  increased  leak- 
age after  this  method  was  instituted.  The  fistula  healed  spon- 
taneously in  eight  days  after  this  means  of  nutritional  support 
was  begun. 

Case  2:  A 54-year-old  man  with  diabetes  had  been  hospi- 
talized several  times  for  treatment  of  hemorrhagic  gastritis. 
The  last  such  episode  did  not  respond  to  aggressive  medical 
management  which  included  the  transfusion  of  22  units  of 


blood.  A total  gastrectomy  and  Roux-en-Y  reconstruction 
was  carried  out  through  a thoracoabdominal  approach.  A 
leaking  esophagojejunal  anastomosis  and  empyema  was 
diagnosed  on  the  fifth  postoperative  day  and  confirmed  by 
contrast  studies.  An  8Fr  mercury-weighted  feeding  tube 
(Keofeed  tube,  Hedeco  Corporation,  Palo  Alto,  Calif)  was 
inserted  and  passed  22  cm  distal  to  the  point  of  leakage. 
Continuous  feeding  was  begun  with  Ensure-Plus,  but  later 
changed  to  Isocal  because  of  poor  patient  tolerance  of  the 
hyperosmolar  load.  The  anastomotic  leak  healed  in  ten  days, 
but  enteral  hyperalimentation  was  continued  until  the  in- 
fected thoracic  incision  had  healed. 

Comment 

Enteral  hyperalimentation  has  been  praised  for  its  “more 
physiologic”  natuie  and  its  relative  lack  of  serious  complica- 


1 . The  tube  is  passed  under  fluoroscopic  control  to  a point  20-22  cm  distal 
to  the  site  of  leakage. 
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tions.4  Its  use  in  surgical  patients  has  been  limited  because 
of  the  frequency  of  gastrointestinal  tract  dysfunction.  Sur- 
gically achieved  means  of  gastrointestinal  access,  such  as 
needle-catheter  jejunostomy  have  been  recommended  and 
used  successfully  in  surgical  patients.4  5 The  use  of  these 
techniques  requires  that  they  be  placed  at  the  time  of  surgery 
or  during  a subsequent  surgical  procedure.  Patients  in  whom 
a more  proximal  leak  develops  and  who  are  without  a pre- 
viously placed  enterostomy  tube  have  been  considered  inel- 
igible for  enteral  feeding.  The  recent  success  with  a small, 
soft,  mercury-weighted  nasoduodenal  or  nasojejunal  tube 
fluoroscopically  placed  beyond  the  leaking  site  suggests  that 
there  is  indeed  a role  for  enteral  feeding  in  these  patients. 
Several  guidelines  which  should  be  followed  are  summarized 
in  Fig  2. 

2.  Guidelines  for  enteral  hyperalimentation. 

a.  The  exact  location  of  leakage  must  be  radiographically  demonstrated. 

b.  A small,  mercury-weighted,  soft  feeding  tube  should  be  placed  under  fluo- 
roscopic control  with  its  tip  20-22  cm  (6-8  inches)  distal  to  the  leakage 

c.  The  nutritional  preparation  should  be  administered  by  pump  infusion  be- 
ginning with  low  volumes  (50  cc/hr)  and  increasing  by  50%  daily  until  a 
satisfactory  protein-calorie  intake  is  achieved. 

d.  The  tube  should  be  advanced  if  feeding  produces  markedly  increased  vol- 
umes of  leakage.  If  tube  advancement  is  unsuccessful,  the  enteral  ap- 
proach should  be  abandoned  and  parenteral  routes  employed. 

e A standard  tube-feeding  protocol  should  be  observed  for  rate  regulation 
and  measurement  of  clinical  and  laboratory  parameters.4 
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Campylobacter 
enteritis — an  important 
cause  of  diarrhea 

Campylobacter  jejuni  has  been  recognized  as  an  enteric 
pathogen  causing  acute  gastroenteritis.  All  age  groups 
are  affected.  The  most  common  clinical  symptoms  are 
fever,  bloody  diarrhea,  and  abdominal  pain.  Polymor- 
phonuclear leukocytes  are  also  seen  in  the  stools.  Dark- 
phase  or  phase-contrast  microscopy  can  be  used  for 
laboratory  diagnosis.  Jejunum,  ileum,  and  colon  are  the 
sites  of  involvement.  Erythromycin  is  the  treatment  of 
choice. 


Acute  gastroenteritis  is  a common  disorder  comprising  8%  to 
1 2%  of  ambulatory  care  visits.1  Many  bacteria,  viruses,  fungi, 
and  intestinal  parasites  have  been  identified  as  the  causative 
agents  in  acute  gastroenteritis.  The  most  common  bacterial 
isolates  are  £ coli.  Salmonella , and  Shigella.2  In  recent 
years,  Campylobacter  jejuni  has  been  shown  to  be  asso- 
ciated with  acute  gastroenteritis. 3-7  Indeed,  in  some  lab- 
oratories, Campylobacter  isolations  have  outnumbered 
Salmonella  and  Shigellae  together.8  The  purpose  of  this  brief 
clinical  report  is  to  emphasize  the  importance  of  C jejuni  as  a 
common  bacterial  pathogen  causing  acute  gastroenteritis. 

Campylobacter  jejuni  organisms  were  initially  described 
as  Vibrio  fetus  because  they  were  associated  with  abortions 
in  cattle  and  sheep.8  The  new  generic  name  Campylobacter 
(“curved  rod"  in  Greek)  was  proposed  by  Sebald  and  Vernon 
in  1 963  because  the  organisms  showed  certain  fundamental 
differences  between  the  microaerophilic  V fetus  group  and 
classic  cholera  and  other  species  of  Vibrio , particularly  in 
their  DNA  base  composition.  Krebs  cycle  intermediates  and 
amino  acids  serve  as  primary  energy  sources  for  these  or- 
ganisms.9 Carbohydrates  are  not  utilized. 

This  infection  is  particularly  common  in  the  tropics  and 
temperate  zones.  It  has  been  suggested  that  the  incidence  of 
Campylobacter  enteritis  is  highest  in  the  summer.  Children 
tend  to  be  less  severely  affected  than  adults.  A relapsing  or 
persistent  type  of  illness  has  been  described  in  pediatric  age 
group  patients.  Isolation  of  the  organism  from  stools  needs 
culture  in  a selective  medium  containing  antibiotics  and  in- 


cubations under  reduced  oxygen  tension  at  42  C.  The  first 
successful  attempt  to  isolate  Campylobacter  from  the  stools 
was  made  in  1971  by  Cooper  and  Slee.01"  Microbiological 
characteristics  of  Campylobacter  jejuni  are  shown  in  Fig  1 . 

Clinical  manifestations 

The  most  common  clinical  features  of  Campylobacter  enter- 
itis57 are  fever,  bloody  diarrhea,  and  abdominal  pain  (Fig  2). 11 

Vomiting  and  dehydration  are  not  prominent.  Asymptomat- 
ic excreters  and  mild  cases  can  be  seen  commonly  among 
the  close  contacts  of  cases.  Usually  this  disease  is  self-limit- 
ing, the  diarrhea  lasting  for  a few  days.  The  incubation  period 
usually  is  three  to  five  days  but  ranges  from  one  to  ten  days. 
Abdominal  cramping  is  intermittent  and  variable  in  intensity. 
All  quadrants  of  the  abdomen  are  involved.  Within  24  hours 
of  onset  of  abdominal  pain,  liquid,  bile-stained  diarrhea  ac- 
companied by  blood  or  mucus  develops.  Anorexia,  weight 
loss,  fever  (37.5-40  C),  and  constitutional  symptoms  are 
predominant  early  in  the  illness.  Enteric  symptoms  may  last 
from  24  hours  to  three  weeks. 

Since  the  signs  and  laboratory  features  of  Campylobacter 
enteritis  are  nonspecific,  it  may  be  difficult  to  distinguish  from 
viral  and  other  causes  of  gastroenteritis.  Presence  of  red 
blood  cells  and  polymorphonuclear  leukocytes  in  the  stool 
are  important  diagnostic  features  in  patients  suffering  from 
Campylobacter  infection.  Dark-ground  or  phase-contrast  mi- 
croscopy may  be  used  tor  laboratory  diagnosis  since  the 
Campylobacter  organisms  are  recognized  by  their  extremely 
rapid  darting  and  oscillating  motility. 

Serologic  testing  is  an  important  aspect  of  diagnosis  since 
this  organism  produces  an  antibody  response  in  the  host. 

The  indirect  fluorescent  technique  with  autologous  isolates  is 
used.  Fourfold  or  greater  increase  of  IgG  titer  to  Campylo- 
bacter jejuni  is  seen  in  convalescent  sera. 

Pathogenesis 

The  principal  sites  of  infection  seem  to  be  the  jejunum  and 
ileum.  Hemorrhagic  lesions  in  the  jejunum  and  ileum  at  au- 
topsy1213  and  inflammation  of  the  ileum  during  laparotomy7 
have  been  described.  Initial  colonoscopic  findings  show 
patchy  areas  of  granular  edematous  mucosa  with  loss  of  nor- 
mal vascular  pattern  and  a cobblestone  appearance.  These 
patchy  areas  are  interspersed  with  areas  of  normal  mucosa. 
Involvement  of  the  large  bowel  is  characterized  by  large 
ulcerated  lesions  seen  throughout  the  colon.'4  These  co- 
lonoscopic findings  are  similar  to  those  observed  in  gran- 
ulomatous colitis.  These  findings  may  also  be  difficult  to 
distinguish  from  other  colonic  mucosal  diseases  such  as 
ulcerative  colitis,  antibiotic-associated  colitis,  amebiasis, 
shigellosis,  salmonellosis,  invasive  E coli  colitis,15  and  isch- 
emic colitis.  Radiologic  investigations  of  the  large  bowel  have 
shown  inflammatory  changes  in  the  colonic  mucosa  indis- 
tinguishable from  inflammatory  bowel  disease. 

Treatment 

Intravenous  fluid  replacement  may  be  required  in  the  more 
severly  ill  patients,  but  most  patients  can  take  fluids  orally. 
Premature  return  to  the  ingestion  of  solid  foods  may  cause 


Volume  77  July  1981 


45 


Campylobacter  enteritis 


recurrence  of  symptoms.7  Antidiarrheal  agents,  such  as 
Lomotil  and  kaolin-pectin  compounds,  should  be  avoided 
because  they  may  adversely  affect  patients  with  other  infec- 
tious types  of  diarrhea.'6 

Campylobacter  jejuni  is  usually  highly  sensitive  to  eryth- 
romycin, furazolidone,  gentamicin,  and  tetracycline,  less  sen- 
sitive to  chloramphenicol,  variably  sensitive  to  ampicillin,  and 
resistant  to  a number  of  cephalosporins,  as  shown  by  anti- 
biotic susceptibility  data.5 17,8  Erythromycin  is  the  drug  of 
choice  and  controls  diarrhea  within  two  to  five  days  after  the 
initiation  of  therapy.  Chloramphenicol  may  be  used  only  in 
selected  cases  where  the  organism  is  resistant  to  erythro- 
mycin. There  is  a high  frequency  of  resistance  to  ampicillin 
and  penicillin  G due  to  the  association  of  the  organism  with 
the  production  of  beta-lactamase. 

Epidemiology 

Epidemiologic  investigations  suggest  strongly  an  external 
source  for  the  infection  of  Campylobacter  enteritis.  The 
organism  is  widely  distributed  in  the  animal  kingdom  by 
sheep,19  cattle,20  and  birds,21 22  among  others.  Infections  have 
been  established  through  oral  ingestion  of  organisms.  Cam- 
pylobacter jejuni  is  isolated  from  samples  of  sea  as  well  as 
from  fresh  water.  Waterborne  transmission  of  Campylo- 
bacter jejuni  confirms  the  importance  of  oral  route  for  infec- 
tion in  humans.23  Unpasteurized  milk,24  food,4  and  infected 
individuals  can  harbor  this  infection.  A dramatic  outbreak  of 
diarrhea  caused  by  waterborne  Campylobacter  infection 
recently  occurred  in  Vermont.23  Infection  has  also  been 
shown  to  occur  during  or  immediately  after  travel  to  foreign 
countries. 

Campylobacter  jejuni  is  now  firmly  recognized  as  an  im- 
portant cause  of  diarrhea,  and  it  should  be  considered  in  the 
etiology  of  all  acute  infectious  diarrheas.  The  illness  can  be 
often  recognized  and  treated. 


1 Microbiological  characteristics  of  Campylobacters. 

1 . Small  size 

2.  Microaerophilic 

3.  Oxidase-positive 

4.  Gram-negative 

5.  Curved,  S-shaped.  or  spiral 

6.  With  a single  polar  flagellum  at  one  or  both  ends  of  the  cell 

7.  Darting,  corkscrew-like  movements  of  the  bacteria 
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2.  Common  clinical  and  laboratory  features  of  Campylobacter  enteritis. 


Clinical  Frequency  (%) 

1 Diarrhea  100 

2.  Bloody  diarrhea  42 

3.  Abdominal  pain  97 

4.  Fever  91 

5.  Anorexia  90 

6.  Abdominal  tenderness  61 

7.  Leukocytosis  (>10,000/(xl)  63 

8 Neutrophils  on  fecal  smear  79 

9.  Occult  blood  60 
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Chorioamnionitis  due 
to  Haemophilus 
parainfluenzae 

A case  of  Haemophilus  parainfluenzae  chorioamnionitis 
is  presented.  No  other  cases  of  H parainfluenzae  have 
been  reported,  but  we  cite  21  cases  of  perinatal  infection 
caused  by  H influenzae  with  subsequent  neonatal  sep- 
sis. A comparative  analysis  of  this  index  case  with  those 
previously  reported  showed  that  H parainfluenzae  neo- 
natal sepsis  has  a short  incubation  period  in  utero  and 
resulted  in  early-onset  sepsis  with  lung  involvement  and 
early  neonatal  death.  We  discuss  possible  reasons  for 
the  incidence  and  severe  pathogenicity  of  Haemophilus 
genus  infections  in  the  perinatal  period. 


Chorioamnionitis  is  frequently  associated  with  premature  rup- 
ture of  the  membranes  (PROM).  Naeye  ’ reviewed  the  etiol- 
ogy of  perinatal  mortality  from  the  US  Collaborative  Project 
data  and  concluded  that  congenital  pneumonia,  chorioam- 
nionitis, and  PROM  were  present  in  26.8%  of  perinatal 
deaths.  Haemophilus  species  have  rarely  been  reported  as  a 
cause  of  perinatal  infections.  Gibson  and  Williams2  reported 
a neonatal  death  associated  with  H influenzae  chorioam- 
nionitis. More  recently,  Lilien  and  Yeh5  have  noted  similarity 
between  early-onset  Haemophilus  and  group  B streptococ- 
cus sepsis  of  the  newborn. 

An  unusual  case  of  chorioamnionitis  due  to  Haemophilus 
parainfluenzae  is  presented.  Its  clinical  features  are  com- 
pared with  perinatal  infections  caused  by  other  Haemophilus 
species.2'5 

Case  report 

A 24-year-old  primigravida  was  transferred  to  our  unit  at  29V2 
weeks  of  gestation  with  a history  of  spontaneous  PROM  of 
nine  hours  duration  without  evidence  of  labor. 

The  day  before  admission  she  was  seen  by  her  obstetri- 
cian because  of  right-lower-quadrant  and  right-flank  pain. 
Pelvic  examination  and  urinalysis  were  normal.  She  was 
managed  expectantly  until  returning  with  PROM  the  follow- 
ing day.  At  that  time  her  blood  pressure  was  1 30/70,  tem- 
perature 36.7  C (98.2  F),  and  pulse  84  beats  per  minute. 
Abdominal  examination  revealed  a fundal  height  of  29  cm 


and  an  estimated  fetal  weight  of  1 ,400  gm  with  a floating 
cephalic  presentation;  fetal  heart  rate  (FHR)  was  140  beats 
per  minute. 

Speculum  examination  revealed  nonfoul,  cloudy  amniotic 
fluid  pooled  in  the  posterior  fornix.  The  cervix  was  not  dilated. 

Laboratory  studies  included  a normal  blood  profile  and  uri- 
nalysis. Gram  stain  of  amniotic  fluid  showed  many  white 
blood  cells  and  short  gram-negative  rods  and  cocci.  Aerobic 
and  anaerobic  cultures  of  the  cervix  and  amniotic  fluid  were 
obtained.  A sonogram  revealed  a fetal  biparietal  diameter  of 
7.5  cm  compatible  with  30(±2)  weeks  gestation. 

Two  hours  after  admission  (1 1 hours  after  PROM),  irreg- 
ular uterine  contractions  were  noted.  The  baseline  FHR 
increased  to  1 60  beats  per  minute  with  occasional  vari- 
able decelerations.  A repeat  pelvic  examination  showed  no 
change.  Chorioamnionitis  was  suspected  on  the  basis  of  in- 
creased FHR  baseline,  and  oxytocin  stimulation  was  begun. 

After  six  hours  of  augmented  labor,  cervical  dilatation 
was  unchanged,  oral  temperature  was  37.8  C (100.3  F);  fetal 
tachycardia  (170  beats  per  minute)  with  variable  decelera- 
tions recurred.  A primary  cesarean  section  for  chorioam- 
nionitis resulted  in  delivery  of  a 1 ,320  gm  female  infant  with 
Apgar  scores  of  1 and  5,  at  one  and  five  minutes  respectively. 
The  placenta  was  removed  intact  and  placental  and  endo- 
metrial cultures  were  obtained. 

Amniotic  fluid,  uterine,  and  placental  specimens  were 
cultured  on  blood  and  chocolate  agar.  Haemophilus  para- 
influenzae (beta  lactamase  negative)  was  the  predominant 
organism  recovered.  This  organism  was  differentiated  from 
other  Haemophilus  species  by  its  characteristic  dependence 


1 . Chest  radiograph  showing  reticulogranular  patterns  consistent  with 
hyaline  membrane  disease  and/or  pneumonia  taken  within  one  hour  of  birth. 
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2.  Analysis  of  twenty-two  cases  of  Haemophilus  genus  perinatal  infection 


Source 

Gestational 
Age  (weeks) 

Duration 
PROM  (hrs) 

Positive  t 
Maternal  Cultures 

Positive  t 
Neonatal  Culture 

Predom. 

Bacteria 

HMD** 

Fetal 

Distress 

Neonatal 

Death 

Khuri-Bulos,  et  al4 

34-42 

*10 

13/14 

13/24 

H influenzae 

_ 

5/8 

0/8 

Gibson,  et  al2 

28 

3172 

1/2 

0/2 

H influenzae 

1/1 

1/1 

1/1 

Lilien,  et  al5 

24-36 

5V2 

— 

— 

H influenzae 

6/9 

5/9 

8/9 

Bale,  et  al3 

28-36 

*11 

2/2 

4/6 

H influenzae 

2/3 

2/3 

3/3 

Index  Case 

29 

191/2 

3/3 

1/5 

H para-influenzae 

1/1 

1/1 

1/1 

Total 

— 

*10 

19/21 

18/37 

— 

10/14 

14/22 

1 3 22 

*Average 

**  HMD-Hyaline  membrane  disease  on  autopsy 
fPlacenta,  amniotic  fluid,  cervix,  or  uterine  cavity 
^Gastric,  blood,  umbilicus,  ear,  and  CSF  done  before  death 


on  growth  factor  V and  not  factor  X.  Maternal  cultures  also 
yielded  a few  colonies  of  gamma  streptococcus  and  Staph- 
ylococcus epidermidis.  Anaerobic  cultures  had  no  growth. 

The  mother’s  postoperative  course  was  complicated  by  en- 
doparametritis  which  responded  to  intravenous  penicillin,  20 
million  units/day,  and  gentamycin,  240  mg/day,  followed  by 
oral  ampicillin,  2 gm/day. 

The  infant  required  resuscitation  and  ventilatory  support 
immediately  after  birth.  Chest  roentgenograms  within  one 
hour  of  birth  revealed  homogenous  densities  throughout 
both  lungs  with  air  bronchograms  suggestive  of  pneumonia 
or  hyaline  membrane  disease  (Fig  1 ).  Cultures  from  the  in- 
fant’s blood,  stomach,  cerebrospinal  fluid,  ear,  and  naso- 
pharyngeal membranes  were  performed,  but  H parainflu- 
enzae  (also  beta  lactamase  negative)  was  recovered  only 
from  the  ear  culture.  All  other  cultures  were  negative. 

Neonatal  course  was  complicated  by  pneumothorax,  clini- 
cal signs  of  sepsis,  and  possible  pneumonia.  The  baby  was 
treated  with  ampicillin,  100  mg/kg/day  and  gentamycin, 
5mg/kg/day.  The  infant  died  on  the  tenth  day  following  birth. 
Postmortem  examination  showed  pneumonia,  hyaline  mem- 
brane disease,  bronchopulmonary  dysplasia,  and  intra- 
cerebral hemorrhage.  Intraalveolar  exudates  containing 
many  polymorphonuclear  white  cells  were  noted  in  the  lung. 
Placental  pathology  revealed  generalized  acute  chorioam- 
nionitis  and  funisitis. 

Discussion 

H parainfluenzae  is  a small,  gram-negative,  nonmotile  aero- 
bic rod  which  requires  blood-enriched  media  for  primary  iso- 
lation. Its  dependence  on  growth  factor  V but  not  on  factor  X 
allows  differentiation  from  other  Haemophilus  species.  Un- 
fortunately, it  has  no  distinguishing  features  on  gram-stain 
examination  of  infected  secretions. 

Beargie  and  associates6  performed  1 ,083  vaginal  cultures 
on  pregnant  patients  in  early  labor  and  found  H influenzae 
in  only  two  cases.  H parainfluenzae  was  not  recovered. 
Asymptomatic  colonization  of  the  upper  respiratory  tract  by 
H parainfluenzae  reaches  100%  in  the  adult  population.7  An 
increase  in  orogenital  sexual  behavior  may  explain  the  pres- 
ence of  Haemophilus  genus  as  a perinatal  pathogen. 

Fig  2 compares  21  documented  cases  of  H influenzae 
perinatal  infection  from  the  literature  with  this  index  case. 

Fetal  distress  was  diagnosed  in  13  of  21  cases  reviewed. 

The  average  duration  of  PROM  for  all  studies  was  ten  hours, 
which  is  a relatively  short  time  for  chorioamnionitis  to  de- 
velop. Most  studies  show  that  a higher  yield  of  positive  Hae- 
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mophilus  cultures  was  obtained  from  maternal  tissues  as 
compared  to  neonatal  tissues.34 

The  time  required  for  fulminant  neonatal  sepsis  to  develop 
was  relatively  short,  perhaps  indicating  increased  patho- 
genicity of  Haemophilus  species  in  the  genital  tract  vis-a-vis 
the  upper  respiratory  tract.  However,  most  of  the  severe 
cases  involve  very  small  premature  infants  and  a lack  of  host 
defense  mechanisms  could  play  a role  in  the  severity  of  neo- 
natal disease. 

The  course  of  neonatal  Haemophilus  infections  closely 
parallels  that  of  early  onset  Group  B streptococcus  sepsis.5 
Although  Haemophilus  species  should  be  sensitive  to  am- 
picillin and  aminoglycosides,  most  reports  indicate  that  this 
therapeutic  combination  was  not  effective  for  infants  weigh- 
ing less  than  1 ,500  gm.  The  neonatal  course  in  this  index 
case  of  Haemophilus  parainfluenzae  had  a similar  course 
and  the  infant  succumbed  within  a short  period  of  time  in 
spite  of  adequate  antibiotic  therapy. 

It  seems  wise  to  include  Haemophilus  chorioamnionitis  in 
the  differential  diagnosis  of  the  patient  with  early  premature 
rupture  of  the  membranes  in  which  fever,  fetal  tachycardia, 
and  FHR  decelerations  occur  early  in  labor.  Prompt  delivery 
seems  indicated  to  shorten  the  in  utero  incubation  time  of 
these  organisms.5 
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PAIN  AND  TENSIO 

Double  fault  for 
weekend  warriors  Aar 


ACE  THE  ACHE 


Equagesic*® 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 


Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch" 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that. for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  |udgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide, 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspinn  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  atlempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  atlempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow  CNS  stimulants,  e g caffeine  Metrazol.  or  ampheta- 


mine, may  be  cautiously  administered  It  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspinn  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermme  sulfate  con- 
comitantly to  control  drowsiness. 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rem- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness. with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  £ 1981,  Wyeth  Laboratories 
All  rights  reserved 

'This  drug  has  been  evaluated  as  possibly 
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for  mild  to  moderate  pain 


Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC— Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen. 

WARNINGS.  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness  sedation  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  m nonambulatory  patients  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation  ab- 
dominal pam,  skin  rashes,  light-headedness,  head- 
ache weakness,  euphoria  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 
DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill.  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity.  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists  naloxone  nalorphine  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237  2406-2407  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Thallium  201 

myocardial 
scintigraphy  and 
exercise  testing  in 
patients  prior  to  and 
following  coronary 
artery  revascularization 

Thallium  201  and 43  K have  been  utilized  for  the  scin- 
tigraphic detection  of  acute  and  old  myocardial  infarc- 
tion,18 myocardial  ischemia,1  379  11  regional  coronary 
perfusion  in  experimental  animals,512  and  evaluating  in- 
dividuals with  Prinzmetal’s  angina1314  and  mitral  valve 
prolapse.15  Thallium  201  is  a potassium  analogue  and  ac- 
cumulates intracellularly  after  intravenous  injection.1 9 16 17 
Intracellular  uptake  of  thallium  201  is  dependent  upon 
tissue  perfusion;  therefore,  normally  perfused  myocar- 
dium takes  up  thallium  201  in  a relatively  homogenous 
fashion  (Fig  I).1 1718  Poorly  perfused  myocardium  is 
detected  as  a “cold  spot”  or  filling  defect  on  the  thallium 
201  myocardial  scintigram.  The  present  study  was  de- 
signed to  evaluate  the  usefulness  of  thallium  201  scin- 
tigraphy in  detecting  myocardial  ischemia  before  sur- 
gery and  in  identifying  changes  in  myocardial  perfusion 
after  coronary  artery  bypass  grafting  (CABG). 


Methods 

We  studied  20  patients  with  significant  coronary  artery  dis- 
ease (CAD)  documented  at  cardiac  catheterization  and  coro- 
nary arteriography.  Significant  disease  was  defined  as  at 
least  75%  narrowing  of  the  luminal  diameter  of  the  left  ante- 
rior descending  (LAD),  left  circumflex  (LCA),  or  right  coro- 
nary artery  (RCA),  or  as  50%  or  greater  luminal  diameter 
narrowing  of  the  left  main  coronary  artery  (LM).  There  were 
14  males  and  six  females  ranging  in  age  from  33  to  66  years 
with  a mean  age  of  53  years.  Angina  pectoris  was  the  chief 
complaint  of  all  patients. 

This  work  was  supported  in  part  by  the  NIH  Ischemic  Heart  Disease  Spe- 
cialized Center  of  Research  (SCOR)  grant  HL-17669. 
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Cardiac  catheterization 

Cardiac  catheterization  included  left  ventricular  angiography 
and  coronary  arteriography  in  all  patients. 

All  patients  underwent  preoperative  thallium  201  scintigra- 
phy after  symptom-limited  maximal  upright  bicycle  exercise. 
Sixteen  patients  had  postoperative  tests. 

Patients  exercised  in  the  sitting  position,  using  a Monark 
mechanical  graded  bicycle  ergometer  (Quinton  Manufactur- 
ing). Each  individual  exercised  until  fatigued;  chest  pain  was 
interpreted  as  angina  pectoris  or  ventricular  ectopy.  Multi- 
stage exercise  began  with  a low  work  load  and  increased 
every  three  minutes.  Frank  X,  Y,  and  Z leads  were  recorded 
at  rest  on  a Mingograf  800  recorder  and  continuously  during 
and  immediately  following  exercise.  Systemic  arterial  blood 
pressure  was  measured  at  rest  and  at  the  end  of  the  second 
minute  at  each  work  load. 

Within  20  seconds  of  reaching  peak  exercise,  1 .5  to 
2.0  millicuries  of  thallium  201  were  injected  intravenously. 
Imaging  was  begun  within  20  minutes  after  injection  and  a 
minimum  of  three  views  (anterior,  left  anterior  oblique,  and 
left-lateral)  were  obtained.  At  least  300,000  counts  were  ob- 
tained per  image.  The  scintigrams  were  not  computer  pro- 
cessed, and  no  background  subtraction  was  utilized. 

Normal  thallium  201  images  have  a doughnut  or  horse- 
shoe appearance  with  the  myocardium  of  the  left  ventricle 
surrounding  the  ventricular  cavity  (Fig  1 ).  Anatomical  loca- 
tion of  thallium  201  defects  are  shown  in  Fig  2.  Scans  taken 
before  and  after  surgery  were  interpreted  independently  and 
compared  with  each  other. 

Many  of  the  patients  were  on  multidrug  regimens  before 
their  coronary  artery  revascularization.  However,  when  pos- 
sible, an  additional  exercise  test  with  thallium  scintigraphy 
was  performed  after  coronary  artery  revascularization  with 
the  patient  taking  the  same  dose  of  propranolol  as  before 
surgery. 

Results 

Two  patients  had  single-vessel  disease  and  two  who  had 
previous  coronary  artery  bypass  surgery  with  patent  grafts 
had  evidence  of  significant  stenosis  in  a single  previously  un- 
grafted vessel.  Thus,  four  patients  (20%)  had  angiographic 
evidence  of  poor  perfusion  in  the  distribution  of  a single  coro- 
nary artery.  Six  patients  (30%)  had  two-vessel  disease,  and 
nine  (45%)  had  three-vessel  disease.  One  patient  (5%)  had 
significant  left-main  disease  and  mitral  leaflet  prolapse. 

Eight  patients  (40%)  had  a history  of  myocardial  infarction. 
Six  of  these  had  pathologic  Q waves  (defined  as  Q waves 
with  a duration  of  0.04  seconds  or  greater)  on  their  resting 
electrocardiograms.  Four  patients  with  no  history  of  previous 
myocardial  infarction  had  pathologic  Q waves;  therefore,  half 
of  the  patients  had  ECG  evidence  of  previous  myocardial 
infarction. 

Ten  of  the  20  patients  had  ST  changes  1 .0  mm  or  greater 
than  baseline  during  exercise  testing.  Two  patients  devel- 
oped 0.5  mm  ST  changes  with  exercise.  One  patient  demon- 
strated T-wave  changes  only  and  one  experienced  ventric- 
ular ectopic  activity.  Six  patients  (30%)  developed  no  ECG 
changes  during  exercise  testing.  Six  (67%)  developing  0.5 
mm  ST  changes  or  less  during  exercise  testing  experienced 
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angina  pectoris.  Only  one  patient  experienced  neither  chest 
pain  nor  ECG  change  during  exercise  testing. 

Fourteen  patients  (70%)  had  a work  capacity  of  less  than 
or  equal  to  50%  of  expected  age — and  sex-specific  normal 
values  corresponding  to  Functional  Class  (FC)  III  by  exercise 
testing.  The  mean  heart  rate-blood  pressure  product  and 
work  load  before  surgery  were  150  ± 35  (SE)  and  320  ± 134 
KPM/'min,  respectively. 

Thirteen  (65%)  preoperative  thallium  201  myocardial  scin- 
tigrams revealed  definite  filling  defects  (Fig  4).  Two  were  re- 
garded as  equivocal. 

Seven  of  nine  (78%)  patients  with  three-vessel  coronary 
disease  had  thallium  201  perfusion  defects  (Figs  3,  4).  Only 
two  patients  with  three-vessel  disease  exhibited  perfusion 
defects.  One  patient  had  an  equivocal  defect  in  the  septal 
area.  Two  of  the  six  patients  with  two-vessel  disease  had  no 
identifiable  thallium  201  perfusion  defects. 

Two  of  the  patients  classified  as  having  single  vessel  dis- 
ease had  previous  coronary  artery  bypass  graft  surgery 
(Fig  4). 

Seven  of  eight  (88%)  patients  with  a history  of  previous 
myocardial  infarction  had  thallium  201  perfusion  defects. 

Eight  of  12  (67%)  patients  with  chest  pain  during  exercise 
testing  had  abnormal  thallium  201  scintigrams.  One  patient 
with  chest  pain  during  exercise  testing  had  an  equivocal  scin- 
tigram. Four  of  seven  (57%)  patients  with  fatigue  as  a limiting 
symptom  had  normal  thallium  201  scintigrams.  One  patient 
limited  by  fatigue  had  an  equivocal  perfusion  defect. 

Patients  with  perfusion  defects  reached  a mean  maximum 
work  load  of  265  ±114  KPM,  whereas  those  with  negative 
scans  reached  a work  load  of  380  ± 135  (p<.10).  Patients 
with  abnormal  scans  reached  a heart  rate-blood  pressure 
product  of  1 44  ± 35;  those  with  normal  scans  reached  1 45  ± 
30. 

1.  A normal  exercise  thallium  201  (201T1)  myocardial  scintigram  in  the 
anterior,  left  anterior  oblique  and  left  lateral  projections.  Note  the  visualization 
of  the  right  ventricle  which  is  commonly  seen  during  exercise,  but  an 
abnormal  finding  at  rest. 
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No  patient  in  this  series  experienced  chest  pain  with  exer- 
cise testing  after  coronary  artery  revascularization.  Fourteen 
of  16  (88%)  patients  stopped  exercise  because  of  leg  fatigue. 
Two  of  1 6 (88%)  patients  stopped  because  of  ventricular  ec- 
topic activity.  Thirteen  of  1 6 (81  %)  patients  were  functional 
class  II  after  surgery.  Of  the  three  patients  who  remained 
class  III,  two  were  stopped  because  of  ventricular  ectopic  ac- 
tivity rather  than  fatigue  or  angina  pectoris.  The  one  patient 
(DN)  who  remained  FC  III  due  to  fatigue  did  not  experience 
chest  pain  with  exercise  testing.  Although  he  did  not  increase 
his  total  work  load,  his  heart  rate-blood  pressure  product  in- 
creased from  1 73  to  278. 

Average  work  load  attained  before  surgery  was  31 8 ± 30 
KPM  as  opposed  to  51 3 ± 29  KPM  after  surgery  (pc.OOl ). 
No  patient  decreased  his  total  work  load.  Heart  rate-blood 
pressure  product  increased  from  1 50  ± 10  before  surgery  to 
260  ± 8 after  surgery  (p<0.001 ). 

Only  two  of  1 5 (1 3%)  patients  developed  1 .0  mm  or  greater 
ST  changes  with  exercise  testing  after  surgery  as  opposed  to 
ten  of  20  before  surgery  (p<0.05). 

Sixteen  of  20  (80%)  patients  returned  for  thallium  201 
myocardial  scintigrams  following  surgery  (Fig  4).  Ten  had  ab- 
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Thallium  201 


2.  Anterior,  left  anterior  oblique  (LAO)  and  left  lateral  views  showing  the 
portions  of  the  left  ventricular  myocardium  seen  in  each  projection  on  the 
thallium  201  myocardial  scintigrams.  Myocardium  perpendicular  to  the 
scintillation  camera  Is  seen  best  because  of  "end  on"  effect  with  increased 
depth  of  radioactivity 


Anterior  LAO  Lateral 


ANT 


3,  Thallium  201  myocardial  scintigrams  with  a large  posteroinferior  decrease 
in  thallium  201  uptake.  This  patient  had  significant  three-vessel  coronary 
artery  disease 
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4.  Exercise  testing  thallium  201  scintigrams  pre  and  post  coronary  artery 
revascularization  and  cardiac  catheterization  post  coronary  artery  surgery 


Patient 

Coronary  Anatomy 

T 1 -201  Pre 

Coronary  Artery 
Revascularization 

T1-201  Post 
Coronary  Artery 
Revascularization 

T 1 -201  Post 

Coronary  Artery 
Revascularization 
on  Propranolol 

Cardiac  Cathe- 
terization Post 
Coronary  Artery 
Revascularization 

DN 

One  vessel 

Equivocal  posterior  defect 

Normal 

N O. 

Open  graft 

JW 

One  vessel 

Inferoposterior  defect 

Normal 

Normal 

NO 

GH 

One  vessel 

Normal 

Normal 

No  propranolol  before  surgery 

NO 

DB 

One  vessel 

Anterior  defect 

NO 

No  propranolol  before  surgery 

NO 

LB 

One  vessel 

Posterior  defect 

No  change 

No  change 

Occluded  graft 
to  RCA 

ost.c 

One  vessel 

Normal 

Normal 

NO 

NO 

MV 

Two  vessel 

Equivocal  septal  defect 

Normal 

NO. 

Open  graft 

LW 

Two  vessel 

Apical  inferoposterior  defect 

Improved 

NO 

Open  grafts 

DD 

Two  vessel 

Apical  defect 

Improved 

New  posterior  defect 

Open  grafts 

SC* 

Two  vessel 

Normal 

NO 

NO. 

NO 

RB 

Three  vessel 

Normal 

Normal 

Normal 

NO 

JB 

Three  vessel 

Anterior  defect 

No  change 

Never  on  propranolol 

NO 

CK 

Three  vessel 

Apical  defect 

Improved 

Never  on  propranolol 

Open  grafts 

DH 

Three  vessel 

Inferoposterior  defect 

Improved 

N O 

NO 

KP 

Three  vessel 

Posteriolateral  inferior  defect 

No  change 

NO 

NO 

LC 

Three  vessel 

Apical  defect 

Improved 

Normal 

NO 

WL 

Three  vessel 

Normal 

Normal 

Normal 

NO 

NM 

Three  vessel 

Inferior  defect 

NO 

N O 

NO 

BG 

Three  vessel 

Inferoposterior  defect 

NO 

NO 

NO 

EJ 

Three  vessel 

Apical  defect 

Improved 

Normal 

Open  grafts 

*Died 

Abbreviations:  N O.  = not  obtained. 


normal  scans  before  surgery.  Seven  of  ten  (70%)  showed 
evidence  of  improved  perfusion  after  surgery  (Figs  4,  6).  No 
patient  demonstrated  evidence  of  diminished  thallium  201 
perfusion  after  coronary  artery  surgery.  Two  patients  consid- 
ered to  have  an  equivocal  perfusion  defect  before  surgery 
had  normal  thallium  201  myocardial  scintigrams  after  coro- 
nary artery  revascularization. 

Seven  patients,  whose  preoperative  dose  of  propranolol 
was  maintained  after  coronary  artery  revascularization,  un- 
derwent thallium  201  studies  (Fig  4).  Three  with  normal 
scans  on  their  first  postoperative  scintigram  also  had  normal 
scans  on  propranolol.  One  patient  with  a persistently  abnor- 
mal scan  after  surgery  continued  to  show  the  defect  while  on 
propranolol  (Fig  7).  Two  patients  demonstrating  improved 
thallium  201  scintigraphic  perfusion  after  coronary  artery 
surgery,  had  similar  postoperative  scans  while  taking  pro- 
pranolol. Only  one  patient  (DD)  had  evidence  of  diminished 
posterior  thallium  201  perfusion  while  on  propranolol  as  op- 
posed to  her  first  postcoronary  artery  revascularization  study 
without  beta-blocking  agents.  Although  repeat  coronary  an- 
giography revealed  patent  grafts,  she  had  remained  in  FC  III 
and  continues  to  have  refractory  ventricular  ectopic  activity. 

Seven  patients  have  had  cardiac  catheterization  after  cor- 
onary artery  surgery  (Fig  4).  All  grafts  are  patent  except  for 
one  to  a right  coronary  artery  (LB).  This  patient  had  a per- 
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sistent  posterior  defect  on  the  thallium  201  myocardial  scinti- 
gram. The  other  six  patients  all  demonstrated  improvement 
in  their  thallium  201  perfusion  following  coronary  artery 
surgery. 

Discussion 

The  potential  benefits  of  noninvasive  assessment  of  myocar- 
dial perfusion  before  and  after  coronary  artery  bypass  sur- 
gery are  obvious.  Several  reports  have  documented  the 
efficacy  of  thallium  201  scintigraphy  combined  with  exercise 
testing  for  detecting  myocardial  perfusion  abnormalities 
which  correlate  with  anatomical  coronary  artery  disease  doc- 
umented at  cardiac  catheterization.3 10 12 1315 

In  the  present  study,  patients  with  significant  coronary  ar- 
tery obstructions  documented  by  catheterization  underwent 
thallium  201  scintigraphy  combined  with  exercise  testing  be- 
fore and  after  coronary  artery  bypass  surgery.  All  patients 
underwent  "complete  revascularization"  with  bypass  pro- 
cedures for  any  major  coronary  vessel  with  “significant" 
obstruction. 

Preoperative  thallium  201  scintigrams  revealed  perfusion 
defects  in  13  of  20  (65%)  of  the  patients  with  anatomically 
documented  significant  coronary  artery  disease.  The  loca- 
tion of  the  perfusion  abnormalities  correlated  well  with  the 
anatomical  location  of  angiographic  evidence  of  coronary  ar- 
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tery  lesions.  When  analyzed  with  regard  to  number  of  ves- 
sels involved,  seven  of  nine  (78%)  patients  with  three-vessel 
disease,  three  of  six  (50%)  with  two-vessel  disease,  two  of 
four  with  single-vessel  disease,  and  the  patient  with  signifi- 
cant left-main  coronary  disease  had  identifiable  thallium  201 
perfusion  abnormalities.  The  sensitivity  of  thallium  201  imag- 
ing in  the  present  study  thus  appeared  somewhat  less  than 
that  described  in  some  other  reports.3 12 

Eight  patients  gave  a history  compatible  with  previous 
myocardial  infarction.  Seven  of  the  eight  (88%)  had  thallium 
201  perfusion  defects  during  exercise.  The  one  patient  (RB) 
that  had  a history  compatible  with  myocardial  infarction  and  a 
negative  scan  had  severe  three-vessel  disease  and  sugges- 
tive evidence  during  his  resting  ECG  of  a previous  inferior 
myocardial  infarction.  Six  of  eight  (75%)  patients  with  a his- 
tory suggestive  of  previous  myocardial  infarction  had  elec- 
trocardiographic evidence  of  previous  infarction.  Of  these  six 
patients,  five  had  perfusion  abnormalities  on  their  exercise 
thallium  201  scintigraphic  study. 

In  the  present  study  only  exercise  thallium  201  myocardial 
scintigrams  were  obtained  for  comparison  prior  to  and  follow- 
ing coronary  artery  revascularization.  Thallium  201  scinti- 
grams performed  at  rest  and  thallium  201  scintigrams  6 to  8 
hours  after  exercise  were  not  obtained  since  our  primary  in- 
terest concerned  determining  whether  scintigraphic  patterns 
changed  after  coronary  artery  reconstructive  surgery.  Thus, 
the  thallium  201  myocardial  scintigraphic  defects  that  were 
noted  might  have  been  at  least  in  part  due  to  the  presence  of 


previous  myocardial  infarcts  in  some  patients. 

In  the  present  study,  coronary  artery  revascularization 
resulted  in  marked  alterations  and  apparent  significant  im- 
provement in  exercise  ability  in  most  patients.  Whereas  1 2 of 
20  developed  chest  pain  before  surgery,  none  developed 
chest  pain  as  a limiting  factor  during  exercise  postopera- 
tively.  Seventeen  of  20  were  functional  class  III  or  late  FCII 
before  surgery;  13  of  16  were  improved  in  functional  class 
postoperatively.  Two  patients  were  limited  by  ventricular  ec- 
topic activity  on  postoperative  exercise  testing,  but  this  oc- 
curred at  a higher  heart  rate-blood  pressure  product  than 
they  attained  before  surgery.  One  other  patient  (AN)  who 
remained  in  functional  class  III  also  markedly  increased 
his  heart  rate-blood  pressure  product  without  developing 
chest  pain.  The  mean  work  load  and  heart  rate-blood  pres- 
sure product  after  coronary  artery  surgery  were  significant- 
ly increased  from  the  values  determined  before  surgery 
(p<0.001).  An  improved  myocardial  oxygen  supply-demand 
ratio  was  also  suggested  by  the  finding  that  only  two  of  1 5 
patients  had  ST  segment  changes  of  1 .0  mm  or  greater  with 
exercise  after  coronary  surgery  as  opposed  to  ten  of  20  pa- 
tients before  surgery.  Similar  improvement  in  exercise  testing 
post  coronary  artery  revascularization  has  also  been  re- 
ported by  others.19 

Improved  thallium  201  perfusion  was  noted  in  seven  of  10 
patients  that  had  abnormal  scans  preoperatively.  Others 
have  also  recently  reported  improved  thallium  201  uptake  in 
many  patients  following  coronary  revascularization.20  Ritchie 
and  associates 21  have  also  recently  suggested  that  preop- 
eratively and  postoperatively,  thallium  201  myocardial  imag- 
ing may  be  used  to  follow  patients  and  determine  the  pres- 
ence or  absence  of  coronary  graft  patency.  Four  patients  with 
normal  scans  before  coronary  surgery  were  unchanged  after 
surgery.  None  appeared  to  show  worse  regional  perfusion 
after  coronary  bypass  surgery.  Two  scans  considered  equiv- 
ocal before  coronary  artery  revascularization  were  read  as 
normal  after  surgery. 

Repeat  coronary  arteriography  was  performed  in  seven 
patients  after  coronary  bypass  surgery.  Five  of  these  had 
thallium  201  perfusion  abnormalities  before  surgery.  Four  of 

5 Thallium  201  myocardial  scintigram  without  localized  decrease  in  201 
uptake.  This  patient  had  significant  and  extensive  coronary  disease  that  was 
not  detected  by  the  thallium  201  myocardial  scintigrams. 
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6.  Thallium  201  myocardial  scintigrams  obtained  preoperatively  (top  panels) 
and  postoperatively  (bottom  panels).  Note  the  improved  thallium  201 
myocardial  perfusion  posteriorly  and  interiorly  postoperatively 


7.  Thallium  201  myocardial  scintigram  from  a patient  that  did  not  show 
change  in  the  decreased  thallium  uptake  on  the  anterior  wall  postoperatively. 
This  is  best  demonstrated  on  the  laterial  views  (closed  arrows).  There  was 
improved  perfusion  at  the  apex  postoperatively  and  this  is  best  seen  on  the 
LAO  views  (open  arrows). 
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these  had  open  grafts  at  the  time  of  repeat  coronary  arteri- 
ography and  improved  perfusion  on  postoperative  thallium 
201  scintigraphy.  One  patient  showed  a persistent  posterior 
thallium  201  perfusion  defect  after  surgery  and  was  found 
to  have  an  occluded  right  coronary  graft  at  repeat  cardiac 
catheterization.  Thus,  seemingly  consistent  findings  were  or- 
dinarily noted  scintigraphically  and  angiographically. 

Most  of  the  patients  in  the  present  study  were  on  numer- 
ous medications,  including  propranolol.  Through  its  beta- 
blocking and  antihypertensive  effects,  propranolol  might 
mask  perfusion  abnormalities  by  decreasing  the  heart  rate- 
blood  pressure  product  or  by  directly  interfering  with  myocar- 
dial uptake  of  thallium  201 . The  high  incidence  of  chest  pain 
and/or  ST-segment  shifts  during  exercise  in  this  study  sug- 
gests that  these  patients  were  being  stressed  to  the  point  of 
physiological  ischemia.  However,  to  test  the  effects  of  pro- 
pranolol on  thallium  201  scintigraphy,  seven  patients  under- 
went repeat  thallium  201  scintigraphy  with  exercise  testing 
postoperatively  while  taking  the  same  doses  of  propranolol 
as  before  coronary  artery  revascularization.  Only  one  patient 
had  evidence  of  diminished  perfusion  posteriorly  while  on 
propranolol,  as  opposed  to  her  first  postoperative  scinti- 
gram. Repeat  coronary  arteriography  revealed  patent  grafts, 
but  she  has  not  done  well  clinically,  remaining  in  functional 
class  III  and  experiencing  medically  refractory  ventricular 
arrhythmias. 

In  summary,  the  data  obtained  in  the  present  study  indi- 
cate that  in  patients  with  abnormal  thallium  201  scintigrams 
before  aortocoronary  bypass  surgery,  repeat  scintigraphy 
after  surgery  appears  to  be  a useful  noninvasive  means  of 
assessing  improvement  in  myocardial  perfusion  and  estab- 
lishing coronary  graft  patency. 

Summary 

Twenty  patients  with  significant  coronary  artery  disease  doc- 
umented by  cardiac  catheterization  were  studied.  Each  of 
these  patients  had  a maximal  exercise  test  and  thallium  201 
myocardial  scintigram  before  complete  coronary  artery  re- 
vascularization. Sixteen  patients  had  a second  exercise 
thallium  201  scintigraphic  study  several  months  after  their 
coronary  artery  surgery.  In  the  ten  patients  with  abnormal 
thallium  201  myocardial  scintigrams  preoperatively,  seven 
demonstrated  improved  myocardial  perfusion  on  their  post- 
operative thallium  201  scintigrams.  Four  patients  showed 
persistent  perfusion  defects  by  thallium  201  myocardial  scin- 
tigraphy. Two  patients  considered  to  have  an  equivocal  per- 
fusion defect  before  surgery  had  normal  201  myocardial 
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scintigrams  after  coronary  artery  revascularization.  No  pa- 
tient demonstrated  evidence  of  diminished  thallium  201  per- 
fusion after  coronary  artery  surgery.  Seven  of  these  patients 
have  had  repeat  cardiac  catheterizations  after  coronary  ar- 
tery revascularization.  All  grafts  were  patent  except  for  one  to 
a right  coronary  artery.  This  latter  patient  had  a persistent 
posterior  defect  on  the  thallium  201  myocardial  scintigram. 
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Radiological  imaging — 2000  AD.  M.  Paul  Capp,  MD.  The 
Radiological  Society  of  North  America,  Radiology,  vol  138, 
no  3,  1981,  pp  541-550. 

The  future  promises  accelerated  growth  for  radiology,  and 
advances  more  startling  than  those  of  its  first  80  years.  Im- 
proved technology,  well-planned  radiology  departments, 
good  fiscal  sense,  and  federal  support  will  improve  the  contri- 
butions of  radiology  to  clinical  medicine. 

Cross-reactivity  among  pollens.  Richard  W.  Weber,  MD. 
American  College  of  Allergists,  Annals  of  Allergy,  vol  46, 

April  1981 , pp  208-215. 

A review  of  the  current  status  of  cross-reactivity  among  pol- 
lens is  presented.  The  advantages  and  drawbacks  of  various 
techniques  of  evaluating  cross-reactivity  are  discussed.  Ma- 
jor contributions  to  the  study  of  grass,  weeds,  and  tree  pol- 
lens are  reviewed  and  summarized. 

Calmodulin,  zinc,  and  calcium  in  cellular  and  membrane 
regulation:  an  interpretive  review.  George  J Brewer,  MD., 
Alan  R.  Liss,  Inc,  American  Journal  of  Hematology,  vol  8, 
1980,  pp  231-248. 

A considerable  amount  of  work  in  recent  years  has  indicated 
that  the  intracellular  effects  of  calcium  are  mediated  primarily 
by  calcium-binding  proteins.  One  of  the  most  important  of 
these  proteins  is  a 1 7,000-molecular  weight  protein — cal- 
modulin. Calmodulin,  when  activated  by  calcium,  has  the  po- 
tential to  activate  many  enzymes  and  to  stimulate  many 
intracellular  events.  While  calcium  is  required  for  many  types 
of  cellular  activations,  zinc  tends  to  be  a cellular  inhibitor.  It 
appears  that  zinc  is  antagonistic  to  calcium,  tending  to  inhibit 
the  same  cellular  reactions  triggered  by  an  influx  of  intra- 
cellular calcium.  Recent  investigations  have  led  us  to  hypoth- 
esize that  the  zinc-calcium  antagonism  may  be  the  result  of 
inhibitory  effects  of  zinc  on  calmodulin-stimulated  functions. 
This  inhibition  may  operate  through  binding  of  zinc  to  the  tar- 
get proteins  of  calmodulin  or  through  binding  of  zinc  to  cal- 
modulin after  the  calmodulin  is  complexed  to  protein.  This 
area  is  reviewed  in  the  first  part  of  the  paper. 

In  the  erythrocyte,  excessive  intracellular  calcium  causes 
hemoglobin  retention  by  erythrocyte  membranes  and  causes 
erythrocyte  shrinkage.  Both  of  these  events  may  occur  in 
sickle  erythrocytes  because  of  sickling-induced  calcium 


accumulation.  Recent  studies  suggest  that  excessive  cal- 
cium-activated calmodulin  may  be  responsible  for  both  he- 
moglobin retention  by  the  membrane  and  for  erythrocyte 
shrinkage.  On  the  other  hand,  trifluoperazine — a pheno- 
thiazine  drug  that  inhibits  the  action  of  calmodulin — causes 
erythrocyte  swelling  (membrane  expansion).  These  observa- 
tions have  led  the  authors  to  hypothesize  that  calmodulin  is 
intimately  involved  with  regulation  of  the  erythrocyte  mem- 
brane expansion/shrinkage  state.  The  possible  role  of  exces- 
sive calcium-activated  calmodulin  in  inducing  abnormalities 
in  the  sickle  membrane  may  lead  to  a more  rational  therapy 
aimed  at  the  membrane  lesion  in  this  disease.  This  therapy 
might  involve  a combination  of  inhibitory  agents  such  as  zinc 
and  a phenothiazine. 

In  the  last  part  of  the  review,  the  authors  present  a model 
for  the  regulation  of  membrane  shrinkage  by  calmodulin  in 
equilibrium  with  membrane  expansion  by  spectrin-actin 
phosphorylation.  Whether  or  not  this  model  is  right  in  its 
basic  elements,  the  authors  hope  it  will  provoke  some  addi- 
tional thinking  and  experimental  work.  In  fact,  this  entire  re- 
view should  be  viewed  as  interpretive.  That  is,  observations 
from  diverse  sources  have  been  put  together  in  an  attempt  to 
make  sense  out  of  them  and,  in  particular,  to  provoke  think- 
ing and  stimulate  experimental  work  in  these  areas. 

Subjects  of  other  review  articles 

Radioisotopic  evaluation  of  skeletal  disease.  Peter  T 
Kirchner,  MD,  and  Michael  A.  Simon,  MD.  The  Journal  of 
Bone  and  Joint  Surgery,  vol  63-A,  no  4,  April  1 981 , pp 
673-681. 

Stercoral  perforation  of  the  colon:  case  report  and  re- 
view of  the  literature.  Paul  Gekas,  MD,  and  Marvin  M. 
Schuster,  MD.  Gastroenterology,  vol  80, 1981 , pp  1054- 
1058. 

Infective  endocarditis:  an  analysis  based  on  strict  case 
definitions.  C.  Fordham  Von  Reyn,  MD;  Barry  S.  Levy,  MD, 
MPH;  Robert  D.  Arbeit,  MD;  Gerald  Friedland,  MD;  and 
Clyde  S.  Crumpacker,  MD.  Annals  of  Internal  Medicine,  vol 
94,  1981,  pp  505-518. 
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carve  a name 
^ for  yourself 

administering  Medicaid 


It 

takes 
skill  and 
termination 


At  Electronic  Data  Systems, 
we’ve  built  our  reputation  on 
solid  performance  in  the 
computer  services  industry.  We 
have  hundreds  of  satisfied 
customers  in  commerce  and 
government.  Our  expertise  in 
administering  public  programs 
spans  federal,  state,  local  and 
even  international  boundaries. 
And,  we’ve  been  involved  in 
Medicaid  since  it  was 
conceived  by  Congress. 

We  now  have  Medicaid 


experience  in  18  states, 
including  Texas  through  our 
NHIC  subsidiary.  No  other 
Medicaid  contractor  can  match 
our  experience  or  results.  We 
have  the  resources,  skill  and 
commitment  to  maintain  our 
good  name.  EDS— it’s  as  solid 
as  a rock. 


Electronic  Data  Systems  Corporation 
7171  Forest  Lane 
Dallas,  Texas  75230 
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Do  you  have  a silent  partner 
who  “doctors”  your  books? 


The  prim,  conscientious  office  manager  for  a group  of  inter- 
nists leaves  her  job  after  16  years,  with  only  the  following 
note  as  a resignation  statement.  “I  have  diverted  a total  of 
$39,461  from  office  receipts  to  my  own  use.  This  sum,  to- 
gether with  what  I have  been  able  to  save  over  the  years 
from  my  salary,  will  enable  me  to  create  the  opportunity  I 
have  always  wanted  in  life.  I will  travel  to  glamorous  places, 
clothe  myself  well,  take  beauty  treatments,  and  try  to  find 
some  true  meaning  in  my  existence.  Incidentally,  Dr  R's 
AM  A dues  should  be  paid  before  the  16th.  Dr  E,  don't  forget 
your  wife’s  birthday  next  month.  Dr  J,  the  jacket  you  stained 
is  at  the  Elite  Cleaners.  I'm  sorry  I couldn’t  work  out  for  you, 
but  I feel  that  I must  think  of  myself  right  now.”  She  vanishes 
without  a trace. 1 


"Embezzlement”  is  a somewhat  sanitized  term  which  in  fact 
describes  a species  of  theft.  Although  the  perpetrators  use  a 
pencil  rather  than  a deadly  weapon  to  rob  their  victims,  they 
frequently  are  successful  and  seldom  are  prosecuted.  One 
physician  in  seven  responding  to  a recent  Medical  Econom- 
ics survey  indicated  he  had  been  a victim  of  embezzlement. 
However,  one  management  consultant  estimates  that  “for 
every  doctor  who  admits  he’s  been  defrauded,  there’s  one 
who  keeps  quiet  and  another  who  doesn’t  even  know  he’s 
been  robbed.”2 

The  American  Medical  Association  estimates  that  physi- 
cians’ average  gross  practice  income  for  1 980  was  $1 40, 700. 3 
If  a conservative  thief  pocketed  only  one  cent  on  the  dollar, 
the  physician  unintentionally  provided  the  employee  the 
equivalent  of  at  least  an  extra  month’s  salary,  tax-free.  The 
physician,  unaware  of  the  loss,  may  have  paid  personal 
taxes  on  part  of  that  income  which,  in  fact,  was  never 
received. 

While  the  physician’s  work  in  the  examining  room  or  at  the 
hospital  is  more  art  and  science  than  business,  few  would 
doubt  that  a practice  which  generates  over  $1 40,000  in  re- 
ceipts should  be  conducted  without  some  internal  controls  to 
frustrate  potential  thieves.  Such  controls  should  reflect  not 
suspicion  of  any  individual  dishonesty,  but  simply  good  busi- 
ness procedures. 

The  physician  who  abdicates  responsibility  for  the  han- 
dling of  his  money  to  others  is  issuing  a tempting  invitation. 
For  the  most  part,  physicians’  trust  in  their  employees  is  well- 
placed,  but  the  record  shows  that  embezzlers  are  usually 
trusted  employees  with  lengthy  tenure.  The  most  important 
measure  a physician  can  take  to  protect  his  or  her  assets  is 
to  adopt  and  display  an  attitude  which  indicates  “I  care.” 

Know  your  employees 

The  physician  can  demonstrate  this  attitude  by  selecting  new 
employees  carefully.  Some  applicants  may  be  reluctant  to  list 
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their  former  employers  as  references.  Others  will  list  all  pre- 
vious employers,  gambling  that  the  next  intended  physician 
victim  will  not  check.  Follow-up  on  information  contained  in 
the  employment  application  ultimately  may  save  the  physi- 
cian thousands  of  dollars. 

If  an  applicant  is  hired,  a second  method  for  detecting  po- 
tential trouble  is  to  learn  to  recognize  signs  of  personal  prob- 
lems which  might  prompt  him  or  her  to  steal.  Drug  or  alcohol 
abuse,  debts  from  gambling  or  extravagant  expenditures,  or 
even  recent  divorce  or  separation  could  lead  the  employee  to 
thievery.  Physicians  also  can  thwart  some  embezzlers  by  in- 
sisting that  employees  take  vacations  every  year.  Theft  may 
be  discovered  by  the  employee  who  fills  in.  Bonding  all  em- 
ployees also  affords  the  physician  a relatively  inexpensive 
means  of  insuring  against  provable  loss  and  also  serves  as 
an  unspoken  warning  to  employees.  The  surety  company  will 
not  be  reluctant  to  pursue  an  embezzler. 

Petty  cash 

After  a practice’s  hiring  and  employee-relations  policies  have 
been  examined,  the  physician  should  consider  the  office’s 
internal  control  system  for  handling  monies.  The  petty  cash 
fund  is  an  obvious  place  to  begin. 

The  amount  maintained  in  the  petty  cash  fund  should,  in 
fact,  be  petty — $50  or  less.  All  reimbursements  should  be 
documented  by  a receipt  for  the  item  purchased  or  expense 
incurred.  When  the  fund  runs  low,  it  should  be  replenished 
with  a check  made  out  to  “petty  cash"  from  the  practice  ac- 
count. The  sum  of  cash  and  receipts  should  always  equal  the 
original  $50  starting  amount.  If  the  physician  dips  into  the 
fund  for  lunch  or  other  incidental  expenses  without  supplying 
proper  documentation  (or  authorizing  others  to  do  so),  the 
fund  will  be  difficult,  if  not  impossible,  to  balance.  It  would 
also  present  an  open  invitation  to  dishonest  employees.  A 
separate  cash  fund,  available  for  making  change  when  pa- 
tients pay  in  cash,  could  also  be  established.  This  should 
also  remain  in  constant  balance.  Here,  too,  a minimum  prac- 
tical amount  is  desirable. 

Internal  controls 

While  tightening  controls  on  petty  cash  will  help,  the  signifi- 
cant losses  incurred  by  physicians  at  the  hands  of  embez- 
zlers can  usually  be  traced  to  diversion  of  patient  payments 
and  bogus  disbursements  for  fraudulent  expenses.  These 
two  types  of  fraud  can  be  minimized  by  using  a record-keep- 
ing system  which  creates  a tight  audit  trail,  and  by  imple- 
menting a few  simple  principles. 

1 . If  the  size  of  the  practice  permits,  accounting  func- 
tions involving  receipt  of  payments  and  preparing  the 
resultant  bank  deposits  should  be  separated  from  the  post- 
ing of  charges  and  payments  to  patients’  ledger  cards  and 
the  mailing  of  statements. 
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2.  Patients  paying  cash  should  be  issued  numbered  re- 
ceipts with  copies  retained.  Physicians  should  ask  their 
CPAs  how  long  these  financial  records  should  be  kept. 

3.  Patient  charge  slips  should  be  serially  numbered  and 
correlated  with  the  entries  on  the  practice's  day  sheet  or 
journal  at  the  end  of  the  day,  preferably  via  a "one-write” 
peg  board  or  similar  system. 

4.  All  monies  received  by  the  practice  should  be  entered 
on  the  day  sheet,  on  the  day  of  receipt.  Entries  should 
never  be  made  on  old,  previously-closed  day  sheets. 

5.  All  checks  received  should  be  endorsed  immediately, 

with  “For  Deposit  Only  to  the  Account  of  Dr ,” 

or  with  some  other  appropriate  restrictive  endorsement. 

6.  All  receipts  should  be  deposited  daily.  Cash  and 
checks  should  never  be  retained  in  the  office  overnight  or 
over  the  weekend.  The  itemized  deposit  slip  total  should 
equal  the  amount  indicated  on  the  day  sheet.  The  physi- 
cian should  check  these  two  totals  at  the  end  of  the  prac- 
tice day  on  a random  basis. 

7.  A further  refinement  of  this  spot-checking  procedure 
is  the  “Seven  Minute  Audit,”  described  by  George  Con- 
omikes  of  Conomikes  Associates,  Inc.  The  physician  re- 
cords on  a 3x5  card  the  names  of  all  the  patients  treated 
during  the  day  and  the  charges  which  were  indicated  on 
the  patients’  respective  charge  slips.  Without  prior  an- 
nouncement, the  day  sheet  is  obtained  at  the  end  of  the 
day  and  compared  with  the  3x5  card.  A patient's  ledger 
card  should  be  checked,  if  a discrepancy  arises. 

8.  Adjustments  to  patient  accounts  for  professional  cour- 
tesy, Medicaid  payments,  a lesser  insurance  reimburse- 
ment, or  write-offs  for  other  reasons,  should  be  approved 
by  the  physician.  The  physician  may  wish  to  make  notes 

Illustration  by  John  Wilson. 


in  the  patient’s  record  regarding  adjustments  to  provide 
an  independent  source  of  documentation.  A monthly 
summary  of  adjustments  made  and  the  reasons  therefor 
should  be  generated  from  the  day  sheets,  and  the  monthly 
and  year-to-date  totals  should  match.  This  summary  will 
also  serve  as  a useful  management  tool  for  a physician 
who  might  be  unaware  of  the  portion  of  his  gross  charges 
being  written  off  under  existing  criteria. 

9.  There  should  be  no  erasures  or  whiteouts  in  ledger  or 
day  sheet  entries.  Errors  should  be  voided  by  a single  line 
drawn  through  the  entry.  A new  entry  is  used  to  correct  the 
error.  Substituted  documents  should  prompt  questions  by 
the  physician. 

10.  The  physician’s  accountant  should  be  requested  to 
send  audit  statements  to  a sampling  of  patients,  request- 
ing that  discrepancies  be  reported  to  the  accountant’s  of- 
fice, not  to  the  practice. 

1 1 . The  physician  should  sign  all  checks  for  practice  dis- 
bursements personally,  paying  all  practice  bills  by  check 
not  more  than  twice  a month.  Checks  should  be  serially 
numbered  and  never  presigned.  The  physician  should 
never  sign  a check  without  supporting  invoice  documenta- 
tion in  hand.  After  verification,  the  invoices  should  be 
stamped  “Paid''  to  prevent  their  reuse.  Keep  a “Schedule 
of  Payments”  log  for  checks  written  routinely  which  do  not 
respond  to  an  invoice,  such  as  rent  or  mortgage  payments. 

1 2.  All  cancelled  checks  should  be  compared  to  the  stub 
or  the  one-write  record  left  behind  to  detect  alterations.  Un- 
recognized payees,  suspicious  signatures  or  endorse- 
ments, and  unfamiliar  or  unusual  amounts  should  be 
scrutinized. 

13.  Payroll  checks  should  be  based  on  employee  time 
sheets,  signed  for  each  pay  period  by  the  employee,  which 
detail  the  exact  hours  credited  in  categories  such  as  over- 
time, vacation,  or  sick  leave.  This  procedure,  based  on  em- 
ployee verification  for  accuracy,  also  serves  as  a record, 
should  a present  or  former  employee  file  a complaint  with 
federal  or  state  labor  authorities. 

Any  system  is  vulnerable 

While  these  suggestions  may  decrease  the  likelihood  that  a 
physician  will  be  victimized  by  an  embezzler,  obviously  they 
apply  only  to  those  fraudulent  schemes  which  have  been  dis- 
covered. Thieves  are  eternally  inventive.  However,  a com- 
prehensive system  of  internal  controls  is  a necessary  first 
step  in  either  a manual  or  computerized  system.  Both  have 
their  strengths  and  weaknesses.  Physicians  should  ask  the 
vendors  of  any  system  to  explain  the  known  points  where  it 
might  be  vulnerable  to  penetration  by  thieves.  The  physi- 
cian’s willingness  to  audit  the  staff’s  operation  of  the  sys- 
tem on  a regular  and  also  on  an  unannounced  schedule 
remains  one  of  the  best  safeguards.  In  addition,  the  physi- 
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dan's  accountant  should  also  be  asked  to  audit  the  system 
periodically. 

If  further  physician  vigilance  is  necessary,  this  final  com- 
ment may  prove  persuasive.  Discovery  of  fraud  in  which 
Medicare,  Medicaid,  or  other  third  party  payors  are  vic- 
timized will  compel  the  physician  to  show  that  someone  else 
was  the  perpetrator.  If  the  physician  makes  it  as  difficult  as 
possible  for  an  employee  to  steal,  then  he  or  she  is  unlikely  to 
be  placed  in  the  position  of  being  required  to  produce  what 
amounts  to  proof  of  innocence. 

Only  a very  few  employees  steal.  However,  physicians 
need  not  fall  victim  to  embezzlers  if  they  care  enough  to  es- 
tablish and  maintain  sensible  business  procedures  in  their 
practices. 

Michael  G.  Young,  JD 

Director,  TMA  Office  of  Medical  Ethics 
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Medical  Director 
Diplomat,  American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 
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COMPARE 

YOUR 

LIFE 

If  you  could  increase  your  life  insurance  protection 
and  reduce  the  cost,  you’d  do  so  wouldn’t  you?  Of 
course  you  would. 

While  we  can’t  promise  to  improve  everyone’s 
life  insurance  portfolio,  we’ve  been  successful  with 
enough  frequency  to  offer  a FREE  analysis  of  your 
present  program.  To  illustrate,  we  have  recently 
helped  a client  (whose  policy  was  written  15  years 
ago)  to  expand  his  protection  while  effecting  a 
significant  cost  reduction. 

Perhaps  we  can  do  the  same  for  you.  We’re  confi- 
dent that,  when  you  compare  an  API  LIFE  program 
against  your  present  coverage,  you  will  want  to 
do  business  with  us. 

Call  or  write  today.  The  people  at  API  LIFE  are 
ready  to  serve  you. 


API  LIFE  INSURANCE  COMPANY 

4099  McEWEIN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 


A MEMBER  OF  THE  API  GROUP 
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After  years  of  treating  people  with 
weakened  hearts,  we  developed  a 
cardiac  rehabilitation  program  that 
gives  them  a stronger  outlook. 


Anxiety,  deconditioning  and  poor  eating  habits  can  be  the  enemies  of  coronary  patients  and 
high  risk  individuals.  Working  together  with  the  referring  physician  and  under  the  close 
monitoring  of  our  staff  physician,  exercise  physiologist  and  cardiac  rehabilitation  nurse.  The 
Methodist  Hospital  can  put  patients  on  the  road  to  exercise  necessary  for  training  cardio- 
vascular systems  to  optimal  levels.  We  also  include  discussions  of  the  psychological  and  diet 
aspects  of  heart  disease.  The  results?  Healthier  patients,  with  increased  confidence  and  a 
renewed  sense  of  well-being.  Call  790-6450  for  details.  We  help  cardiac  patients  help 
themselves. 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine 

Affiliated  with  Baylor  College  of  Medicine 

Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 

This  is  a physician  referred  program.  Free  Parking. 


R.  W.  CLARKE  & CO. 

INDEPENDENT  FINANCIAL  AND  TAX  CONSULTANTS 

Estate  Planning 
Tax  and  Financial  Planning 
Analysis  of  Tax-Sheltered  Investments 
Practice  Incorporation  Analysis 

Robert  W.  Clarke,  M.B.A.,  Ph.D.,  President 
Westchase  Central,  9700  Richmond,  Suite  110 
Houston,  Texas  77042  (713)  782-7670 


Yours  Truly™  by  Jobst  — its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 

suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly1  M breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  ,04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTER 


DALLAS:  The  Medical  Center  Building,  3101  Gaston  Avenue,  Suite  304,  Dallas,  Texas  75246;  214  824-4110 


HOUSTON:  Medical  Towers,  Main  & Fannin  at  Dryden,  Suite  1709,  Houston,  Texas  77030;  713  797-0010 
SAN  ANTONIO:  Oak  Hills  Medical  Building,  7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229;  512  691-1031 
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MEDICINE  & THE  LAW 


EXCLUSIVE  CONTRACTS 

AND  HOSPITAL-BASED  PHYSICIANS 

Anesthesiologists , pathologists,  radiologists,  emergency 
room  physicians,  and  other  “hospital-based"  physicians 
have  been  and  continue  to  be  asked  to  enter  into  exclusive 
arrangements  with  hospitals.  Such  arrangements  allow 
the  physician  or  physician  group  to  provide  specialty  ser- 
vices in  the  hospital  and  exclude  other  physicians  with  the 
same  training  from  practicing  in  the  institution.  The  legal  and 
ethical  issues  of  such  arrangements  are  the  subject  of  this 
column. 


Exclusive  arrangements  have  been  upheld  as  reasonable 
exercises  in  hospital  management.  Some  argue  that  by  limit- 
ing certain  medical  specialty  services  to  one  physician  or  a 
single  group  of  physicians,  the  hospital  and  community  inter- 
ests are  best  served.  This  is  allegedly  so  because: 

1 . When  the  same  physician  or  team  of  physicians  per- 
forms the  service  routinely,  a higher  quality  of  medical  care 
is  provided; 

2.  The  administration  of  the  department  can  be  more 
efficiently  and  expertly  handled  when  one  physician  or 
physician  group  handles  all  the  services  of  the  depart- 
ment; and 

3.  Lower  costs  resulting  from  efficiency  will  result  to  the 
benefit  of  the  patients  being  served. 

It  often  is  argued  that  teaching  requirements,  teamwork, 
and  technique  specialization,  assuring  physician  availability 
around  the  clock,  standardization  of  procedures,  and  full  uti- 
lization of  expensive  equipment  are  more  often  accom- 
plished through  exclusive  arrangements  with  hospital-based 
physicians. 

Excluded  physicians’  view 

Many  excluded  physicians,  however,  have  not  been  con- 
vinced by  these  arguments  and  have  challenged  the  hospi- 
tals legal  right  to  so  exclude  them.  Physicians  see  hospitals 
as  places  where  they  should  be  permitted  to  treat  their  pa- 
tients using  privileges  granted  because  of  their  training  and 
experience.  When  a hospital  limits  access  based  on  criteria 
other  than  competence,  such  action  deprives  patients  of  their 
right  to  be  treated  by  physicians  of  their  choice,  even  though 
the  excluded  physician  may  provide  better  service  less  ex- 
pensively. Further,  exclusion  interferes  with  the  physician’s 
right  to  pursue  his  profession  and  earn  a living.  Excluded 
physicians  argue  that  to  exclude  them  is  to  restrain  their 
trade  in  violation  of  the  antitrust  laws. 

Most  of  the  court  cases  concerned  with  exclusive  arrange- 
ments involve  disputes  between  members  of  the  same  spe- 
cialty over  use  of  hospital  facilities.  The  forms  of  these 
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arrangements  vary  from  (1 ) medical  staff  bylaw  provisions 
specifying  that  a particular  department  or  service  shall  be 
operated  on  a “closed  staff”  basis;  (2)  formal  contracts  be- 
tween hospitals  and  favored  physicians  or  groups  of  physi- 
cians; and  (3)  informal  working  arrangements  and  practices 
which  have  developed  over  time,  either  by  design  or  by  his- 
torical accident. 

Courts  uphold  exclusion 

Up  to  this  point,  almost  every  court  has  uniformly  upheld  ex- 
clusive arrangements  and  rejected  due  process,  antitrust, 
and  other  legal  agreements.'  Where  antitrust  restraint-of- 
trade  claims  have  been  asserted,  the  courts  have  applied  the 
“rule-of-reason”  analysis,  balancing  the  interests  of  the  af- 
fected physician,  the  hospital,  and  the  public  in  light  of  all  the 
circumstances  presented.  Thus,  the  physician  seeking  to 
challenge  an  exclusive  arrangement  faces  a difficult  and  ex- 
pensive task. 

The  only  known  decision,  albeit  at  the  trial  level,  of  a physi- 
cian's successful  challenge  of  an  exclusive  arrangement  for 
radiologists  who  were  on  the  medical  school  faculty  was 
mounted  in  California.  The  excluded  physician  developed 
historical  facts  showing  that  previous  commitments  pre- 
cluded the  hospital’s  absolute  discretion  in  denying  him  staff 
privileges: 

...  at  any  hearing  to  determine  applicant's  fitness  for  staff 
membership,  Stanford  (Hospital)  must  weigh  and  consider 
fairly  and  impartially  its  duty  to  provide  adequate  teaching 
and  research  facilities  to  its  faculty  and  students  vis-a-vis 
its  duty  to  continue  to  provide  the  community  hospital  care 
in  at  least  the  number  of  beds  set  forth  in  the  City  contract 
and  imposed  upon  it  by  common  law  and,  to  achieve  this 
end,  allow  its  courtesy  staff  to  expand  to  take  up  the  slack 
caused  by  the  shrinking  number  of  the  (nonfaculty)  staff 
. . Any  other  holding  would  overlook  Stanford’s  common 
law  duty  to  care  for  community  patients;  for,  like  it  or  not, 
Stanford  is  affected  with  the  public  interest  and  must  offer 
some  community  care.  While  the  right  to  close  the  staff 
permanently  or  temporarily  in  some  departments  or  divi- 
sions may  certainly  exist  depending  upon  the  circum- 
stances of  the  individual  case,  such  right  does  not  exist 
absolutely.* 1 2 3 

The  California  court  in  1977  refused  to  follow  a long-stand- 
ing California  appellate  decision,  Blank  vs  Palo  Alto-Stanford 
Hospital  Center ,4  one  of  the  first  reported  decisions  where 
the  validity  of  exclusive  contracts  for  physicians  was  at  issue. 
The  1965  Blank  case  involved  a hospital  which  had  entered 
into  an  exclusive  contract  with  a group  of  radiologists  who 
had  subcontracted  with  other  radiologists  to  carry  out  all 
radiology  procedures  at  the  center.  The  hospital’s  govern- 
ing board  had  then  closed  the  staff.  Blank  held  that  under 
those  circumstances  the  governing  board  had  acted  with- 
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in  its  power.  This  case  is  often  cited  by  courts  across  the 
country  for  its  value  as  a precedence  in  upholding  exclu- 
sive arrangements. 

The  court  characterized  the  decision  as  follows: 

This  case,  Stanford  says,  is  decisive.  Stanford  is  wrong. 

. . . Basically  Blank  held  that  the  trial  court's  findings  were 
supported  by  the  evidence;  it  was  not  a policy  decision  for 
the  ages  . . . Fifteen  years  have  passed.  There  is  no  longer 
any  contract  in  the  Department  of  Radiology.  The  practice 
of  radiology  is  light  years  ahead  of  what  it  was  at  that  time 
because  of  advancements  in  invasive  radiological  tech- 
niques and  because  of  other  more  esoteric  radiological 
procedures.  The  Board  has  adopted  no  resolution  closing 
the  radiological  staff.  And  even  the  doctors  who  were  ben- 
eficiaries of  the  hospital’s  exclusive  contract  (in  the  Blank 
case)  fifteen  years  ago  are  now,  by  affidavit  or  by  letter, 
supporting  Petitioner’s  application.4 

Physician  discretion 

Once  an  exclusive  contract  is  signed,  the  physician  or  physi- 
cian group  so  contracting  may  have  effectively  waived  dis- 
cretion it  might  otherwise  enjoy  in  refusing  to  treat  particular 
patients  or  cooperating  with  other  practitioners.  In  Florida,  a 
group  of  anesthesiologists  was  under  exclusive  contract  to  a 
Florida  hospital.  They  refused  to  provide  their  services  to  a 
surgeon  until  his  wife  dismissed  another  lawsuit  that  was 
pending  against  them.5  The  president  of  the  hospital’s  medi- 
cal staff  and  the  hospital  administrator  supported  the  anes- 
thesiologists’ cause.  The  surgeon,  following  his  wife’s  lead, 
sued,  alleging  a wrongful  conspiracy  on  the  part  of  the  anes- 
thesiologist to  deny  him  the  use  of  the  hospital’s  facilities  and 
services. 

“I  know  we’re  a friendly  virus — but  does  he  know  we’re  a friendly  virus?" 
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'Data  on  file  Parke-Davis  Marketing  Research  Dept. 
"Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd.. 
September  1980. 
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TUCKS®  Pre- Moistened  Hemorrhoidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel,  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC’  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate,  225%;  bismuth  resorcin  compound, 

I. 75%;  benzyl  benzoate,  12%;  Peruvian  balsam.  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate.  22.5  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate.  12.0  mg:  Peruvian  balsam.  18,0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  .nstituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  'WARNINGS' 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use,  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  band  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9  -86  F (tS'  30  C). 
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The  “uncooperative"  anesthesiologists  asserted  that  since 
each  of  them  separately  could  refuse  to  provide  anesthesia 
for  the  surgeon,  such  refusal  carries  with  it  no  liability.  Thus, 
they  argued  that  their  individual  refusals  did  not  become 
wrongful  because  they  were  made  jointly.  The  court  dis- 
agreed stating  that  such  concerted  refusal  could  result  in  lia- 
bility for  conspiracy.  The  court  concluded  that  unless  each 
anesthesiologist  could  demonstrate  a valid  reason  for  refus- 
ing to  provide  services,  their  "right”  to  refuse  to  provide  anes- 
thesia services  would  not  be  recognized. 

Health  planning 

The  impact  of  health  planning  laws  on  the  ability  of  hospitals 
and  physicians  to  continue  to  enter  into  exclusive  contractual 
arrangements  remains  to  be  seen.  It  may  be  argued  that  the 
physician  who  is  denied  access  to  hospital  facilities  because 
of  exclusive  contracts  and  who  has  no  other  access  to  hospi- 
tal facilities  because  of  the  health  planning  controls  placed 
on  hospital  expansion  may  be  able  to  present  a factual  situa- 
tion which  would  justify  a different  result.  Similarly,  if  all  hospi- 
tals in  the  community  have  an  exclusive  contract  with  a single 
physician  group,  the  makings  of  a different  result  might  be 
present.  If  hospital  building  and  equipment  purchases  con- 
tinue to  be  subject  to  the  rationing  policies  of  the  past  admin- 
istration, we  can  expect  to  see  more  litigation  on  this  subject 
as  the  physician  population  in  Texas  continues  to  climb. 

Association  positions 

Are  exclusive  contracts  in  anesthesia,  pathology,  and  radiol- 
ogy really  in  the  best  interest  of  quality  patient  care?  Are  all 
hospital-based  specialties  alike  insofar  as  their  need  for  ex- 
clusive contracts? 

The  AMA  and  TMA  have  long  supported  open  staffs  and 
privilege  delineation  based  on  individual  competency,  clinical 
judgment,  and  character.6  Neither  organization,  however,  has 
attempted  to  declare  exclusive  arrangements  to  be  unethical 
per  se.  The  American  Society  of  Anesthesiology  House  of 
Delegates  at  its  Oct  1 6,  1 980,  meeting  has  concluded  that  at 
least  insofar  as  exclusive  contracts  for  anesthesiologists  are 
concerned,  they  should  be  discouraged. 

The  American  Hospital  Association’s  publication  entitled 
Contractual  Relations  Between  Hospitals  and  Physicians 7 
suggests: 

...  an  exclusive  practice  within  the  hospital  should  prefer- 
ably be  implemented  only  after  full  deliberative  discussions 
with,  and  the  support  of,  appropriate  representatives  of  the 
medical  staff. 

Whenever  a contractual  relationship  establishes  an  ex- 
clusive practice  within  the  hospital,  it  is  recommended  that 
the  governing  authority  of  the  institution  seek  the  advice  of 
appropriate  medical  staff  representatives  before  it  ap- 
proves the  schedule  charges  for  the  professional  compo- 
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nent  of  the  services  provided. 

There  is  little  question  that  the  medical  staff  should  par- 
ticipate in  some  manner  in  a discussion  of  the  range  of 
services  to  be  offered,  the  hours  of  the  coverage,  the  quali- 
fications of  the  candidates  and  other  noncompensatory  is- 
sues related  to  the  hospital-based  physicians  contract. 

Seek  staff  support 

The  physician  who  seeks  to  continue  enjoying  privileges  at 
the  hospital  is  well  advised  to  seek  the  support  of  his  fellow 
staff  physicians  for  a continuation  of  the  arrangement  he  has 
at  the  hospital,  whether  it  be  as  a result  of  an  open  staff  pol- 
icy, or  through  an  exclusive  arrangement.  As  in  any  other 
negotiation  process,  there  is  strength  in  numbers.  If  the  phy- 
sician's peers  are  supportive  of  him  or  her,  more  likely  than 
not,  no  adverse  changes  will  be  made.  A hospital  would  be 
foolhardy  to  agree  to  a change  in  medical  coverage  without 
input  from  its  own  medical  staff.  Medical  staff  input  is  essen- 
tial when  decisions  involving  medical  treatment  and  consul- 
tation are  concerned. 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • 031183,^x33  75234  • 214/233-1441 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street*  Austin,  Texas  78763  • 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas  78294  • 512/227-4221 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Ifexas  76101  • 817/335-6471 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Ifexas  77074  *713/981-3591 
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Additional  information  available 
to  the  profession  on  request. 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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If  Your  Investment  Interests  Lie  Within  the 
Oil  and  Gas  Industries,  Talk  to  Us.  . .Today! 

We  serve  the  sophisticated  business  person  who  seeks  opportunities  for  profit  with  tax  shelter  through 
professionally  researched  and  recommended  oil  and  gas  program. 

Our  expertise  lies  in  two  primary  areas: 

1.  Helping  our  clients  acquire  oil  and  gas  leases  on  federal  and  state  lands  through  the  U.S.  Government’s 
Lease  Acquisition  program.  Qualified  investors  selected  may  participate  for  as  little  as  $10,000.  In 
1979,  the  average  price  of  leases  acquired  by  our  investors  was  $50,000.  Some  have  sold  for  as  much 
as  $500,000. 

2.  Investments  in  limited  partnerships  involved  in  the  exploration  and  development  of  oil  and  gas  resources 
through  our  thoroughly  evaluated  program.  As  of  February,  1981*,  63.5%  of  the  drilling  programs, 
in  which  participation  has  been  sold  by  FEC  Securities  Corporation,  have  been  completed  and  are 
producing  gas  and/or  oil  in  commercial  quantities. 

If  you  are  seeking  opportunities  for  potential  profits.  . .tax  deductible.  . .with  possible  capital  gains,  call 
today  and  we’ll  send  you,  without  obligation,  a brochure  about  us,  how  we  qualify  our  clients  and  the 
significant  tax  advantages  our  clients  enjoy. 


Call  Billy  Mitchell 
1-800-527-6837 
(214)  692-8091 

‘Current  information  available  upon  request. 


Federal  Energy  Corporation 
FEC  Securities  Corporation 

Campbell  Centre,  9th  Floor 
8350  N.  Central  Expressway 
Dallas,  TX  75206 


Faith  of 
Our  Patients 


aTMA 

handbook  on 
medical- 
religious 
beliefs 


• Quick  reference  format 

• Answers  14  medical  questions  about 
each  of  15  denominations 

• One  copy  free  to  TMA  and  Auxiliary 
members.  Additional  copies,  $2  each 

• Price  to  nonmembers,  $2  per  copy 

Please  send copies  of 

Faith  of  Our  Patients. 

TMA/ Auxiliary  member?  DYes  DNo 

At  $2  per  copy,  1 owe  $ 

□ Bill  me  □ Check  enclosed 

Name 

Address 

City  ____ 

State  Zip 

Send  to:  Religion  Book 

Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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"Call  us,  the  Professionals" 

• Selling  your  practice 

* Buying  a practice 

* Appraisals  of  practices 

• Practice  Management 


BUSINESS  & 
PROFESSIONAL 
ASSOCIATES.  INC. 


Subsidiary  of  Professional  Practice  Services.  Inc 


DALLAS 
HOUSTON 
SAN  ANTONIO 


HOUSTON:  9896Bissonnet/2,  #340  • Houston,  Texas  77036  • 713/771-5011 
DALLAS:  P.O.Box  5554  • Richardson,  Texas  75080  • 214/980-8775 
SAN  ANTONIO:  210  Fenwick  • San  Antonio  78239  • 512/653-8497 
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Acute  pain 

is  no  laughing  matter. 

The  first  prescription  for 
the  first  days  of  acute  pain 

Empirin®  c Codeine  #3 

Each  tablet  contains:  aspirin,  325  mg;  plus  codeine  /J* 
phosphate,  30  mg,  (Warning  — may  be  habit-forming),  vi 

For  the  millions  of  patients  who  need  the  potency 
of  aspirin  and  codeine  for  their  acute  pain. 

The  pain  of  fractures,  strains,  sprains,  burns  and 
wounds  is  at  its  peak  during  the  first  three  to  four  days 
following  trauma.  The  potent  action  of  Empirin  c 
Codeine  begins  to  work  within  15  minutes  of  oral  ad- 
ministration, an  important  advantage  during  this  acute 
pain  period.  Empirin  c Codeine  has  unique  bi-level 
action  to  attack  pain  at  two  critical  points:  peripherally 
at  the  site  of  injury  and  centrally  at  the  site  of  pain 
awareness. 

For  the  most  effective  dosage  in  treating  acute  pain, 
begin  with  . . . two  tablets  of  Empirin  c Codeine  #2  or 
#3,  every  four  hours.  Titrate  downward  as  pain  sub- 
sides. 


EMPIRIN®  with  Codeine 

DESCRIPTION:  Each  tablet  contains  aspirin  (acetylsalicylic  acid)  325  mg  plus  codeine  phosphate  in  one  ot  the  /m1 
following  strengths  No.  2 — 15  mg.  No  3 — 30  mg,  and  No  4 — 60  mg  (Warning  — may  be  habit-forming.)  V— x 

CONTRAINDICATIONS:  Hypersensitivity  to  aspirin  or  codeine. 

WARNINGS: 

Drug  dependence:  Empirin  with  Codeine  can  produce  drug  dependence  ot  the  morphine  type  and,  therefore,  has  the 
potential  for  being  abused  Psychic  dependence,  physical  dependence,  and  tolerance  may  develop  upon  repeated  administra- 
tion of  this  drug  and  it  should  be  prescribed  and  administered  with  the  same  degree  of  caution  appropriate  to  the  use  of  other 
oral,  narcotic-containing  medications  Like  other  narcotic-containing  medications,  the  drug  is  subject  to  the  federal  Con- 
trolled Substances  Act 

Use  in  ambulatory  patients:  Empirin  with  Codeine  may  impair  the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The  patient  using  this  drug  should 
be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system  (CNS)  depressants:  Patients  receiving  other  narcotic  analgesics,  general 
anesthetics,  phenothiazmes,  other  tranquilizers,  sedative-hypnotics,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  Empirin  with  Codeine  may  exhibit  an  additive  CNS  depression.  When  such  combined  therapy  is  contemplated,  the 
dose  of  one  of  both  agents  should  be  reduced 

Use  in  pregnancy:  Safe  use  in  pregnancy  has  not  been  established  relative  to  possible  adverse  effects  on  fetal  development. 
Therefore,  Empirin  with  Codeine  should  not  be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards. 

PRECAUTIONS: 

Head  injury  and  increased  intracranial  pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  capacity  to 
elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracranial  lesions  or 
a pre-existing  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure  the 
clinical  course  of  patients  with  head  injuries 

Acute  abdominal  conditions:  The  administration  of  Empirin  with  Codeine  or  other  narcotics  may  obscure  the  diagnosis  or 
clinical  course  in  patients  with  acute  abdominal  conditions. 

Allergic:  Precautions  should  be  taken  in  administering  salicylates  to  persons  with  known  allergies,  patients  with  nasal 
polyps  are  more  likely  to  be  hypersensitive  to  aspirin. 

risk  patients:  Empirin  with  Codeine  should  be  given  with  caution  to  certain  patients  such  as  the  elderly  or 
and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  disease,  prostatic 
or  urethral  stricture,  peptic  ulcer,  or  coagulation  disorders 
REACTIONS:  The  most  frequently  observed  adverse  reactions  to  codeine  include  tight- headedness,  dizziness, 
nausea  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatoiy  than  in  nooambulatory  patients  and 
of  these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other  adverse  reactions  include  euphoria, 
constipation,  and  pruritus. 

frequently  observed  reactions  to  aspirin  include  headache,  vertigo,  ringing  in  the  ears,  mental  confusion,  drowsi- 
sweatmg,  thirst,  nausea,  and  vomiting.  Occasional  patients  experience  gastric  irritation  and  bleeding  with  aspirin. 

are  unable  to  take  salicylates  without  developing  nausea  and  vomiting.  Hypersensitivity  may  be  manifested  by 
rash  or  even  an  anaphylactic  reaction  With  these  exceptions,  most  of  the  side  effects  occur  after  repeated  admmistra- 
doses. 

AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  ot  the  pain  and  the  response  ot  the 
•ft  may  occasionally  be  necessary  to  exceed  the  usual  dosage  recommended  below  in  cases  of  more  severe  pain  or  in 
who  have  become  tolerant  to  the  analgesic  effect  of  narcotics.  Empirin  with  Codeine  is  given  orally.  The  usual 
for  Empirin  with  Codeine  No  2 and  No.  3 is  one  or  two  tablets  every  four  hours  as  required.  The  usual  aduit  dose 
Codeine  No  4 is  one  tablet  every  foot  hours  as  required. 

The  CNS  depressant 


with  Codeine  may  be 
that  of  other  CNS  depressants. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 

' ' . 


DEATHS 


E.  A.  Cayo 

Edward  Alexander  Cayo,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Bexar  County  Medical  Society,  died 
Feb  7,  1981. 

Dr  Cayo,  an  orthopedic  surgeon,  had  lived  in  San  Antonio 
since  1 920.  He  was  born  in  Wheatland,  Canada,  and  at- 
tended Ohio  Northern  University.  After  graduating  from 
Tulane  University  School  of  Medicine  in  1 91 5,  Dr  Cayo  prac- 
ticed in  Beeville,  Tex,  before  moving  to  San  Antonio.  The  first 
orthopedic  surgeon  in  the  area,  he  organized  the  Texas 
Orthopedic  Society. 

Surviving  family  members  include  his  wife,  Lillian  M.  Cayo, 
San  Antonio;  and  daughters,  Catherine  Carroll  Felkner,  Kan- 
sas City,  Mo,  and  Louise  Ann  Phillip,  Appleton,  Mo. 


Active  in  the  Galveston  County  Medical  Society,  Dr  Stone 
served  as  the  society’s  president  in  1 921  and  again  in  1 932. 
He  served  on  the  AMA  Council  on  Medical  Education  and 
Hospitals  during  1952-1964. 

Survivors  include  Dr  Stone's  wife,  Bertha  Neubauer  Stone; 
and  son,  Charles  T.  Stone,  Jr,  MD,  both  of  Galveston. 


W.  K.  Flowers,  Jr 

William  Knox  Flowers,  Jr,  MD,  a longtime  Dallas  physician 
and  member  of  Dallas  County  Medical  Society,  died  March 
25,  1981.  He  was  64. 

Dr  Flowers,  a native  of  Sulphur  Springs,  Tex,  moved  to 
Dallas  in  1 945  to  join  his  father’s  practice.  He  received  his 
premedical  education  at  Wiley  College  in  Marshall,  Tex,  and 
in  1942  was  graduated  from  Meharry  Medical  College  in 
Nashville.  His  internship  was  at  Kansas  City  (Mo)  General 
Hospital  (1942-1945). 

Surviving  Dr  Flowers  are  his  wife,  Annette  Wimberley 
Flowers,  Dallas;  sons,  William  K.  Flowers  III,  MD,  East  Or- 
ange, NJ;  and  Christopher  R.  Flowers,  Dallas;  and  brother, 
Perry  J.  Flowers,  DDS,  Dallas. 

C.  T.  Stone,  Sr 

Charles  Turner  Stone,  Sr,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Galveston  County  Medical  Society, 
died  March  31 , 1 981 . He  was  90. 

Born  in  Caldwell,  Tex,  Dr  Stone  spent  his  youth  there.  In 
1911  he  received  a bachelor  of  arts  degree  from  South- 
western University  in  Georgetown  before  enrolling  in  The 
University  of  Texas  Medical  Branch  at  Galveston.  Graduation 
from  the  medical  school  in  1 91 5 was  the  beginning  of  more 
than  four  decades  of  association  with  the  school.  After  an 
internship  at  John  Sealy  Hospital,  Dr  Stone  served  as  in- 
structor in  medicine  and  registrar  of  the  hospital  (1915— 

1 91 8).  He  held  the  position  of  adjunct  professor  until  1 923 
when  he  was  made  an  associate  professor  of  medicine,  with 
a full  professorship  being  conferred  upon  him  in  1 925.  He 
was  named  chairman  of  the  department  of  medicine  in  1 926 
and  served  in  that  capacity  for  42  years.  In  1960,  Dr  Stone 
became  professor  emeritus,  and  in  1 961  his  ex-students 
founded  the  Charles  T.  Stone  Society  of  Internal  Medicine  in 
recognition  of  his  long  service  to  the  profession  and  to  the 
medical  branch. 


Inflation  is  threatening 
the  evolution  of 
higher  education. 

—Charles  Darwin 

Naturalist 


Why  should  we  be  concerned 
about  the  damage  inflation  is 
doing  to  our  colleges? 

Because  right  now  we  need 
college-trained  minds  and  college- 
based  research  more  than  ever 
before.  So  please  give  generously. 

In  today’s  world,  survival 
of  the  fittest  means  survival  of 
the  smartest. 


Help!  Give  to  the  college 
of  your  choice. 


Council  for  Financial  Aid  to  Education.  Inc  A public  service  of  this  magazine 

680  fifth  Avenue,  New  York.  N Y 10019  and  Tta  Advernsing  Council 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E.  A.  CAYO 

San  Antonio,  1882-1981 

W.  K.  FLOWERS,  JR 
Dallas,  1916-1980 

C.  T.  STONE,  SR 
Galveston,  1890-1981 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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Financial  security  is  no  longer  simply  a matter  of  spending  less  than  you  earn,  using  common  sense  as  an  investment  philoso- 
phy, and  depending  on  Social  Security  for  retirement.  Our  economy  no  longer  allows  us  the  luxury  of  "letting  tomorrow 
take  care  of  itself".  Insuring  that  you  will  be  able  to  live  in  the  style  to  which  you  have  become  accustomed,  send  your  kids 
to  college,  retire  comfortably,  or  conserve  your  assets  for  your  heirs  ....  all  takes  careful  advance  planning. 


Financial  planning  is  Medco's  response  to  this  need  for  comprehensive  planning  and  most  usually  includes  leasing  (instead  of 
buying)  your  automobile,  laboratory,  clinic  & office  equipment  as  well  as  a professionally  organized  Cash  flow.  Risk  manage- 
ment, Tax  reduction,  Estate  & Investment  planning  program.  Medco  Management  provides  this  professional  service  on  a fee 
only  basis. 


Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense  for  obtaining  and  driving  a new  automobile  at 
a payment  level  that  is  economically  realistic  to  the  automobiles'  depreciation.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn  over 
to  another  new  vehicle  approximately  every  two  or  three  years  without  additional  investment. 


Through  "American  'Medi-Lease'  Plan",  we  provide  the  following; 


LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  "American  'Medi-Lease'  " assuring  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 
mately  every  two  years  without  additional  investment. 


MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  for  depreciation  through  Medco 
Management. 

EXAMPLE  LEASE  RATES 

Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


power  assets. 

Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW-320i 


196.00  per  month 
227.44  per  month 
21  7.14  per  month 
229.31  per  month 

346.00  per  month 
329.08  per  month 


Datsun  280-Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


294.21  per  month 
397.24  per  month 

418.00  per  month 
424.61  per  month 
458.29  per  month 
789.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


North  & Western 
1200  Country  Club  Ln. 
Suite  102 

:ort  Worth,  Texas  761 12 
(817)  451-1312 
oil  Free  - 1-800-772-7581 


jdlebfto,  3fnt. 

America  n e Hedi~!£paJie  ■ Hes/co  . Ha  »a<je»ieni 
- Hedee  ffit,  na  ncia  / fjorf . 

Regional  Office:  6950  N.  Central  Expressway,  Dallas,  Texas  75206 

(214)  750-5700 

TOLL  FREE  - 1-800-442-6005  or  1-800-442-6067 

Medco  Management 

2997  LBJ  Freeway,  # 237,  Dallas,  Texas  75234,  (214)  620-8473 

"dedicated  to  Qdbereice  for  the  cMedieal  Profession 


13777  N.  Central  Expressway 
Suite  409 

North  Dallas,  Texas  75243 
(Richardson,  Keystone  Park) 


Volume  77  July  1981 


79 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  D 

Thomas  J.  Fatherr 
Hugh  F.  Arnold,  M 
Michael  B.  Raine, 

Michael  A.  Modelski,  MD 
Sigmund  W.  Friedlan 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  M 

ENDOCRINOLOGY  & 
METABOLIC  DISE 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory, 

R.  Frederick  Grego 
Thomas  J.  Hanson 
Richard  D.  Jablons 
Brian  R.  Tulloch,  MD 

GASTROENTERO 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 


MD 
y,  MD 
MD 
ki,  MD 


-4 


HEMATOLO 

Edmund  N.  Go. 

George  T.  Conklin, 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  M~ 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 

NUCLEAR  MEDICINE 

Donald  A.  PodotoffT  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
dridge,  MD 
, Lawrence,  MD 
A.  Spain,  MD 
N ilson,  MD 
J.  Pollock,  MD 
effrey  A.  Klein,  MD 

ATOLOGY 

Norris,  MD 


RHEUM 

John 


ADMI 

Robert 


min 
Joan  R. 


TRATION 

Hall, 
istrator 

McClung, 

date  Administrator 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and 
lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice  that  is  practically  perfect.  Where 
in  almost  no  time  you  experience  a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime, 
where  you  work  without  worrying  whether  the  patient  can  pay  or  you  will  be  paid,  and  where  you  pre- 
scribe, not  the  least  care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine  provides  wide-ranging  opportunities  for  the  stu- 
dent, the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army  residents  gener- 
ally receive  higher  compensation  and  greater  responsibility  than  do  their  civilian  counterparts  and 
score  higher  on  specialty  examinations.  If  you  are  currently  in  a residency  program  such  as  Orthope- 
dics, Neurosurgery,  Urology,  General  Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army's 
Sponsorship  Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Officer,  you  receive 
substantial  compensation,  extensive  annual  paid  vacation,  a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance  forms,  malpractice  premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT  Peter  A.  Basler 
Brooke  Army  Medical  Center 
ATTN:  AFZG-MDZ-PP 
Ft  Sam  Houston,  TX  78234 
(512)  221-6804  /4465 


An  Equal  Opportunity  Employer 
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MEDICINE  IN  LITERATURE 


In  the  TMA  Library 

BarocciTA:  Non-Profit  Hospitals:  Their  Structure,  Human 
Resources,  and  Economic  Importance.  Boston,  Auburn 
House  Publishing  Company,  1981. 

Bickerstaff  ER:  Neurological  Examination  in  Clinical  Prac- 
tice. Boston,  Blackwell  Scientific  Publications,  1980. 

Brenner  BM,  Rector  FC  Jr  (eds):  The  Kidney,  vols  1 and  2, 
ed  2.  Philadelphia,  W.  B.  Saunders  Company,  1981 . 

Burton  LE,  Smith  HH,  Nichols  AW:  Public  Health  and  Com- 
munity Medicine,  ed  3.  Baltimore,  Williams  & Wilkins,  1 980. 

Collipp  PJ  (ed):  Childhood  Obesity,  ed  2.  Littleton,  Mass, 
PSG  Publishing  Company,  Inc,  1980. 

Conklin  M,  Simmons  R:  Planned  Home  Childbirths:  Parental 
Perspectives.  Lansing,  Michigan  Department  of  Public 
Health,  1979. 

Conn  HF  (ed):  1981  Current  Therapy:  Latest  Approved 
Methods  of  Treatment  for  the  Practicing  Physician.  Phila- 
delphia, W.  B.  Saunders  Company,  1981 . 

Daniels  L,  Worthingham  C:  Muscle  Testing:  Techniques  of 
Manual  Examination,  ed  4.  Philadelphia,  W.  B.  Saunders 
Company,  1980. 

Doull  J,  Klaassen  CD,  Amdur  MO  (eds):  Toxicology:  The 
Basic  Science  of  Poisons,  ed  2.  New  York,  Macmillan  Pub- 
lishing Co,  Inc,  1980. 

Eisenberg  JM,  Williams  SV,  Smith  ES  (eds):  The  Physician's 
Practice , New  York,  John  Wiley  & Sons,  1980. 

Elkin  M:  Radiology  of  the  Urinary  System.  Boston,  Little, 
Brown  and  Company,  1980. 

Finelli  PF:  Diagnostic  Reference  Index  of  Clinical  Neurol- 
ogy: A Problem-Oriented  Approach.  Baltimore,  Williams  & 
Wilkins,  1980. 

Freeman  RK,  Garite  TJ:  Fetal  Heart  Rate  Monitoring.  Balti- 
more, Williams  & Wilkins,  1981 . 

Griece  MH  (ed):  Infections  in  the  Abnormal  Host.  Yorke  Med- 
ical Books,  1980. 

Illingworth  RS:  The  Development  of  the  Infant  and  Young 
Child,  ed  7.  New  York,  Churchill  Livingstone,  1980. 
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Jewett  DL,  McCarroll  HR  Jr  (eds):  Nerve  Repair  and  Re- 
generation: Its  Clinical  and  Experimental  Basis.  St  Louis, 

The  C.  V.  Mosby  Company,  1 980. 

Kudrow  L:  Cluster  Headache.  New  York,  Oxford  University 
Press,  1980. 

Laragh  JH  (ed):  Topics  in  Hypertension.  Yorke  Medical 
Books,  1980. 

Levy  NB  (ed):  Psychonephrology  I:  Psychological  Factors  in 
Hemodialysis  and  Transplantation.  New  York,  Plenum  Medi- 
cal Book  Company,  1 981 . 

McArdle  WD,  Katch  FI,  Katch  VL:  Exercise  Physiology.  Phil- 
adelphia, Lea  & Febiger,  1 981 . 

Ninnemann  JL:  The  Immune  Consequences  of  Thermal  In- 
jury. Baltimore,  Williams  & Wilkins,  1981 . 

Perry  MO:  The  Management  of  Acute  Vascular  Injuries.  Bal- 
timore, Williams  & Wilkins,  1981 . 

Plum  F,  Posner  JB:  The  Diagnosis  of  Stupor  and  Coma,  ed 
3.  Philadelphia,  F.  A.  Davis  Company,  1980. 

Progress  and  Problems  in  Medical  and  Dental  Education. 
Federal  Supports  versus  Federal  Control.  A report  of  the 
Carnegie  Council  On  Policy  Studies  in  Higher  Education. 

San  Francisco,  Jossey-Bass  Publishers,  1976. 

Quilligan  EJ,  Kretchmer  N (eds):  Fetal  and  Maternal  Medi- 
cine. New  York,  John  Wiley  & Sons,  1980. 

Ridley  JH:  Gynecologic  Surgery:  Errors,  Safeguards,  Sal- 
vage, ed  2.  Baltimore,  Williams  & Wilkins,  1 981 . 

Shirkey  HC  (ed):  Pediatric  Therapy,  ed  6.  St  Louis,  The  C.  V. 
Mosby  Company,  1980. 

Verwoerdt  A:  Clinical  Geropsychiatry,  ed  2.  Baltimore, 
Williams  & Wilkins,  1981. 


TEXAS  MEDICINE 


IT’S  BEST  FOR  YOU 

The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Business 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
operated  solely  in  the  interest  of  its  physician  owner/mem- 
bers — and  the  members  can  see  proof  of  this. 

■ Profits  accrue  to  owner/members  In  the  past  two 
years,  over  $1,200,000  was  returned  to  policyholders  in 
dividends. 

■ Interest  on  deposits  Over  $428,000  interest  paid  on 
owner/member  deposits  — twice  each  year  since  the 
company’s  inception. 

■ Rate  reductions  Rates  were  reduced  in  1977,  1978,  1979 
and  1980. 

■ Claims  philosophy  No  claim  will  be  settled  without 
the  doctor’s  written  approval.  Claims  without  merit  are 
fought  in  court  — and  API  has  won  them  all. 

API,  a financially  secure,  all-physician-owned  company  is 
your  best  source  of  professional  liability  protection. 

To  join  your  colleagues  in  API,  a company  second  to  none 
in  service,  call  or  write  today. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 
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INA  HEALTHPLAN  OF  TEXAS,  INC 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan  designed  to  serve  residents  of  the  greater 
Dallas  area.  Its  physician  provider  group.  North  Central  Texas  Independent  Practice  Association, 
P.A.  (NCTIPA),  has  positions  available  for  primary  care  internists,  pediatricians,  gynecologists,  and 
general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corporation,  which  currently  operates  other  success- 
ful prepaid  health  plans  in  Arizona,  California,  Florida,  and  Washington,  and  which  has  become  estab- 
lished as  an  innovative  leader  in  the  health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in  outstanding  facilities,  free  of  the  business 
aspects  of  office  management;  excellent  salary  and  fringe  benefits;  plus  all  the  advantages  of  living  in 
“Big  D,“  one  of  the  most  progressive  and  rapidly  growing  cities  in  the  Sun  Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I. 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.D.  SMITH,  M.D.,  F.A.A.D  * 

FAMILY  PRACTICE 
ENNIS,  TEXAS 

W.B  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S  * 

INTERNAL  MEDICINE 

ROBERT  D BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B BANKHEAD,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.* 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 

HALSEY  M,  SETTLE  III,  M.D* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D. 

OTOLARYNGOLOGY— HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D  , FA  A O. -HNS,  F.A  C.S.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W GRIFFIN,  M.D  , F.A. A P* 

JAMES  E.  SPEIER,  M.D  , F.A.A.P* 

MASON  P.  GILFOIL,  M.D  . F.A.A.P* 

THORACIC  SURGERY 

ROSS  B REAGAN,  M.D  . F.A.C.S  * 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

CHARLES  E ALLBRITTON,  M.G.M.A. 

•DIPLOMATE  OF  THE  AMERICAN  BOARD 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD.  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD.  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  <S  Immunology 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
K.  Venugopalan.  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski.  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
Calvin  J.  McLerran.  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St,,  Houston,  Texas  77030;  713  797-0900 


3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Clinics 


PETER  R.  KAMIN,  MD,  PA 

Certified  American  Boards  ol  Pediatrics  and  Allergy 
Diplomate  American  Board  ol  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  ol  Allergy  and  Immunology 
James  A.  Caplin,  MD.  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomale/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


FREDERICK  W.  GROVER,  MD  & ASSOCIATES 

Diplomate  of  the  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center,  Dallas,  Texas  75225 
Telephone:  214  363-7790 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp-  MD 

Dixon  Presnail.  MD  J-  David  Duncan,  MD 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


Confidential  counseling  is  available  from 
TMA  Physician  Health  & Rehabilitation 
Hotline — 512  477-5575 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD.  FACS 
J.  W.  Tipton.  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Grillin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall,  MD 
Bernard  Zilberg,  MD 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember,  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape,  Credit/Collection 
Manager 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS 

Diplomate  American  Board  of  CoIod  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


HOUSTON  HEADACHE  CLINIC 

Parke  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 

HAncfrtn  i „ 1 / ' / fl H A , *7  10  COO  1 A 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane.  Dallas,  Texas  75230- 
Telephone  214  661-7757 


NEUROLOGY 

Ninan  T.  Mathew,  MD.FRCP,  director 


Mool  P.  Nigam,  MD 

BEHAVIORAL  MEDICINE  & 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 


EEG  TECHNICAL 
Jeanette  Allen 


BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 

ADMINISTRATION 
Jeannine  Northcutt 
Denise  Whatley 
Wendy  Shapiro 


Dermatology 

DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303.  Dallas.  Texas  75230 
214  661-7770 


CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
I.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 


GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 


HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  White,  HI.  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample.  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  ol  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek.  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


TMA  Group  Insurance  Programs 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

. . . Another  service  of  your  association  James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.). 

Downtown  "Overlooking  the  Alamo  ',  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 
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TEXAS  MEDICINE 


JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


Endocrinology 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock,  Texas  79413;  806  795-5561 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio.  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


General  Surgery 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104;  335-8311 


Hand  Surgery 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450. 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD.  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


TMA  reminds  you  of  these  important  dates: 


SIGURD  C.  SANDZEN,  JR..  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


September  18-20  Fall  Conference 


November  6-8  Interim  Session 


February  5-7  Winter  Conference 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas,  Texas  75231;  214  368-3776 

TMA  Auto  Leasing  Program 

. . . Another  service  of  your  association 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200,  St.  235.  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurology 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 

EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell.  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben,  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD.  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 

David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas,  Texas  75208;  214  941-1840 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  associatioi 


88 


TEXAS  MEDICINE 


Ophthalmology 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 

Richard  S.  Ruiz,  MD.  FACS  Paul  C.  Salmonsen,  MD,  FACS 

Charles  E.  Russo.  MD.  FACS  Richard  L.  Kimbrough,  MD,  FACS 

Malcolm  L.  Mazow.  MD.  FACS  Charles  A.  Garcia,  MD 

Robert  H.  Stewart,  MD,  FACS  Jack  T.  Holladay,  MD 

Robert  B.  Wilkins,  MD,  FACS  John  H.  Drouilhet,  MD 

Jeffrey  D.  Lanier.  MD,  FACS  Sylvan  Brandon,  MD,  FACS.  FICS 

Michael  A.  Bloome,  MD,  FACS  James  D.  Fly,  MD 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 

Telephone  713  988-2020 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 

William  B.  Snyder,  MD 

William  L.  Hutton,  MD 

555  Wadley  Tower.  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

Dwain  G.  Fuller,  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

Orthopedic  Surgery 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 

214  521-1153 

H.  H.  Beckering,  MD 

L.  Ray  Lawson.  MD 

George  Truett  James,  MD 

Robert  D.  Vandermeer.  MD 

Wynne  M.  Snoots.  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  Jr,  MD 

Fred  W.  Sanders,  MD 

James  M.  Beckley,  MD 

Joseph  H.  Gaines,  MD 

Steven  J.  Mackey,  MD,  PA 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 

C.  A.  Struve,  MD 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 

F.  Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 

Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 

Lee  C.  Detenbeck,  MD 

Thomas  S.  Padgett,  MD 

John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio.  Texas  78205;  512  226-5191 

Royce  C.  Lewis,  Jr,  MD 

Kenneth  C.  Scholz,  DDS,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 

LOUIS  M.  ALPERN,  MD,  MPH.  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD* 

C.  Poindexter,  MD 

C.  R.  Vavrin,  MD 

Frank  R.  Vincenti,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F Leon  Ware.  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd.  MD 

John  B.  Gunn.  MD  Huntley  <?•  Chapman.  MD 

Shelton  G.  Hopkins,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 

Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 

ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  ol  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 

ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 

Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth.  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen.  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 


Otorhinolaryngology 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour,  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 
817  774-7603 


TMA  Memorial  Library 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Richard  McDonald,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  645-6523 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  6c  Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


. . . another  service  of  your  association 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400.  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth.  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420. 

Houston,  Texas  77004;  713  526-6161 


INSTITUTE  FOR  AESTHETIC  PLASTIC  SURGERY 
Cosmetic  Plastic  Surgery 

Tolbert  S.  Wilkinson,  MD,  FACS 
Bruce  M.  Rigg,  MD 

Diplomate  of  American  Board  of  Surgery 
Diplomate  of  American  Board  of  Plastic  Surgery 
South  Texas  Surgical  4 Medical  Center 
4330  Medical  Drive.  Suite  400 
San  Antonio,  Texas  78229;  512  696-0031 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  iS  Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  <S  RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 
713  775-5454 


TMA  Practice  Management  Seminars 

. . . Another  service  of  your  association 
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Psychiatry 


Rheumatology 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 


Practice  limited  to 

PSYCHIATRY 


DON  E.  CHEATUM,  MD,  FACP 

Diplomats  American  Boards  oi  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <&  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204:  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill.  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD.  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  oi  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246:  214  827-3890 
Hours  By  Appointment 


3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  & ASSOCIATES 

*Diplomate  American  Board  of  Psychiatry 

*DipIomate  American  Association  Sex  Educators,  Counselors, 
<S  Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  <&  Neurology 


DONALD  L.  PAULSON,  MD.  FACS 
Thoracic  Surgery 

653  Wadley  Tower.  Dallas,  Texas;  824-3660 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


TMA  International  Travel  Program 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


. . . Another  service  of  your  association 


For  details  on  submitting  manuscripts, 
send  tor  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker.  Executive  Editor, 

TEXAS  MEDICINE.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


TMA  NEWS  HOTLINE  RECORDING 

Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


. . . Another  service  of  your  association 


Imagine...  if  there  weren't  an 
American  Medical 
Association 


Who  Would... 

represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medical 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410. 
535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  apd  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GTN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235,  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice, 
locum  tenens,  or  group  practice.  R,  Hudspeth,  Executive  Director,  803 
W,  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 


NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1.  1981.  Must  be  board  certified/eligible 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment. 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Road, 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


TEXAS,  DALLAS  AND  TEMPLE  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  case,  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  load  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  with  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  for  further 
information. 


CARDIOLOGIST-ASSOCIATE  FOR  BUSY  CARDIOLOGIST  in  a 14  doctor 
1M  referral  practice;  expertise  in  invasive  and  non-invasive  procedures 
needed;  hospital  and  office  based  with  new  Cath.  Lab.;  attractive 
financial  benefits.  Send  CV  or  call  Garner  Klein,  MD,  Valley  Diagnostic 
Clinic,  2121  Pease  Street,  Suite  1A,  Harlingen,  Texas  78550;  512  425-7200. 


TWO  POSITIONS— UNIT  DIRECTOR  AND  STAFF  PSYCHIATRIST.  MD 
or  DO  licensed  to  practice  in  Texas.  $47,000-$51,000  DOE,  plus  excellent 
fringe  benefit  package,  including  liability  coverage.  Austin  is  a pro- 
gressive city,  State  capital,  located  in  the  beautiful  Texas  lake  and  hill 
country.  Please  submit  resume  including  at  least  three  references  to: 
Personnel  Director,  Dept.  C.,  Austin  State  Hospital,  4110  Guadalupe, 
Austin,  Texas  78751. 


TEMPLE,  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  qualified  family  practice  physicians.  Please  call  Dr. 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R,  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


TEXAS  NEEDS  DOCTORS.  Several  small  towns  (5,000-50,000)  in  need 
of  family  physicians,  OB/GYN,  internists,  pediatricians,  radiologist  and 
orthopedic  surgeons.  Family  physician,  internist,  pediatrician  and 
ENT  needed  in  Dallas.  Group  and  solo  opportunities  with  good  cover- 
age a’-'d  rotation  of  weekends.  Each  town  within  an  hour  from  a city 
with  100,000+  population.  Pleasant  climate  with  excellent  recreational 
facilities.  Physicians  in  each  town  will  give  you  referrals  because 
they're  too  busy.  Guarantees  and  other  perks  available.  No  fee.  Con- 
tact the  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767;  512  476- 
7129. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 

I 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  MEDICINE 


GENERAL  SURGEON  for  eight  member  multi-specialty  group  Located 
in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island  beach,  several 
colleges  and  a major  medical  center.  Salary  negotiable  first  year. 
Partnership  second  year  if  mutually  desiraole.  Excellent  benefits. 
Contact  San  Benito  Medical  Associates,  P.O.  Drawer  642,  San  Benito, 
Texas  78586  512  399-2443 


TWO  RURAL  PROGRESSIVE  HOSPITALS,  in  north-Central  Texas  are 
interested  in  shared  radiological  coverage.  The  radiology  practice  con- 
sists of  diagnostic  radiography,  ultrasound  and  exeroradiography . The 
cities  are  located  north  of  Possum  Kingdom  Lake  and  within  driving 
distance  of  Fort  Worth-Dallas  area.  Contact  Ad-202,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd  , Austin,  Texas  78701. 


GENERAL  SURGEON  Board  certified  or  eligible  to  associate  with 
established  surgeon  in  Dallas.  Excellent  opportunity  for  the  right  man. 
Please  reply  to  Ad-203,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PART-TIME  MEDICAL  CONSULTANT  Social  Security  Disabality  Insur- 
ance is  accepting  applications  for  part-time  psychiatric  and  internal 
medicine  consultants.  Involves  review  of  medical  evidence  in  disability 
claims  at  central  location  in  Dallas.  No  patient  contact.  Flexible  hours, 
6-20  hours  per  week  For  further  information  contact  Pat  Kennedy, 
Department  of  Health  and  Human  Services,  Social  Security  Adminis- 
tration, Disability  Programs,  1200  Main  Tower  Building,  Dallas,  Texas 
75202,  phone  214  767-4281. 


IMMEDIATE  OPENINGS  FOR  EXPERIENCED  family  practice  and 
emergency  room  physicians  for  medical  and  surgical  centers — Austin, 
Texas  Excellent  salary  and  fringe  benefits  Send  resume  to  Ad-206, 
TEXAS  MEDICINE  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  GENERAL  PRAC- 
TICE. Opportunity  for  partnership.  Clinic  adjacent  to  hospital  Clinic 
and  hospital  practice.  Could  use  FP,  surgeon,  or  OB/GYN  willing  to 
do  general  practice.  Good  income.  Close  to  Houston,  Austin,  San 
Antonio.  Contact  Robert  A.  Youens,  MD,  ABFP,  105  N Grohmann, 
Weimar,  Texas  78962.  713  725-8545 


GENERAL/FAMILY  PRACTICE  physicians  needed  in  Uvalde,  Texas. 
Attractive  city,  good  schools  including  junior  college  with  2,000  en- 
rollment, 75  miles  west  of  San  Antonio,  city  population  of  14,500.  Eight 
year  old,  62  bed  hospital  with  total  ER  contracted  coverage,  lab,  PT, 
resp  care,  adjacent  renal  dialysis.  Specialties  now  provided  by  resi- 
dent physicians:  allergy,  anesthesiology,  ophthalmology,  pediatrics, 
radiology  and  surgery.  Contact  Administrator  Uvalde  Memorial  Hos- 
pital, 512  278-6251. 


EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  time 
only.  No  weekends  or  night  coverage  Salary  negotiable.  Call  817 
699-3777  or  817  526-9576.  Write  Route  5,  Box  241BB,  Killeen,  Texas  76541. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PRACTICE  OPPORTUNITY:  12,000  sq.  ft.  professional  building  located 
in  Lewisville,  25  miles  northwest  of  downtown  Dallas,  population  50,000. 
A garden/artium  complex  with  space  already  occupied  by  orthodontic 
ana  oral  surgery  practices.  Ideal  opportunity  for  pediatric,  ob/gyn, 
family  or  general  practice.  Lewisville  is  between  two  gorgeous  area 
lakes  and  eight  miles  north  of  bustling  D/FW  Airport.  For  information 
contact  Dr.  Dick  McFarland,  1502  West  Main,  Lewisville,  Texas  75028; 
214  221-2515. 


FAMILY  PRACTICE  PHYSICIAN — established  family  practice  clinic  with 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  ana 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FG/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room.  Primary 
interests  include  family  oriented  health  maintenance  and  care.  Great 
opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send  CV  to 
Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST — Must  be  certified  in  AP  and  CP  or  eligible.  Must  be 
interested  in  both  clinical  and  surgical  pathology.  260  bed  hospital  with 
well  equipped  laboratory  striving  for  excellence.  Need  a physician  with 
energy  and  active  interest  in  physicians,  technologists  and  patients. 
Lovely  wooded  East  Texas  area.  Send  curriculum  vitae  to  Ad-209,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


CHIEF  PEDIATRIC  PATHOLOGIST  wanted  for  Children's  Hospital.  Em- 
ployment arrangement  open.  For  more  information  contact  Administra- 
tor, Driscoll  Children's  Hospital,  P.O.  Box  6530,  Corpus  Christi,  Texas 
78412.  Call  512  854-5341,  extension  403. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


UNIVERSITY  PHYSICIAN — New  modern  clinic,  heart  of  East  Texas 
recreational  area,  liberal  time  off,  competitive  salary  and  liberal  bene- 
fits. Clinic  hours  Monday-Fridav  (8-5).  No  calls.  No  night  work.  Contact 
A.  C.  Harris  or  Foy  Varner,  P.O.  Box  13058,  SFA  Station,  Nacogdoches, 
Texas  75962,  713  569-4008. 


EMERGENCY  MEDICINE:  Immediate  full  and  part-time  opportunities 
in  Northern  Texas.  Short  driving  distance  from  Dallas.  Promising 
ground  floor  situations  with  excellent  lifestyles.  Call  1-800-255-6160  for 
further  information. 


OB-GYN,  BOARD  ELIGIBLE-CERTIFIED  for  private  practice  in  expense- 
sharing arrangement  with  coverage  and  consultation  mutually  agree- 
able. Good  hospitals,  recreational,  cultural  and  educational  and  re- 
gious  facilities.  Central  Texas  with  300,000  population  trade  area. 
MultisDecialty,  cluster  clinics  with  18  physicians  total,  including  four 
OB-GYN  currently.  Office  space  open  at  present.  Contact  Ad-213,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN:  80  bed  community  medical  surgical  hospital  with  many 
specialties.  JCAH  accredited  10  year  old  facility.  Located  45  miles  west 
of  the  Fort  Worth/Dallas  Metroplex.  Beautiful  lakes,  slightly  hilly  ter- 
rain, good  climate.  Contact  Mike  Slaton,  Administrator,  Palo  Pinto  Gen- 
eral Hospital,  Mineral  Wells,  Texas.  Phone  817-325-7891. 


FAMILY  PRACTICE  GROUP  NEEDS  ADDITIONAL  physician.  Estab- 
lished clinic  5 minutes  from  DFW  Airport.  Staff  privileges  in  modern 
60  bed  community  hospital  under  same  roof  as  clinic.  Financial  ar- 
rangements are  open.  Call  817-481-5525  or  send  resume  to  E.  L.  Lan- 
caster, MD,  1701  West  College,  Grapevine,  Texas  76051. 


EMERGENCY  MEDICINE-EL  PASO,  TEXAS:  Clinical  positions  available 
in  moderate  volume  emergency  department.  Competitive  hourly  guar- 
antee, plus  production-based  bonus.  Paid  malpractice  insurance  pro- 
vided; flexible  scheduling.  Physicians  interested  should  send  creden- 
tials in  confidence  to  Sue  Haberman,  845  East  Arapaho,  Suite  A-l, 
Richardson,  Texas  75081;  or  call  collect  214-669-0606. 


NEPHROLOGIST-INTERNIST  NEEDED  NOW.  Texas  Gulf  Coast.  Active 
nephrology-hypertension,  dialysis  and  diagnostic  internal  medicine 
practice.  Research  and  teaching  programs  ongoing.  Early  partnership. 
New  office.  Reply  with  curriculum  vitae  to:  Ad-214,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  DIRECTOR — Will  serve  as  Medical  Director  for  a residential 
facility  for  approximately  1,000  mentally  retarded  clients.  Will  super- 
vise staff  of  five  physicians  as  well  as  coordinating  with  facility  ad- 
ministration in  the  departments  of  x-ray,  laboratory  and  dental.  Salary 
negotiable.  Must  possess  a license  to  practice  medicine  in  Texas.  Write 
or  phone  the  Superintendent  at  Travis  State  School,  P.O.  Box  430,  Aus- 
tin, Texas  78767.  Phone  512-926-2410.  An  equal  opportunity  employer. 


WANTED:  MD,  PhD,  MSW,  with  background  in  behavioral  science  to 
establish  a unique  smoking  cessation  therapy  program  based  on  a 
medical  model.  Medically  credible  program  needs  health  professionals 
for  implementation.  Grants  for  funding  of  clinical  and  support  training 
are  available  through  M.  D.  Anderson  Hospital,  Department  of  Cancer 
Prevention,  Houston,  Texas.  713-792-7760. 


THE  RIO  GRANDE  STATE  CENTER  for  MHMR  has  an  opening  for  a 
psychiatrist-  Position  requires  a Texas  license  and  board  certification 
or  eligibility.  Salary  range  is  to  $50,098  D.O.E.  Duties  include  respon- 
sibility for  the  care  and  treatment  of  psychiatric  patients.  The  center  is 
30  minutes  from  the  Gulf  Coast  and  Mexico.  Recreaional  facilities  are 
abundant  and  warm  climate  year  round.  For  more  information,  contact 
Dr.  John  Price,  Clinical  Director  or  Personnel  Director  at  512-423-5077, 
P.O.  Box  2668,  Harlingen,  Texas  78550.  EOE. 


EMERGENCY  PHYSICIAN — Emergency  physician  needed  for  emergency 
medical  care.  Must  be  able  to  make  differential  diagnosis,  treat  and 
perform  surgery  on  all  major  diseases  and  trauma  categories.  Must  be 
thoroughly  familiar  with  lab,  x-ray  and  E.C.G.  interpretations,  emer- 
gency drug  therapy  and  C.P.R.  procedures.  Must  be  experienced  in 
emergency  care  treatment.  Internal  medicine  experience  desirable. 
ECFMG  certification  or  equivalent  required.  Must  have  BM/BS  degree 
or  equivalent  and  three  years  experience,  general  practice.  Salary,  $21 
per  hour  for  48  hour  week.  Interested  persons  reply  with  full  resume 
to  nearest  Texas  Employment  Commission  office  in  Dallas,  Texas.  TEC 
Job  Order  #2218202.  Equal  opportunity  employer.  Ad  paid  by  employer. 


PARTNER  NEEDED  BY  TEXAS  FP— Young  FP  with  growing  practice 
needs  partner.  Attractive  location,  south  of  Austin.  Modern  hospital 
near  office.  Excellent  family  area.  Complete  financial  participation. 
Send  CV  in  confidence  to  Ad-190,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OB/GYN — HOUSTON,  TEXAS.  Modern  office  space  adjacent  to  80  bed 
hospital.  Referral  base  is  established.  Hospital  will  provide  a complete 
financial  incentive  package  to  insure  a successful  practice.  Contact 
Administrator,  Ad-191,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Aus- 
tin, Texas  78701. 


OFFICE  SPACE  IMMEDIATELY  AVAILABLE  for  qualified  internist,  pe- 
diatrician and  psychiatrist  in  new  two  story  Atrium  Professional  Build- 
ing. Community  offers  year  around  outdoor  recreational  facilities  and 
has  excellent  school  system.  Contact  Jodie  Roberds,  Conroe  Profes- 
sional Building,  333  Rivershire  Drive,  Suite  180,  Conroe,  Texas  77304; 
telephone  713-756-4711. 


SUPERINTENDENT:  Big  Spring  State  Hospital,  Terrell  State  Hospital, 
and  Wichita  Falls  State  Hospital.  Physician,  licensed  in  Texas  or  reci- 
procity required.  Certified  or  boaid  eligible  in  psychiatry,  with  proven 
administrative  ability  and  experience.  Salary  until  August  31,  1981, 
$48, 666/year,  house  and  utilities  provided.  Annual  additional  compen- 
sation $1,000  for  board  certification,  and  if  granted  by  the  Commission- 
er, up  to  $3,000  for  recruitment  and  retention.  Proposed  salary  effective 
September  1,  1981,  $51 ,000/year,  plus  house  and  utilities  and  annual 
additional  compensation  $3,000  for  board  certification  and,  if  granted, 
up  to  $6,000  for  recruitment  and  retention.  Or,  non-physician,  graduate 
from  recognized  college/university  with  Masters  in  Hospital  Administra- 
tion, Business  Administration  or  related  field  and  eight  years  adminis- 
trative experience  with  five  years  in  mental  health.  Salary  until  August 
31,  1981  is  $36, 780/year,  house  and  utilities  provided.  Proposed  salary 
effective  September  1,  1981,  $39,200  plus  emoluments.  Benefits  include 
vacation,  sick  leave,  state  contribution  to  insurance  and  social  security, 
retirement  program,  others.  Application  must  include  resume  and  three 
references.  Send  to:  Mr.  Joseph  H.  Emerson,  Chief  Personnel  and  Train- 
ing, Texas  Department  of  Mental  Health  and  Mental  Retardation,  P.O. 
Box  12668,  Austin,  Texas  78711.  Posting  valid  until  July  15,  1981  or  until 
filled.  After  July  15,  1981,  inquiries  should  be  made  regarding  avail- 
ability of  position.  EO/AAE. 


STAFF  PHYSICIAN — to  provide  medical  services  as  a general  practi- 
tioner. Salary,  $1,000  per  week  for  a forty-hour  work  week.  Require- 
ments, MD  degree,  two  years  of  residency,  one  year  of  internship  and 
State  Texas  license  or  eligibilty  for  same.  All  qualified  applicants  con- 
tact the  Texas  Employment  Commission,  J.O.  #2470664,  Houston,  Texas. 
Ad  paid  for  by  an  equal  opportunity  employer. 


INDUSTRIAL  PHYSICIAN — Formulate  and  administer  health  programs. 
Treat  illnesses  and  injuries  occurring  to  employees.  Conduct  physical 
examinations  for  new  employees  and  for  assignment  abroad.  Examine 
disability  cases  and  verify  progress.  Inspect  sites  for  health  hazards. 
MD — medicine;  required  two  years  residency,  one  year  internship;  40 
hour/week;  $40, 000/year;  one  year  experience;  Texas  license.  Contact 
Texas  Employment  Commission,  Houston,  Texas.  Ad  paid  for  by  an 
equal  opportunity  employer.  JO  #2470736. 
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WANTED:  TEXAS  LICENSED  PHYSICIAN  to  perform  physicals  two 
mornings  per  week.  $30,00  per  hour,  approximately  8 hours  per  week 
beginning  July  1,  1981.  Houston  Emergency  Physicians  Associates  PO 
Box  36949,  Houston,  Texas  77036.  Telephone  713-776-1081. 


Situations  Wanted 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


ALLERGIST  31,  ABAI  eligible,  trained  in  adult  and  pediatric  allergy 
and  clinical  immunology.  Seeking  a solo,  small  group  or  clinic  practice 
situation.  Medium  to  large  communities  preferred.  Available  July  1981. 
Contact  Ad-184,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 


GENERAL  SURGEON — 31  years  old,  board  qualified,  military  trained. 
Available  July  1982.  Seeking  group,  partnership  or  solo  opportunity. 
Solid  background  in  vascular,  trauma,  and  thoracic.  Prefer  Central  or 
East  Texas.  Reply:  James  V.  Palermo,  Box  222,  USA  MEDDAC,  Wuerz- 
burg, APO  New  York,  New  York  09801. 


ANESTHESIOLOGIST,  board  certified  and  university  trained,  seeks 
group  practice  or  fee-for-service.  Experienced  in  all  anesthetic  modali- 
ties. Additional  fellowship  year  in  pediatric  anesthesia.  Please  reply  to 
Ad-211,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST,  ABIM,  extensive  experience  in  intensive  care,  swan  ganz, 
cath,  pacemaker,  stress  test,  EKG.  Seeks  practice  opportunity  Available 
December  81.  Please  reply  to  Ad-212,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON— board  certified,  35,  in  a small  town  clinic  prac- 
tice for  five  years,  seeks  to  broaden  practice  opportunities  in  a larger 
town  (30,000  or  more).  Associate  or  solo  practice  preferred,  but  would 
5?T^d^roo!arTger  clinic  ^roup.  Please  reply  to  Ad-215,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  WILLING  to  do  general  practice  wishes  to  re- 
locate in  small  or  medium  size  town.  Interested  in  orthopedic  and 
gyn  surgery.  Fifteen  years  experience.  Prefer  solo  but  will  consider  all 
offers.  FMG,  Texas  license  and  good  references.  Please  reply  to  Ad- 
216,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


33  YEAR  OLD  FAMILY  PRACTICE  INTERNIST,  American  graduate,  seek- 
ing busy  solo  practice  or  small  group  practice.  Extensive  experience  in 
private  practice.  Available  immediately.  Prefer  semi  rural  or  suburban 
location  near  lakes  or  woods,  however,  all  locations  will  be  considered 
Please  reply  to  Ad-217,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 

867  6^0SPlta‘  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214- 

MEDICAL  OFFICE  FOR  SALE  OR  RENT:  2442  sq.  ft.  fully  equipped  for 

one  or  two  doctors.  Best  situated  for  family  physicians  or  pediatricians. 
Located  in  rapidly  expanding  industrial  center.  Two  excellent  hospitals 
near  by  with  all  specialties  represented.  Contact  Mrs.  Don  Marples,  1300 
Greenbnar  Drive,  Longview,  Texas  75604. 


RELOCATE  TO  BOOMING  NORTHWEST  HOUSTON!  In  the  heart  of 
ruem  ibJJ,  young  affluent  community,  fastest  growing  in  the  nation! 
brand  new  atrium  medical  dental  building  among  trees,  excellent  for 
primary  care  physicians.  Design  your  own  suites.  Choice  spaces  just 
became  available.  713-537-2706. 


OFFICE  SPACE  FOR  LEASE — New  MED-DENT  building  in  Dallas  with 
one  unfinished  suite  available,  up  to  2200  sq.  ft.  Great  opportunity  in 
k°!?  Charlton  Methodist  Hospital.  Paul  Rad- 
man,  DDS,  82/6  Douglas,  Dallas,  Texas  75225;  214-361-6669. 

OTOLARYNGOLOGY  PRACTICE — Very  well  established  practice  lo- 

cated in  Houston  for  sale.  Family  oriented.  Near  hospital  facilities  Doc- 
tor retiring.  I wo  treatment  rooms.  Practice  lends  itself  beautifully  to- 
wards expansion.  Contact  Business  & Professional  Associates,  9896 
bissonnet/Two,  Suite  340,  Houston,  Texas  77036  or  713-771-5011. 

AUSTIN,  TX  FP/Int.  Med.  practice  for  sale.  Includes  office  equipment 
Wrni.tu,re-  Good  location  near  hospitals.  Physician  retirinq  July 

1981.  For  information,  call  512-478-7361. 


SKI  BRECKENRIDGE,  COLORADO!  Luxurious  mountain  home  nestled 
among  the  tall  pines  on  Peak  8 above  Breckenridge.  5 bedroom,  5 
baths  (z  with  Jacuzzi  tubs),  2 living/dining  areas  with  fireplaces  2 
kitchens,  sleeps  10  + . Close  to  lifts,  ski  home.  Larry  Whinnery,  8075 
Charlecot  Drive,  Indianapolis,  Indiana  46268;  317-872-5322. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
T' JC mi  Nearly  $4  million  under  management.  Replv  to 

Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  LOANS:  Min.  $5,000.  Reduce  taxes  by  sale/lease  back,  equip- 
ment bought  at  today's  replacement  value  and  leased  back  to  you. 
New  equipment  lease.  Sig  and  other  loans  for  debt  consolidation  in- 
^n^ent,s'  ycations'  e,c-  Contact  Dr.  W.  A.,  Box  5161,  Enid,  Oklahoma 
73701;  telephone  405-234-5135. 


For  Sale  or  For  Rent 


SUNBELT  SATELLITE  CLINIC-SOLO  PRACTICE  with  specialty  clinic 
backup.  Clinic  offers  x-ray  facilities,  laboratory  and  stable  patient 
base.  Will  consider  all  options.  Contact  L.  L.  Barton,  The  Gatesville 
Clinic,  227  Memorial  Drive,  Gatesville,  Texas  76528;  817  865-8201 


1,200  SQUARE  FEET  OF  OFFICE  SPACE  for  lease  in  Waxahachie,  Tex- 
as. Suitable  for  family  practitioner  or  any  specialist.  For  information 
contact  Charlie,  214  296-3875.  Waxahachie  is  20  minutes  drive  from 
Dallas. 


FOR  SALE — WELL  ESTABLISHED  30  year  general  practice  and  3,000 
square  feet  of  fully  equipped  office  space.  Eight  miles  from  open  staff, 
35-bed  hospital  in  South  Texas.  Retiring  due  to  health.  Will  introduce. 
Please  contact  H.  R.  Buck,  MD,  P.O.  Box  549,  Premont,  Texas  78375; 
512  348-3519. 


PARK  ST.  DAVID  PROFESSIONAL  BUILDING — Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David  s Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
for  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


UROLOGICAL  OFFICE  EQUIPMENT  FOR  SALE:  Endoscopic  instruments, 
female  cystoscopy  table  (electric),  male  examining  table,  binocular 
microscope,  sterilizer.  Also  file  cabinet,  copy  machine  and  dictaphone. 
For  additional  information  contact  Mrs.  J.  F.  Collins,  817  382-7480, 
Denton. 


MEDICAL  OFFICE  SPACE  for  rent  in  Kilgore — East  Texas.  Suitable  for 
kP,  pediatrics,  GP.  Vacant  July  1,  1981.  Call  214  984-8991  after  7 p.m. 


AUSTIN,  TEXAS — Growing  multispecialty  group.  Space  available  July 
1981  for  orthopedist,  allergy,  dermatology,  OB/GYN,  internal  medicine. 
Contact  Cliff  Musgrave,  Parker  Bienvenu  Company,  1100  American  Bank 
Tower,  Austin,  Texas  78701;  512  474-5800. 


^OR  SALE — Houston-based  company  engaged  in  health  screening.  Lo- 
n*n  mec^cal  building  with  three  year  lease.  Among  assets:  x-ray 
300  M A and  processor,  spirometer  Ohio  822,  tonometer,  also  mobile  x-ray 
with  Tracor  sound  booth  and  audiometer.  Assets  and  good  will  reason- 
ably priced.  Ideal  for  MD  willing  expand  industrial  on-site  testing,  a 
nascent  business  of  potential.  Present  management  will  provide  market- 
ing and  admin  expertise.  All  answers  to  John  Zieade,  4463  Brandemere 
Way,  Houston,  Texas  77066;  phone  713  893-3179. 


PASADENA— FP/GP.  A beautiful  8 room,  2,200  sq.  ft.  office  available  in 
b-doctor  office  building.  Pharmacy,  lab,  and  x-ray  department  in  build- 
ing. Call  Mr.  Khan,  713-473-8129,  9 a.m.-5  p.m. 


DOCTORS  OFFICE  FOR  LEASE — Excellent  location  for  one  or  two  fam- 
ily practitioners.  Location.  Haltom  City  Health  Center,  2900  Denton 
Highway,  Haltom  City,  Texas.  Five  minutes  from  downtown  Fort 
Worth.  Next  to  established  pharmacy  and  dental  office.  Facilities: 
Large  reception  area,  six  exam  rooms,  x-ray  room,  lab,  two  rest- 
rooms with  showers,  private  office  for  doctors,  breakroom,  large  stor- 
2299  square  feet  available,  plenty  of  parking.  Call:  Metro 
589-1362  or  817-831-1269. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
F^NCyT705’  Ph°ne  512_472‘9251-  (Formerly  HOME  OF  THE  HOLY  IN- 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
tor  professional  associations,  pension  plans  and  profit-sharing  plans 
Contact  law  offices  of  G.  Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767,  telephone  512-476-7163. 


SNOWMASS/VAIL  "MEP"  SKI  SEMINAR  on  Management  Enrichment 
tor  the  Health  Professional.  Ski  Snowmass,  Colorado  the  weeks  of  De- 
cember 19,  1981  or  March  20,  1982;  or  Vail,  Colorado  the  week  of  Feb- 
ruary 20,  1982.  Seminars  conducted  by  noted  doctors  and  management 
specialists  to  enrich  your  life.  Trip  expenses  deductible  for  doctor  and 
spouse.  For  information:  M.E.P.,  An  Education  Corporation,  906  Cooper 
Avenue,  Glenwood  Springs,  Colorado  81601;  or  1-800-525-3402 


Ready  for 
Mt  St.  Helens, 
Hurricane  Allen, 
Love  Canal. 


Red  Cross:  Ready  for  a new  century. 
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TEXAS  MEDICINE 


PHYSICIANS  > 

One  of  America's  largest  health  care  corporations  is 
currently  seeking  the  following  individuals  to  fill 
positions  in  our  donor  centers  located  in: 

San  Antonio 

Full  Time  Physician 

Corpus  Christi 

Full  & Part  Time  Physicians 

Responsibilities  will  include  performing  physicals  in 
conjunction  with  donor  screening  and  evaluation. 

The  part-time  position  would  provide  support  when 
regular  Staff  Physicians  are  on  vacation 

Our  requirements  are  flexible  and  we  will  consider 
licensed  but  non-practicing  Physicians  as  well  as 
those  desiring  to  work  on  a consulting  basis. 

We  offer  excellent  working  environment  and  a highly 
competitive  salary.  For  further  information,  please 
send  curriculum  vitae  to  the  donor  center  of  your 
— choice: 


Alpha 


THERAPEUTIC  CORPORATION 

Formerly  a Division  of 
ABBOTT  LABORATORIES 
Mike  Ingram  Albert  Fino 

302  S.  Flores  St.  3105  Ayers  St. 

San  Antonio,  TX  78204  Corpus  Christi,  TX  78415 
(512)  224-1749  (512)  883-2640 

. Equal  Opportunity  Employer  . 


Opportunity 


'l 


For  clinical  trainins  and  implementation  of  medically 
credible  smoking  cessation  therapy  program  for  quali- 
fied health  professionals  in  hospitals  and  other  medical 
settings.  Opportunities  are  limited  to  health  profes- 
sionals with  training  or  background  in  Behavioral 
Science  or  Medicine  (M.D.,  Ph  D.  in  Clinical  Psychology, 
or  M.S.W.  with  clinical  background). 

Program  Includes: 

• Complete  training  in  clinical  and  therapeutic 

techniques. 

• All  support  activities  needed  to  implement, 
develop  patient  load,  and  evaluate  program. 

Program  researched,  developed  and  proven  to  be  effective  in  The 
University  of  Texas  Health  Science  Center  at  Houston 

This  program  is  being  sponsored  and  funded  by  the  Department 
of  Cancer  Prevention  at  M D Anderson  Hospital 

Funds  will  be  provided  for  training  and  implementation  procedures. 

Further  information  is  available  for  those  interested  by  contacting 


Smokm9  Cessation  Therapy  Prosram  \\,]t  v 

Department  of  Cancer  Prevention 

M D Anderson  Hospital  & Tumor  Institute  C ^ 
6723  Bertner  Avenue  — • 

Houston,  Texas  77030 
(713)  792-7760 


ENERGY. 

We  can't  afford 
to  waste  it. 


INDUSTRIAL  PHYSICIAN 

Full  time  staff  physician  is  needed  in  Du  Pont  plant 
near  Victoria,  Texas  This  petrochemical  plant  with 
1450  employees  has  a well  equipped  plant  medical 
center  with  an  excellent  preventive  medical  program. 
40  hour  week.  No  malpractice  insurance  needed.  Com- 
petitive salary  and  liberal  benefit  package  are  offered. 

Situated  in  a growing  city  of  60,000,  this  sun  belt 
location  offers  excellent  educational,  cultural  and 
shopping  facilities  as  well  as  ample  opportunities  for 
outdoor  activities. 

If  interested,  write  or  call:  George  W.  Mallett 

P.O.  Box  2626  Victoria,  TX  77901 

Phone  (51 2)  573-51 1 1 , ext  1 350 

E.  I DU  PONT  DE  NEMOURS  & COMPANY, 
INCORPORATED 

An  Equal  Opportunity  Employer  M/F 


r Your  specialty  — 
needs  our  specialty. 

Medical  specialties  developed 
because  there  was  a need  for  them. 

' Our  specialty  developed  for  the 
same  reason. 

At  MEDSECO,  our  staff  of 
consultants  combine  over  50  years 
experience  in  the  field  of  physician 
recruiting  and  placement  to  give 
you  the  benefit  of  the  best. 

So  when  you're  thinking  about  a 
career  change,  talk  to  the 
specialists  first. 

To  learn  more  about  how  our 
specialists  can  help  you,  call  us  in 
confidence  — without  cost,  without 
obligation. 


Medical  Search  Consultants,  Inc. 

333  North  Belt 
P O Box  4448 
Houston,  Texas  77210 
(800)  231-0224 
(713)  999-6800  in  Texas 


/MEDSECO 
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Mark  Duncan/ Dayton  Daily  News 

Sure, 

he's  scared. 
It's  a 

matter  of 
life 

and  breath! 

The  first  dip  is  frightening.  Even  when 
Dad  is  there.  But  not  for  long.  Swim- 
ming is  good  exercise  for  children  with 
asthma.  It  helps  build  confidence,  too. 
So  they  can  learn  other  sports. 

Christmas  Seals  support  family  asthma 
programs  for  children  and  their  parents. 
Together  they  learn  about  asthma. 

What  causes  it.  How  to  cope.  So  the 
kids  can  lead  normally  active  lives. 
Contact  your  local  American  Lung 
Association  for  more  information.  And 
remember,  a generous  contribution 
will  help  turn  tears  to  laughter. 


AMERICAN 

LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 


TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


AUGUST 

Obstetrics  & Gynecology 

Aug  26-28.  1981 

Debates  and  Updates  in  Obstetrics  & Gynecology.  Marriott  Hotel. 
Astrodome,  Houston.  Fee  TBA  Category  1 , AMA  Physician’s  Rec- 
ognition Award.  Contact  Carol  Berman/Lynne  Tiras,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Orthopedics 

Aug  14-16,  1981 

Southwestern  Orthopedic  Surgery  Review.  UT  Health  Science  Cen- 
ter at  Dallas.  Fee  $250.  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours.  Contact  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd.  Dallas,  TX  75235  214/688-2166. 

Psychiatry 

Aug  17-18,  1981 
Aug  20-21,  1981 

Individualized  Program  Planning  for  Autistic  Individuals  Regional 
Workshops.  Dallas  (17-18)  and  Corpus  Christi  (20-21).  Category 
1 . AMA  Physician's  Recognition  Award.  Contact  B.  Anne  Grigsby, 
Developmental  Services,  Texas  Research  Institute  of  Mental  Sci- 
ences, 1300  Moursund.  Houston.  TX  77030  713/797-1976  ext  220 

Radiology 

Aug  3-7, 1981 

Basic  Radiological  Health,  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $350  Category  1 . AMA  Physician's  Recognition  Award; 

40  hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  51 2/691  -6295 

Aug  21-23,  1981 

Radiology  Resident's  Review  Course — Physics  and  Radiobiology. 

Baylor  College  of  Medicine,  Houston.  Fee  TBA.  Contact  Stewart  C. 
Bushing,  ScD,  Dept  of  Radiology,  Baylor  College  of  Medicine.  Texas 
Medical  Center,  Houston,  TX  77030  713/790-4417 

SEPTEMBER 

Internal  Medicine 

Sept  25-26,  1981 

Internal  Medicine  Conference  & Panhandle  District  Medical  Society 
Medical  Meeting.  Lubbock  Memorial  Civic  Center,  Lubbock.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  806/743-2929 

Obstetrics  & Gynecology 

Sept  18-19.  1981 

Annual  Obstetrics/Gynecology  Seminar.  Lubbock.  Category  1 . AMA 
Physician's  Recognition  Award,  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430  806/743-2929 


Psychiatry 

Sept  26,  1981 

Movement  Disorders  Update  for  Psychiatrists.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $45.  Category  1 , AMA  Physician's  Rec- 
ognition Award:  6 hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 


OCTOBER 
Family  Practice 

Oct  18-20,  1981 

Office  Diagnosis  and  Management  of  Common  Gynecologic  Disor- 
ders. St  Anthony  Hotel,  San  Antonio.  Fee  $275  AAFP.  Elective,  16 
hours.  Contact  Local  Arrangements,  Landmark  Bldg,  Suite  1224, 

705  East  Houston  St.  San  Antonio,  TX  78205  51 2/224-3061 

General  Medicine 

Oct,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Temple.  Fee  TBA. 
Contact  Susan  Rounsaville,  Research  and  Education  Division,  Scott 
& White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
817/774-2111  ext  2364 

Oct  3,  1981 

Symposium  on  Hypertension.  North  Park  Inn,  Dallas.  Fee  $50.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  8 hours.  Contact  De- 
partment of  Continuing  Medical  Education,  St  Paul  Hospital,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235  214/689-4588 

Oct  2-3,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services.  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr.  San 
Antonio,  TX  78284  51 2/691  -6295 

Oct  10.  1981 

Task  Force  on  Health  Care  Cost  Effectiveness.  UT  Medical  Center, 
Houston  Fee  TBA.  Contact  Sharon  Thousand.  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367.  Houston,  TX 
77025  713/792-4671 

Oct  16-17,  1981 

1st  Annual  Symposium  in  Cardiopulmonary  Diseases.  Kelsey- 
Seybold  Clinic,  PA,  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP,  Elective.  Designed  for  primary  care  phy- 
sicians. Contact  Carol  Fogleman,  Kelsey-Seybold  Clinic,  PA,  6624 
Fannin,  Houston,  TX  77030  713/797-1551 , ext  278 

Oct  23-24,  1981 

Management  of  Surgical  Infections.  Texas  Tech  University  Health 
Sciences  Center.  Lubbock.  Fee  TBA.  Category  1 . AMA  Physician’s 
Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

Oct  31,  1981 

Computer  Medicine  Conference.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education.  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 
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Obstetrics  & Gynecology 

Oct  13-17,  1981 

What's  New  & Important  in  Ob-Gyn,  UT  Health  Science  Center  at 
Dallas,  Fee  $400,  complete  course,  $300,  basic  course;  $1 00,  pa- 
thology only.  Category  1 , AMA  Physician’s  Recognition  Award,  Con- 
tact June  Boviil,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd.  Dallas,  TX  75235  214/688-2166 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA  Category  1 . AMA  Physician's 
Recognition  Award  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

Psychiatry 

Oct  7- 10,  1981 

Border  Mental  Health  Issues.  El  Paso.  Fee  TBA  Category  1 , AMA 
Physician’s  Recognition  Award.  Contact  Carol  Whitcomb,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center  Regional  Academic  Health  Center,  4800  Alberta  Ave, 
El  Paso,  TX  79905  915/533-3020 

Radiology 

Oct  2-4,  1981 

Emergency  and  Basic  Interventional  Radiology  for  the  Clinical  Physi- 
cian. Centre  Plaza  Hotel,  Dallas,  Fee  $350,  physicians;  $100,  resi- 
dents, Category  1 , AMA  Physician's  Recognition  Award,  20  hours. 
Contact  Susan  Wennerbom,  Director,  Division  of  Postgraduate  Edu- 
cation, Dept  of  Radiology,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 

Oct  14-16,  1981 

Computed  Tomography  and  Ultra  Sound.  The  Grand  Hotel,  Houston 
Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sherry  Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 

NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI.  Houston.  Contact  Lynne  Tiras/Carol  Berman,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

General  Medicine 

Nov  20-21,  1981 

Advanced  Life  Support  Provider  Course.  San  Antonio  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 


Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Houston.  Contact  Sherry 
Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  Box  20708,  Houston,  TX  77025  713/792-5346 


Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  San  Antonio 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Nov  10-14,  1981 

Cancer  1 981  /Cancer  2001 — An  International  Colloquium.  Houston 
Contact  C.  Stratton  Hill,  Jr,  MD,  Room  1 15,  M.D  Anderson  Hospi- 
tal and  Tumor  Institute,  6723  Bertner,  Houston,  TX  77030  713/ 
792-2222 

Pathology 

Nov  9-13,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology. 

San  Antonio.  Contact  Marilyn  Rennels.  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Nov  14,  1981 

38th  Annual  Pathology  Seminar.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Psychiatry 

Nov  4-6,  1981 

Serotonin  in  Biological  Psychiatry.  Houston.  Contact  Beng  T.  Ho, 

MD,  Texas  Research  Institute  of  Mental  Sciences,  1 300  Moursund, 
Houston,  TX  77030  713/797-1 976  ext  243 

DECEMBER 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Dallas.  Contact  Williams.  Harris,  MD,  Ophthalmology  Center, 
281 1 Lemmon  Ave  East,  Dallas,  TX  75204  214/522-2661 

Psychiatry 

Dec  3-4,  1981 

Psychiatric  Emergencies.  Houston  Contact  Carol  Berman,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  — Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 
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Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso,  Cate- 
gory 1,  AMA  Physician's  Recognition  Award,  1 hour  weekly  Contact 
M,  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital 
Temple,  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursdays,  7- 1 0 pm  (Jan  29- June  1 8,  1 981 ) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio 
Category  1 , AMA  Physician’s  Recognition  Award,  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Thursday- Friday  (1/8-9/81  — 12/17-18/81) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/25/80-5/2/81) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $1 50.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician's  Rec- 
ognition Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


AUGUST 

American  College  of  International  Physicians,  Chicago,  Aug  20-23, 

1981 . 3030  Lake  Ave,  Fort  Wayne,  IN  46805 

American  Hospital  Association,  Philadelphia,  Aug  31  -Sept  3 1981 
Edmond  Lanigan,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

American  Institute  of  Ultrasound  in  Medicine,  San  Francisco,  Aug 
17-21,  1981.  Patti  Roberts,  61 61  N May,  Suite  45W,  Oklahoma  City, 
OK  73112 


SEPTEMBER 

American  Academy  of  Family  Physicians,  Las  Vegas,  Sept  21  -24, 
1981  Roger  Tusken,  1740  W 92nd  Street,  Kansas  City,  MO  64114 


American  Academy  of  Otolaryngology,  New  Orleans,  Sept  20-24, 
1981.  Wesley  Bradley,  MD,  1 5 Second  Street,  SW,  Rochester,  MN 
55901 

■ American  Academy  of  Pediatrics,  Texas  Chapter,  Corpus  Christi, 
Sept  24-26,  1981  Mary  Greene,  1905  N Lamar  Blvd,  Austin,  TX 
78705 

American  Association  for  Laboratory  Animal  Science,  Salt  Lake  City, 
Sept  20-25,  1981  J J.  Garvey,  210  N Hammes,  Suite  205,  Joliet,  IL 
60435 

American  Association  for  the  Surgery  of  Trauma,  Hot  Springs,  Va 
Sept  17-19,  1981  Charles  R.  Baxter,  MD,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235 

American  Association  of  Foundations  for  Medical  Care,  San  Fran- 
cisco, Sept  1 0- 1 9,  1 981 . Boyd  Thompson,  1 1 325  Seven  Locks  Rd, 
Potomac,  MD  20854 

American  College  of  Emergency  Physicians,  New  Orleans,  Sept 
14-17,  1981  Stanley  Butler,  Box  6191 1 . Dallas,  TX  75261 

American  College  of  Radiology,  Las  Vegas,  Sept  14  17,1981  W.  C 
Stronach,  20  N Wacker  Dr,  Chicago,  IL  60606 

American  Dietetic  Association,  Philadelphia,  Sept  21  -25,  1 981 . 
Clara  Zempel,  RD,  430  N Michigan  Ave,  Chicago,  IL  6061 1 

■ Blackford  Memorial  Lectures,  Denison,  Tex,  Sept  12,  1981  Rene 
G.  Gerard,  MD,  509  S Mirick.  Denison,  TX  75020 

International  Academy  of  Preventive  Medicine,  Las  Vegas,  Sept 
23-27,  1981.  Joseph  A.  Nowell,  1 0409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024 

■ Panhandle  District  Medical  Society,  Lubbock,  Sept  26,  1981  Ethel 
McLeod,  Box  10212,  Lubbock,  TX  79408 

■ Texas  Academy  of  Family  Physicians,  Corpus  Christi,  Sept  12—15. 
1981.  Donald  Jackson,  1901  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Medical  Association,  Austin,  Sept  18-20,  1981 . C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Pediatric  Society,  Corpus  Christi,  Sept  24-26,  1981  Mary 
Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Anesthesiologists,  Lubbock,  Sept  4-6,  1981 
Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Child  Psychiatry,  Conroe,  Sept  25-27,  1981 
James  Boynton,  MD,  702  Medical  Park  Tower,  Austin,  TX  78705 

■ Texas  Society  of  Pediatric  Surgeons,  Corpus  Christi,  Sept  24-26, 
1981 . Mary  Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 


OCTOBER 

American  Academy  of  Allergy,  Regional  Meeting,  Hilton  Head  Is- 
land, SC,  Oct  30-31 ,1981  Amy  J.  Kimber,  61 1 E Wells  St.  Mil- 
waukee, Wl  53202 

American  Academy  of  Occupational  Medicine,  Nashville,  Oct 
13-16,  1981  Howard  N.  Schulz,  150  N Wacker  Dr,  Chicago,  IL 
60606 
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American  Academy  of  Pediatrics,  New  Orleans,  Oct  31  -Nov  5, 
1981  Robert  Frazier,  1801  Hinman,  Evanston,  IL  60201 

American  Association  for  Hand  Surgery,  New  York,  Oct  15-18 
1981.  Jean  Rickli,  2704  Marshall  Court,  Madison,  Wl  53705 

American  Association  of  Blood  Banks,  Chicago,  Oct  31  -Nov  4 
1 981  William  W.  Samuels,  1 828  L St,  NW,  Suite  608,  Washington 
DC  20036 

American  College  of  Chest  Physicians,  San  Francisco,  Oct  25-29 
1981  Alfred  Sofer,  MD,  91 1 Busse  Highway,  Park  Ridge,  IL  60068 

American  College  of  Surgeons,  San  Francisco,  Oct  11-16,  1981 . 
Edwin  W Gerrish,  MD,  55  East  Erie  St,  Chicago,  IL  6061 1 

American  Dental  Association,  Kansas  City,  Mo,  Oct  25-29  1 981 
John  M.  Cody,  MD,  21 1 East  Chicago  Ave,  Chicago,  IL  6061 1 

■ American  Medical  Record  Association,  San  Antonio,  Oct  18-23, 
1981  Mary  J Waterstraat,  875  N Michigan  Ave,  Suite  1 850,  Chi- 
cago, IL  6061 1 

American  School  Health  Association,  Washington,  DC,  Oct  14—17, 
1 981 . Charles  J.  Baer,  Box  708,  Kent,  OH  44240 

American  Society  of  Anesthesiologists,  New  Orleans,  Oct  1 7-21 
1981,  Brace  Pattou,  515  Busse  Highway,  Park  Ridge,  IL  60068 


American  Society  of  Clinical  Pathologists,  Las  Vegas,  Oct  16-23, 
1981.  Patrick  E Raleigh,  21 00  W Harrison,  Chicago,  IL  60612 

American  Society  of  Internal  Medicine,  New  York,  Oct  1 -4,  1981 
Stephanie  Dimitroff,  2550  M St.  NW,  Suite  620.  Washington,  DC 
20037 

American  Society  of  Maxillofacial  Surgeons,  New  York,  Oct  1 8—23 
1981 . Charles  A Janda,  MD,  29  E Madison  St,  Suite  800,  Chicago, 
I L 60602 

American  Society  of  Plastic  and  Reconstructive  Surgeons,  New 

York,  Oct  1 8-23,  1981.  Dallas  F.  Whaley,  29  E Madison  St,  Suite 
800,  Chicago,  IL  60602 

Association  of  American  Medical  Colleges,  Washington,  DC,  Oct 
31  -Nov  5,  1981 . Kathleen  S.  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

College  of  American  Pathologists,  Las  Vegas,  Oct  17-23,  1981 
Howard  E.  Cartwright,  7400  N Skokie  Blvd.  Skokie,  IL  60077 

■ Texas  Surgical  Society,  Galveston,  Oct  4-6,  1981  W David  Bar- 
nett MD,  1004  N Washington,  Dallas,  TX  75204 


“A  FORTUNATE  OPPORTUNITY’’ 


• Admission- Evaluation  Service 

• General  Psychiatric  Program 

• Long-Term  Intensive  Psychotherapy 


• Adolescent  Program 

• Discharge  Planning  Program 

• Limited  Use  of  Medication 


R1VCR 

OAKS 


Specialists-Long  Term  Intensive  Psychotherapy- Adolescents- Young  Adults 

A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

1800  Jefferson  Hwy.  John  A.  Stocks,  M.D.  William  S.  Dyer 

New  Orleans,  La.  70121  (504)835-2661  Medical  Director  Administrator 
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322  Coleman  Street  fflarlin,  &l>xas  76601  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetiand,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetiand,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance.  R.N. 


Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J,  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B Allen,  M.D,,  D.A.B.l.M. 

Morris  E.  Magers,  M.D.,  D A B I M 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D  . D A B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.l.M. 

David  S.  Sowell,  III,  M.D.,  D.A.B  I.M.,  Cardiology 
Don  E.  Cheatum,  M.D  , D.A.B.l.M.,  and  D A B Rhu, 
F.A.C.P.,  Rheumatology 
W.  Mark  Armstrong,  M.D,  D.A.B.l.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D  , D.A.B  I.M 
Steven  P Bowers,  M.D,  D.A.B.l.M. 


RADIOLOGY 

Joe  B Caldwell,  M.D.,  D.A.B.R 
James  B.  Evans,  M.D.,  D.A.B.R 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W Shuster.  M.D  . D A B.O 
Dwight  A Lee,  M.D,  D A B O 

OPHTHALMOLOGY 
James  M Copps,  M.D  , D.A.B  O. 

R Roy  Whitaker,  M D,  D A B.O 


OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D  , D.A.B.O.G,  F A.C.O.G 
Vernie  D Bodden,  M.D,  D.A.B.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D.A.B. P.,  F.A.A.P 
P E Luecke,  Jr  , M.D  , D A B P , F.A.A.P 

GENERAL  SURGERY 

George  P.  Fosmire,  M.D  , D.A.B  S.,  F.A.C.S. 
Charles  W.  Coleman,  M.D. 

UROLOGY 

Harry  M,  Spence,  M.D.,  D.A.B. U,  F.A.C.S. 
William  H.  Hoffman,  M.D.,  D.A.B. LI.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B. U.,  F.A.C.S. 


DENTISTRY  AND  DENTAL  SURGERY 
I Boyd  Hollabaugh,  D O S. 

William  F Walton,  D.D.S. 

Larry  L.  Cowsert.  D.D.S. 

ADMINISTRATION 

C II  Rosamond,  Administrator 
Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Llnderwood,  M.D,  D A B I M , F.A.C.P 
Gastroenterology 
Adam  D.  Green,  M D , Surgery 
B Celia  Slaughter,  M.D,  D A B P F A. A P. 

John  B Bourland,  M.D  , D.A.B.O.G. 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 
the  following  infec-  A 

to  susceptible6  its  usefulness  in 
catedagantms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


m £ 
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Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Entero- 
bacler,  Proteus  mlrabills,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  amplcillln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  llexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General : Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide.  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults . Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole—bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche.  Inc. 
Nutley,  New  Jersey  0/110 


Volume  77  August  1981 


1 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1,2  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303:426-432,  Aug  21,  1980.  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


maximizes  results  with  B.I.D.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 
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On  the  cover 

The  authors  of  this  month's  cover  article, 
"Therapeutic  use  of  fiberoptic  endoscopy," 
conclude  that  fiberoptic  techniques  can  be 
used  to  control  some  instances  of  upper  gas- 
trointestinal tract  hemorrhage,  to  remove 
foreign  bodies,  and  to  correct  colonic  vol- 
vulus. "The  ability  to  view  completely  the 
mucosa  of  the  upper  gastrointestinal  tract 
and  colon  and  the  technical  improvements  of 
the  scope  have  made  therapeutic  endoscopy 
feasible,”  they  write.  They  support  their  belief 
with  a summary  of  29  cases  treated  by  endo- 
scopy. Graphics  designer  Ed  Triggs  has  sym- 
bolized fiberoptic  endoscopy  on  the  cover  of 
this  issue  of  Texas  Medicine. 


Coming  next  month 

Articles  scheduled  for  the  September  issue 
of  Texas  Medicine  deal  with  the  clinical  phar- 
macology of  commonly  used  antihyperten- 
sive agents,  cerebrovascular  disease,  tissue 
necrosis  in  snakebite,  peripheral  neuropathy, 
and  primary  malignant  melanoma  of  the 
esophagus. 
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Asa  M.  Hubbard,  M.D.  Anesthesiologist 


“BILLING  USED  TO  TAKE  ALL  DAY. 
NOW,  IT  TAKES  ONLY  TWO  HOURS.” 

“When  I purchased  the  APS  III  Management  System,  I got  a 
lot  more  than  I paid  for  or  expected.  In  addition  to  the  com- 
puter itself,  my  office  staff  has  continuously  received  the  full 
service  and  dedication  of  the  American  Professional  Service 
organization. 

"1  have  been  particularly  pleased  with  the  speed  of  the 
system.  For  example,  billing  used  to  take  all  day  — now  it 
takes  only  two  hours. 

"What's  more,  APS  has  always  responded  in  a timely  manner 
to  questions  or  problems  that  have  come  up  — from  complex 
system  questions  to  simple  ones  such  as  changing  a printer 
ribbon.  APS  has  a strong  commitment  to  customer 
satisfaction.” 

Using  the  APS  111  is  like  having  a practice  management 
consultant  always  available.  It  is  designed  exclusively  for 

AMERICAN  PROFESSIONAL  SERVICES,  INC. 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  ■ DALLAS,  TEXAS  75234  ■ (214)  386-6400 


physicians  — it's  not  a “warmed  over”  general  purpose 
business  system. 


Give  us  a call  and  let  us  show  you  how  to  improve  the  effi- 
ciency and  reduce  the  cost  of  your  practice  administration. 
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TEXAS  MEDICINE 


A half-century  of 
treating  the  sick  has 
taught  us  how  to  help 
you  stay  well. 


Preventive  Medicine  Programs  from  The  Methodist  Hospital. 


America  is  being  victimized  by  its  own  life- 
style. Too  much  food  and  too  little  exercise. 
Pressure-packed  days  and  daily  packs  of 
cigarettes. 

All  too  often,  hospitals  see  the  results  of 
such  behavior  patterns  after  they’ve  taken  their 
toll.  Then,  the  best  that  can  be  done  is  to  fo- 
cus on  the  short-term  correction  of  problems 
that  were  years  in  the  making. 

The  Methodist  Hospital  wants  people  to 
preserve  their  good  health  while  they  still 
have  it.  So,  through  the  Sid  W.  Richardson 
Institute  for  Preventive  Medicine,  in  affilia- 
tion with  Baylor  College  of  Medicine,  the 
hospital  is  offering  public  programs  designed 
to  decrease  the  risk  factors  associated  with 
catastrophic  illnesses. 

Most  of  the  programs  are  in  the  form  of 
classes  that  meet  once  or  twice  a week  in  an 
easy-to-reach,  beautiful  new  center  with  con- 
venient, validated  parking. 


Some  programs  feature  classes  that  help 
smokers  eliminate  cigarettes  from  their  lives. 
Some  offer  techniques  to  change  lifelong  eat- 
ing habits  to  help  overweight  people  lose 
pounds  in  a gradual,  healthy,  permanent 
manner. 

There  are  also  physical  fitness  classes  and 
a special  series  on  stress  management.  And 
nutrition  classes  for  expectant  mothers,  to  help 
them  do  everything  possible  to  provide  for  their 
own  well-being  and  that  of  their  children. 

On  a physician-referral  basis,  there  are 
private  nutrition  consultations  and  a cardiac 
rehabilitation  program  designed  to  bring  new 
confidence  and  optimism  by  increasing  the 
cardiac  patient’s  physical  work  capacity. 

Chances  are,  one  of  our  health  programs 
can  have  a positive  influence  on  your  life.  To 
learn  more,  call  The  Institute  for  Preventive 
Medicine  at  790-6450. 

After  a history  of  treating  the  sick,  we've 
developed  our  resources  to  keep  you  well. 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine. 


Affiliated  with  Baylor  College  of  Medicine. 

Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 


For  more  information  about  The  Methodist  Hospital,  call  790-2795. 
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EDITORIAL 


Changing  concepts:  the  treatment 
of  peptic  ulcer  disease 

There  is  probably  no  disease  affecting  the  digestive  system 
which  has  encountered  so  many  changes  in  medical  and  sur- 
gical treatment  as  has  peptic  ulcer  disease.  New  methods  of 
management  have  presented  themselves  as  a vast  array  of 
drugs,  diets,  and  surgical  procedures,  each  of  which  creates 
initial  enthusiasm.  The  public,  and  in  particular  the  practicing 
physician,  is  confused  as  to  the  acceptable  mode  of  practice. 
Most  sensible  physicians  continue  to  prescribe  treatment 
which  they  have  found  to  be  effective,  but  try  to  weave  new 
modalities  into  their  program.  There  have  been  so  many  new 
developments  in  the  past  ten  years  that  the  diversity  of  regi- 
mens may  extend  from  a single  medication  without  other 
instructions  to  an  overwhelming  “laundry  list”  which  is  im- 
possible for  the  patient  to  follow.  We  are  aware  of  the  prob- 
lem of  patient  compliance  and  realize  that  relief  from  symp- 
toms is  not  necessarily  accompanied  by  complete  healing  of 
the  ulcer.  The  afflicted  patient  and  the  doctor  may  be  prone  to 
follow  the  attitude  of  the  therapeutic  nihilist,  that  the  disease 
runs  its  course  regardless  of  treatment. 

LIFESTYLE 

Older  modalities  of  treatment  which  probably  deserve  con- 
tinuing attention  relate  to  living  habits.  It  has  been  my  impres- 
sion that  persons  with  peptic  ulcer  disease  should  review 
their  working,  eating,  and  recreational  habits  and  attempt  to 
bring  them  into  a sensible  behavior  pattern  as  suggested  by 
Bochus:  “It  behooves  us  physicians  to  design  our  attack  not 
on  the  assumption  there  is  ony  one  pathogenic  factor,  but 
that  the  etiologic  spectrum  is  still  too  little  understood,  and  all 
facets  having  a possible  bearing  on  the  origin  and  healing  of 
the  ulcer  should  be  considered  when  a therapeutic  regimen 
is  designed.”1  Although  the  hourly  feeding  of  the  modified 
Sippy  dietary  plan  has  been  largely  abandoned,  I believe  that 
some  attention  should  be  directed  towards  dietary  therapy.  I 
frequently  advise  patients  to  follow  a bland  diet  with  be- 
tween-meal  feedings,  and  I attempt  to  reinforce  this  rec- 
ommendation by  having  a therapeutic  dietitian  review  the 
program  with  the  patient.  Although  I share  a concern  that 
prolonged  ingestion  of  milk  products  is  undesirable,  I do  be- 
lieve that  they  are  useful  in  bringing  about  prompt  sympto- 
matic relief  in  the  initial  few  days  of  treatment.  It  is  advisable 
to  avoid  alcohol,  tobacco,  and  drugs — such  as  aspirin-con- 
taining compounds  and  antirheumatic  medications — which 
are  known  to  predispose  the  patient  to  gastric  and  duodenal 
ulceration. 

MEDICATIONS 

Medications  have  captured  our  attention  recently,  and  al- 
though antacids  and  ganglionic  blocking  drugs  historically 
have  been  used  extensively,  they  are  being  replaced  by  H2- 
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receptor  antagonists,  of  which  cimetidine  is  the  only  currently 
available  FDA-approved  drug.  Other  members  of  this  family 
of  drugs  are  making  an  appearance  and  may  find  a place  in 
treatment.  New  H2-receptor  antagonists  which  are  under 
study,  but  not  released  by  the  FDA,  include  IC1 1 2521 1 (tioti- 
dine),  which  is  more  potent  and  longer  acting  than  cimeti- 
dine.2 Although  its  potency  is  not  necessarily  beneficial,  its 
longer  duration  of  effect — perhaps  related  to  slower  absorp- 
tion— may  be  a valuable  feature.  The  use  of  ranitidine,  which 
has  about  four  times  the  potency  of  cimetidine,  was  also  re- 
ported by  groups  in  Australia3  and  Poland.4 

As  we  have  begun  to  gain  experience  with  the  use  of  ci- 
metidine, there  are  many  suggestions  and  control  trials  of 
treatment  which  tend  to  influence  our  use  of  this  drug.  In  a 
recent  review  of  this  subject,  ulcer  recurrence  after  discon- 
tinuation of  the  use  of  cimetidine  was  high,  but  comparable  to 
recurrence  rates  with  other  treatment.5  The  prolonged  use  of 
300  mg  of  cimetidine  at  bedtime  has  been  considered  by 
some  to  be  an  appropriate  treatment  to  prevent  recurrence. 
There  have  also  been  some  reports  about  combination  of 
cimetidine  with  other  forms  of  therapy.  It  has  been  suggested 
that  magnesium  and  aluminum  hydroxide  (Mylanta  II)  may 
interfere  with  the  absorption  of  cimetidine,  indicating  that  ant- 
acids and  cimetidine  probably  should  not  be  given  at  the 
same  time.  When  both  are  used,  I typically  give  cimetidine 
before  meals  and  antacids  afterwards.  There  is  evidence 
that  the  combination  of  cimetidine  with  antacids  and  anti- 
cholinergic drugs  has  an  additive  effect  which  may  have  a 
place  in  the  “extra  effort"  treatment  of  duodenal  ulcer.6 

There  is  beginning  to  be  some  concern  about  how  long  the 
drug  should  be  used  and  if  its  effectiveness  is  lasting,  in  a 
double-blind  study,  the  benefits  of  cimetidine  were  shown 
statistically  to  be  of  value  only  during  the  first  two  weeks  of 
therapy.7 

Cimetidine  is  primarily  excreted  in  the  urine.  In  patients 
with  renal  failure,  cimetidine  given  for  prevention  of  stress 
ulceration  may  result  in  accumulation  of  the  drug,  and  per- 
haps adverse  reactions.  There  also  has  been  some  concern 
about  other  drugs  delaying  its  absorption  or  excretion. 

At  present  cimetidine  is  indicated  for  short-term  treatment 
of  duodenal  ulcer  (up  to  eight  weeks)  and  Zollinger-Ellison 
syndrome.  However,  it  has  been  widely  used  clinically  to  treat 
reflux  esophagitis  and  to  protect  against  stress  ulceration.8 

Indiscriminate  use  of  cimetidine  for  ill-defined  digestive 
symptoms  is  not  justifiable  and  conceivably  may  lead  to  prob- 
lems. So  far,  the  complications  from  the  use  of  this  drug  have 
been  relatively  few.  The  most  notable  concern  is  suppression 
of  androgenic  function  in  males  and  resultant  azospermia 
and  gynecomastia. 

Other  substances  which  potentially  may  have  a role  in 
treatment  of  peptic  ulcer  include  1 5(R)-1 5-methyl  prostaglan- 
din E2,  a stable  form  of  prostaglandin  E2  which  can  be  taken 
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orally.  A European  study  has  indicated  that  this  substance 
was  effective  in  the  treatment  of  peptic  ulcer  disease.9  Its 
effectiveness  was  related  to  improving  mucosal  resistance  to 
ulceration.  When  somatostatin  and  cimetidine  were  com- 
pared for  control  of  hemorrhage  from  peptic  ulcer,  soma- 
tostatin was  more  effective.10  It  has  been  suggested  that 
somatostatin  concentration  in  the  gastric  antral  mucosa  is 
decreased  in  patients  with  duodenal  ulcer,  and  that  this  re- 
duction may  participate  in  an  abnormality  of  gastrointestinal 
hormone  release,  resulting  in  increased  acid  secretion  in  pa- 
tients with  duodenal  ulcer. 

SURGICAL  TREATMENT 

Finally,  as  medical  therapy  has  been  changing,  so  has  surgi- 
cal treatment.  It  is  my  opinion  that  the  initial  surgical  pro- 
cedure recommended  for  duodenal  ulcer  is  a highly  selective 
vagotomy,  or  so-called  proximal  gastric  vagotomy.  Many  of 
the  surgeons  in  our  region  are  performing  this  procedure 
rather  than  antrectomy  and  truncal  vagotomy  because  this 
procedure  effectively  reduces  gastric  acidity,  causes  the 
least  surgical  damage,  and  has  fewer  side  effects.  Antrec- 
tomy and  truncal  vagotomy,  popular  for  the  past  20  years, 
should  be  reserved  for  cases  in  which  the  proximal  gastric 
vagotomy  is  not  effective.  Our  recent  experience  indicates 
surgery  is  less  frequently  required  in  the  treatment  of  peptic 
ulcer  disease.  This  opinion  is  shared  by  most  of  the  gas- 
troenterologists in  other  medical  centers  in  the  United  States. 
We  are  uncertain  about  the  cause  of  this  trend,  but  gratified 
that  peptic  ulcer  disease  is  diminishing  in  frequency  and 
severity. 

CONCLUSION 

It  is  probable  that  there  will  be  continuing  changes  in  our 
concepts  of  management  of  ulcer  disease.  It  would  be  wise 
to  continue  to  reconsider  several  treatment  approaches,  in- 
cluding attention  to  living  habits,  dietary  control,  avoidance  of 
salicylate  and  antirheumatic  medications,  and  a reasonable 
medication  program  that  the  patient  is  able  to  follow.  When 
medical  treatment  is  unsuccessful,  it  is  advisable  to  select 
the  least  destructive  surgical  approach  and  reserve  the  more 
destructive  operative  procedures  for  the  unusual  patient  who 
cannot  be  satisfactorily  managed. 

John  R.  Kelsey,  Jr,  MD 

Clinical  Professor  of  Medicine,  Baylor  College  of  Medicine,  6624  Fannin  St, 

Houston,  TX  77030 
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LETTERS 

Laetrile:  the  song  isn’t  ended 

Laetrile  (amygdalin),  discovered  by  accident  in  1920  and 
believed  to  improve  the  flavor  of  moonshine,  has  been  on 
stage  as  a “cancer  cure”  for  three  decades — a run  substan- 
tially longer  than  most  successful  Broadway  shows.1 

Laetrile  is  made  from  apricot,  peach,  or  plum  pits.  One  in- 
gredient is  a toxic  cyanide  compound.  Ernst  Krebs  and  his 
son  “purified"  Laetrile  in  1952  and  proposed  that  the  cyanide 
component  destroyed  cancer  cells.  A new  “sure  cure”  for 
malignant  neoplasms  was  on  its  way. 

When  the  idea  about  the  cyanide  action  was  proved  un- 
likely or  even  impossible,  the  proponents  of  Laetrile's  effec- 
tiveness were  undaunted.  They  merely  changed  their  claim 
and  began  calling  their  “cure”  by  another  name,  vitamin  B17. 

No  matter  that  Laetrile  was  proved  not  to  be  a vitamin. 

The  substance  was  off  and  running.  Despite  denunciations 
of  Laetrile  by  the  National  Cancer  Institute  (NCI),2  the  Food 
and  Drug  Administration  (FDA),3  the  American  Medical  As- 
sociation (AMA),4-5  and  the  American  Cancer  Society,  the 
supposed  value  of  Laetrile  had  been  so  widely  touted  that 
scores  of  persons  afflicted  with  malignant  neoplasms  jour- 
neyed to  Mexico,  seeking  the  “miracle  cure."  And,  although 
the  FDA  ruled  that  Laetrile  had  not  been  proved  safe  and 
effective,  and  banned  interstate  distribution  of  the  sub- 
stance in  the  United  States,3  some  US  physicians  began 
using  Laetrile  that  had  been  smuggled  in  from  Mexico.  Busi- 
ness was  booming  and  highly  profitable. 

As  time  passed,  political  pressures  by  cancer  victims  and 
their  supporters  caused  a succession  of  state  legislatures  to 
pass  laws  allowing  intrastate  sale  and  manufacture  of 
Laetrile.  According  to  a report  from  the  AMA  Legislative 
Department,  17  states  had  “legalized”  Laetrile  by  1978;  by 
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THIS  YEAR, 10,000  PEOPLE 
COULD  BEGIN  SERVING  A LIFE  SENTENCE  AS 
PARAPLEGICS  OR  QUADRIPLEGICS. 


\ 


THERE’S  A BETTER 
ALTERNATIVE. 

This  year,  an  estimated 
10,000'  people  will  escape 
with  their  lives  from 
automobile  and  sporting 
accidents  that  might  have 
killed  them  five  years  ago. 

But  they  cannot  escape 
the  fact  that,  as  paraplegics 
and  quadriplegics,  they  may 
never  walk  again. 

Until  relatively  recently, 
spinal  cord  injury  victims  who 
didn’t  succumb  to  their  injuries 
died  of  sepsis.  With  advances 
in  emergency  medical  care, 
however,  they  now  face 
escaping  death  only  to  spend 
the  rest  of  their  lives  in 
institutions.  And  their  debt  for 
maintenance  care  could  run 
over  one  million  dollars 
per  person.  * 

At  Warm  Springs 
Rehabilitation  Hospital,  we 
think  there’s  a better 
alternative. 

With  a comprehensive 
rehabilitation  program,  83%  of 
your  most  disabled  spinal  cord 
injured  patients — the 
quadriplegics — can  be  returned 
to  competitive  employment,  to 
homemaking,  or  to  school. ' 

In  fact,  most  of  them  who 
are  reasonably  alert  and  have 
some  movement,  even  if  it’s 
only  in  one  limb,  can  he 
returned  to  a useful,  self-reliant 
life  again. 

At  Warm  Springs,  we 
expect  patients  to  participate 
actively  in  their  therapy. 

During  the  week,  we  schedule 
as  many  as  two  physical  and 
\ two  occupational  therapy 
\ sessions  a day.  Often,  we 
\ schedule  even  more. 

Because  of  the  severity 
\ and  variety  of  the 


disabilities,  all 
therapy  is 


On 
\ \ 

fr.  T \ provided  on 


A 


patient/therapist  basis. 

If  you  would  like  more 
information  about  our 
rehabilitation  programs,  contact 
Warm  Springs  Rehabilitation 
Hospital.  At  Warm  Springs, 
we’d  rather  help  you  offer 


your  patients  the  freedom  of 
independence  than  sentence 
them  to  an  institution  for  the 
rest  of  their  lives. 

'Institute  of  Rehabilitation  Medicine,  1974. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 


P.O.  Box  58  • Gonzales,  Texas  78629  • (512)  672-6592 


\ 


\ 


1980  the  number  of  states  taking  such  action  had  increased 
to  22. 6 

In  1978,  the  NCI  director  announced  that  the  Institute 
would  sponsor  a clinical  trial  of  Laetrile  in  150  to  300  pa- 
tients with  terminal  cancer.5  The  trial  began  July  1,  1980, 
and  is  being  conducted  by  four  eminent  institutions,  includ- 
ing the  Mayo  Clinic  which  will  coordinate  the  data  from  all 
four  centers.7  About  200  cancer  patients  for  whom  no  other 
treatment  has  been  effective  will  be  given  Laetrile  along 
with  a special  diet  and  supplemental  vitamins.  The  study 
probably  will  be  completed  within  two  years. 

One  might  expect  the  NCI-sponsored  trial  with  Laetrile  to 
decide  finally  whether  Laetrile  treatment  of  neoplastic  dis- 
eases has  any  merit.  But,  if  the  results  disappoint  Laetrile's 
supporters,  they  probably  will  call  “foul”.  They  may  argue 
that  the  criteria  for  selecting  patients  were  unfair  and  that 
Laetrile  treatment  should  be  started  early  and  not  just  in 
cancer  patients  for  whom  no  other  treament  has  been  effec- 
tive. 

Thus,  Laetrile’s  glad  song  may  not  be  ended.  The  melody 
may  linger  on. 

Hugh  H.  Hussey,  MD 

Professor  in  Medicine  and  Biomedical  Communications,  University  of 

Texas  Health  Science  Center  at  Dallas.  Address  correspondence  to  4819 

Skillman  St,  Apt  209,  Dallas,  TX  75206. 

REFERENCES 

1.  Laetrile:  The  political  success  of  a scientific  failure.  Consumer  Reports, 
August  1977. 

2.  Ellison  NM,  Byar  DP,  Newell  GR:  Special  report  on  Laetrile:  The  NCI 
Laetrile  review.  New  Engl  J Med  299:499-552,  1978. 

3.  Kennedy  D:  Laetrile:  commissioner's  decision  on  status.  Federal  Regis- 
ter 42:39768-39806,  1977. 

4.  Jukes  TH:  Laetrile  for  cancer.  JAMA  236:1284-1286,  1976. 

5.  Jukes  TH:  Laetrile  on  trial.  JAMA  242:719-720,  1979. 

6.  Laetrile  distributors  seek  respectability.  AM  News,  p 7,  Aug  15,  1970 

7.  NCI  begins  Laetrile  tests  with  patients.  NIH  Alumni  Association  Newslet- 
ter 3:3,  1980. 


rvii  i 

REMBILIWION 

INSlIfUTE 


An  Orthopedic  Rehabilitation  Hospital 
Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 


• Metroplex  Regional  Spinal  Cord 
Injury  Program 

• Stroke/Head  Injury  Service 

• Arthritis  Program 

• The  Foot  Clinic 

• Amputee  and  Problem  Fracture  Service 

• Hand  Rehabilitation  Service 

• Spinal  Pain  Program 


Referrals:  214-637-0740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 
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IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 

At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


mn 

TEXAS  MEDICAL 
LIABILITY  TRUST 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less. 

But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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TMA  IN  ACTION 

AMA  delegates  set  policy  on 
Medicare  charges,  FDA  study 

The  12-member  Texas  Delegation  re- 
turned from  the  annual  meeting  of  the 
American  Medical  Association  House 
of  Delegates  having  received  an  award, 
won  an  election,  and  contributed  to  pol- 
icies on  a number  of  issues.  The  AMA 
House  of  Delegates  met  in  Chicago 
June  7-11 . 

Hilde  Bruch,  MD,  of  Houston,  was  se- 
lected as  the  1 981  recipient  of  the 
Joseph  B.  Goldberger  Award  in  Clinical 
Nutrition.  Dr  Bruch,  emeritus  professor 
of  psychiatry  at  Baylor  College  of  Medi- 
cine, received  a plaque  and  a $1 ,000 
stipend  during  the  annual  meeting. 

Charles  Max  Cole,  MD,  of  Dallas, 
was  reelected  to  serve  a three-year 
term  on  the  AMA  Board  of  Trustees.  Dr 
Cole  has  served  as  a member  of  the 
Board  since  1977.  A general  surgeon, 
he  has  served  as  TMA  president  and 
speaker  of  the  TMA  House  of  Dele- 
gates. He  is  also  past  president  of  the 
Dallas  County  Medical  Society. 

The  Texas  Delegation  presented  six 
resolutions  to  the  AMA  House  of  Dele- 
gates. Two  were  adopted  by  the  House. 
One  resolution  asked  the  AMA  to  urge 
the  Food  and  Drug  Administration 
(FDA)  to  complete  its  evaluation  of 
those  prescription  drugs  which  lack  evi- 
dence of  effectiveness.  The  Texas  res- 
olution, as  adopted  by  the  House,  asks 
the  FDA  to  invite  practicing  physicians 
to  provide  information  and  comments 
on  their  clinical  experiences  with  those 
drugs. 

The  House  also  adopted  a Texas  res- 
olution, in  substitute  form,  placing  the 
AMA  on  record  in  support  of  President 
Reagan’s  program  for  reduced  federal 
spending.  The  resolution  pointed  out 
that  double-digit  inflation  is  destroying 
the  US  economy  and  diminishing  Amer- 
icans’ ability  to  support  and  care  for 
themselves.  It  noted  that  government 
spending,  the  cost  of  implementing 


regulations,  and  federal  taxes  are  con- 
tributing to  inflation  and  the  increased 
cost  of  living.  The  AMA  has  supported 
certain  features  of  the  President’s  cost- 
cutting program.  For  example,  it  has 
supported  the  Medicaid  “cap”  concept 
and  the  proposal  for  block  grants.  How- 
ever, the  Association  has  not  supported 
the  proposed  elimination  of  the  “free- 
dom of  choice”  provision  in  the  Medi- 
care program. 

The  AMA  continues  to  support  the 
elimination  of  government  funding  for 
new  Health  Maintenance  Organizations 
(HMOs)  and  the  termination  of  funds  for 
existing  HMOs  after  the  current  funding 
cycle  ends.  The  House  of  Delegates 
adopted  that  policy  position  instead  of  a 
Texas  resolution  which  called  upon  the 
AMA  to  urge  the  97th  Congress  to  stop 
any  funding  or  other  subsidization  of 
prepaid  health  plans  immediately.  Ear- 
lier this  year,  the  AMA  had  asked  Con- 
gress to  eliminate  funds  for  the  start-up 
of  new  HMOs,  but  allowed  for  the  com- 
pletion of  funding  cycles  for  those  plans 
which  already  are  receiving  assistance. 
The  AMA’s  current  position  reflects  the 
Administration's  recommendations  on 
HMO  funding. 

The  AMA  House  of  Delegates 


learned  that  legislation  has  been  draft- 
ed which  would  eliminate  the  Economic 
Index  from  the  Medicare  program.  The 
legislation  would  update  charge  levels 
more  frequently  and  would  allow  new 
physicians  to  be  reimbursed  at  the  75th 
percentile,  rather  than  the  50th  percen- 
tile level. 

The  House  adopted  a report  of  the 
AMA  Board  of  Trustees  in  lieu  of  the 
Texas  resolution  which  had  asked  the 
AMA  to  submit  legislation  for  the  repeal 
of  the  Medicare  Economic  Index.  The 
Texas  resolution  noted  that  the  index 
has  caused  differences  in  Medicare  re- 
imbursement for  physician  services  in 
rural  and  urban  areas.  It  also  asked  the 
AMA  to  provide  information  for  distribu- 
tion to  senators  and  representatives  on 
the  inequities  caused  by  the  Economic 
Index,  and  to  urge  them  to  support  its 
repeal. 

The  AMA  has  expressed  its  support 
for  the  repeal  of  the  health  planning  act 
and  the  reduction  and  phasing  out  of 
health  planning  funding.  Nevertheless, 
the  Texas  Delegation  was  unable  to  se- 
cure approval  of  its  resolution  which,  in 
addition  to  asking  the  AMA  to  continue 
pursuing  repeal  of  health  planning  laws 
PL  93-641  and  PL96-79,  requested  that 


Dr  Lowell  H.  Steen,  chairman,  AMA  Board  of  Trustees,  presents  the  AMA's  1 981  Joseph  B.  Goldberger 
Award  in  Clinical  Nutrition  to  Dr  Hilde  Bruch  of  Houston.  Dr  Bruch  is  recognized  as  a leading  authority  on 
eating  disorders,  obesity,  and  anorexia  nervosa. 
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the  AMA  not  advocate  any  health  plan- 
ning programs  which  could  be  inter- 
preted as  being  mandated  upon  state 
medical  societies.  The  Texas  resolution 
urged  the  medical  profession  to  as- 
sume leadership  in  identifying  commu- 
nity medical  needs  through  voluntary 
medical  health  activity  and  developing 
resources  based  upon  those  needs. 

Instead,  the  House  adopted  a state- 
ment on  voluntary  health  planning  and 
principles  which  should  be  considered 
in  establishing  a voluntary  community 
health  planning  program.  This  was  pre- 
pared by  the  AMA  Council  on  Medical 
Service.  The  statement  emphasizes 
that  only  voluntary  planning  is  con- 
templated, at  the  option  of  the  com- 
munity. 

A Texas  resolution  which  asks  the 
AMA  to  validate  the  methods  used  by 
the  Graduate  Medical  Education  Na- 
tional Advisory  Committee  (GMENAC) 
to  project  physician  manpower  require- 
ments has  been  referred  to  the  Board 
of  Trustees  for  study.  The  AMA  is  ex- 
amining major  manpower  develop- 
ments and  issues  related  to  the  phy- 
sician population.  The  results  of  that 
assessment  will  be  reported  to  the 
AMA  House  of  Delegates  in  November. 

The  AMA  House  of  Delegates  con- 


sidered 156  resolutions  from  50  dele- 
gations during  the  four-day  meeting. 

TMA  membership 
tops  19,000 

The  Texas  Medical  Association  has 
grown  9.4%  during  the  past  year.  From 
April  1 980  to  May  1 981 , membership 
rolls  rose  from  a total  of  1 7,488  to 
19,137  members. 

The  largest  increase  in  membership 
came  from  the  medical  student  and  res- 
ident physician  categories.  The  medical 
student  category  grew  44%;  the  resi- 
dent physician  category  grew  35.2%. 
Currently,  residency  program  directors 
indicate  there  is  a total  of  3,400  resi- 
dent physicians  in  Texas.  TMA  resident 
membership  totals  599.  The  regular 
membership  category  experienced  a 
6.3%  increase  with  a total  of  1 1 ,380 
members  reported  in  May. 

The  membership  department  is 
working  closely  with  county  medical  so- 
ciety staffs  across  the  state  to  identify 
problem  areas  in  local  recruitment. 
Special  efforts  are  being  made  to  ac- 
quire additional  information  on  all  non- 
member physicians  to  update  the  TMA 
computer  files  and  aid  member  solici- 
tation. 


Two  Dallas  hospitals  win 
CME  accreditation 

The  Texas  Medical  Association  Com- 
mittee on  Continuing  Education  re- 
cently took  action  on  several  applica- 
tions for  continuing  medical  education 
accreditation.  Approval  for  two-year 
provisional  accreditation  was  granted  to 
Presbyterian  Hospital  of  Dallas.  Meth- 
odist Hospitals  of  Dallas  was  resur- 
veyed and  granted  continued  accredita- 
tion for  four  years. 

Continuing  medical  education  ac- 
creditation authorizes  an  institution  or 
organization  to  determine  which  of  its 
programs  meet  the  criteria  for  Category 
1 credit  of  the  American  Medical  Asso- 
ciation Physician’s  Recognition  Award. 
Institutions  and  organizations  inter- 
ested in  accreditation  may  contact  the 
Office  of  Medical  Education,  Texas 
Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701. 

Directory  lists  medical 
detoxification  centers 

The  “Directory  of  Substance  Abuse 
Medical  Detoxification  Centers  in  Tex- 
as,” updated,  compiled  and  published 
by  the  Texas  Medical  Association  Spe- 
cial Committee  on  Alcoholism  and  Drug 
Abuse,  is  available  now.  The  directory 
lists  medical  detoxification  centers  and 
provides  information  about  location,  ad- 
missions, fees,  hours,  and  names  of 
persons  to  contact.  It  may  be  obtained 
for  $2  per  copy.  Send  orders  to  Com- 
mittee on  Alcoholism  and  Drug  Abuse, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 . 

Texas  Medicine  ranks  high 
among  medical  journals 

Texas  Medicine  ranks  second  only  to 
specialty  journals  among  medical  pub- 
lications read  regularly  by  Texas  Medi- 
cal Association  members. 

Best-read  sections  of  Texas  Medi- 
cine are  scientific  articles  (91%),  con- 
tents (89%),  What’s  New  (86%),  cover 
(85%),  and  general  news  (85%). 


Dr  Lowell  H.  Steen,  chairman,  AMA  Board  of  Trustees,  introduces  Paul  Banks,  San  Marcos,  and  Faye  Y. 
Chiou,  College  Station,  who  received  AMA  citations  for  their  outstanding  exhibits  at  the  International 
Science  Fair 
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These  findings  are  part  of  the  results 
of  a readership  survey  completed  early 
in  1981.  A computer-selected  random 
sample  of  2,500  TMA  members  re- 
ceived the  survey,  and  20.2%  respond- 
ed. A 20%  response  is  generally  con- 
sidered to  be  statistically  significant. 

Respondents  say  that  they  read  and 
want  more  scientific  articles,  yet  from  a 
list  of  six  specific  items  in  two  recent  is- 
sues, they  best  remember  a news  item 
about  PSRO  (50%),  and  a Medicine 
and  the  Law  column  on  insurance  and 
hospital  privileges  (48%). 

More  than  half  of  the  respondents 
(56%)  say  Texas  Medicine  is  clinically 
useful,  and  the  same  number  use  the 
journal  to  keep  up  with  TMA  activities. 

One  goal  of  the  survey  was  to  learn 
where  TMA  members  are  likely  to  seek 
information,  both  scientific  and  organi- 
zational. 

In  total  tabulation  as  well  as  through- 
out most  breakdowns  by  age,  special- 
ty, and  community  size,  the  survey 
showed  that  physicians  look  first  to 
their  specialty  journals  and  second  to 
Texas  Medicine.  (See  chart  below.) 

Besides  journals,  TMA  members  rely 
heavily  on  meetings  and  conferences 
(71%),  and  continuing  education 
courses  are  a second  choice  (55%). 
Thirty-four  percent  use  audiotapes  and 
32%  use  newsletters. 

Texas  Medicine  is  seen  as  a first-line 
source  (49%)  for  information  about  the 
TMA,  although  the  question  did  not  ex- 
plore other  TMA  communications  such 
as  TMA  Action  and  Legislative  Bulletin. 


1 . Publications  read  regularly  by  physicians 
responding  to  Texas  Medicine  readership  survey 

% Publication 

73  Your  specialty  journals 
65  Texas  Medicine 

55  Journal  of  the  American  Medical  Association 

45  American  Medical  News 

44  Medical  Economics 

32  New  England  Journal  of  Medicine 

22  Medical  Newsletter 

21  Medical  World  News 

1 3 Patient  Care 

10  Other 


The  next  most  popular  way  to  get  infor- 
mation about  TMA,  our  readers  say,  is 
"Ask  your  colleagues.”  That  choice 
ranks  above  "Ask  someone  you  know 
who  is  active  in  TMA,”  “Ask  county 
society  delegates,  officers,  or  execu- 
tives,” and  “Contact  TMA  headquar- 
ters.” 

The  previous  readership  survey  was 
done  in  1 972.  Allowing  for  changes  in 
Texas  Medicine  which  prevented  iden- 
tical questions  on  both  surveys,  read- 
ers still  want  both  scientific  articles  and 
news,  and  Medicine  and  the  Law  is  still 
popular.  Obituaries,  however,  have 
dropped  from  fifth  to  eleventh  place 
among  sections  most  often  read. 

Finally,  38%  of  respondents  indicated 
that  they  spend  more  than  1 5 minutes 
reading  Texas  Medicine , and  19%  indi- 
cated that  they  read  most  of  it.  In  the 
previous  survey,  20%  of  respondents 
said  they  spent  30  minutes  reading  the 
journal. 

Oenophiles  hear  noted 
wine  authority  speak 

The  romance  of  wine  and  the  wine  rev- 
olution were  subjects  for  discussion 
during  the  TMA  Oenological  Society 
dinner  at  the  TMA  Annual  Session  in 
Dallas.  Some  55  wine  lovers  (TMA 
members  and  their  spouses)  dined  at 
Mario’s  Restaurant  and  tasted  a variety 
of  California,  Texas,  and  French  wines. 

Leon  Adams,  noted  author  of  Wines 
in  America , discussed  the  genealogy  of 
the  wines  served  and  told  tales  about 
the  winemakers,  many  of  whom  he 
knows  personally.  Adams  founded  both 
the  Wine  Institute  and  the  Society  of 
Medical  Friends  of  Wine. 

A well-respected  authority,  Adams 
explained  how  medicine  and  wine  have 
historically  commingled.  He  noted  how 
physicians  have  prescribed  and  pro- 
scribed wine  for  patients,  procured 
vineyards,  produced  grapes,  and  made 
wine  through  the  ages. 

The  TMA  Oenological  Society  meets 
once  each  year  during  the  annual  ses- 
sion. TMA  members  wishing  further  in- 


formation should  contact  David  D. 
Madorsky,  MD,  21 1 0A,  Northwest  Mili- 
tary Highway,  San  Antonio,  TX  78213; 
512-349-0011. 

Portable  oxygen  unit 
frees  patients  from  “leash” 

The  coupling  of  space  and  medical 
technology  has  resulted  in  a multitude 
of  benefits  in  patient  care.  Pacemakers 
and  microsurgery  are  but  two  examples 
of  this  unique  combination.  Henry 
Heimlich,  MD,  of  Cincinnati,  intent  on 
allowing  patients  who  are  dependent 
upon  oxygen  units  to  become  ambu- 
latory, turned  to  this  combination  of 
space  technology  and  medicine  for  a 
solution.  “I  knew  that  I needed  some 
form  of  miniaturization  and  I contacted 
NASA  for  their  help,”  he  said.  A working 
relationship  with  astronaut  Neil  Arm- 
strong and  other  scientists  in  the  space 
industry  led  to  the  eventual  develop- 
ment of  the  portable  oxygen  system. 

Dr  Heimlich,  perhaps  best  known  for 
the  Heimlich  maneuver  to  assist  chok- 
ing victims,  spoke  about  space  tech- 
nology and  medical  technological 
possibilities  during  the  Texas  Medical 
Association  Annual  Session  in  Dallas 
May  27-31. 

Working  with  a $1 00,000  grant  from 
the  Benedum  Foundation  in  Pittsburgh, 
Dr  Heimlich  set  out  to  develop  a porta- 
ble oxygen  unit.  He  reports  that  six 


Leon  Adams,  noted  authority  on  wines. 
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Dr  Durwood  E.  Neal  makes  his  closing  remarks  as 
TMA  president  to  the  House  of  Delegates. 


Newly  elected  speaker  of  the  House  of  Delegates 
Dr  Clifford  Burross  of  Wichita  Falls,  asks  a ques- 
tion from  the  floor  of  the  House  during  the  annual 
meeting  in  Dallas  (above) 

Some  4,850  physicians  and  guests  attending  the 
TMA  1 1 4th  annual  meeting  visited  the  exhibit  hall 
and  sidewalk  cafe  (middle). 


Dr  Val  F.  Borum  of  Forth  Worth  was  elected  vice 
speaker  of  the  House  of  Delegates  (right) 

State  Health  Commissioner  Dr  Robert  Bernstein 
addressed  the  Section  on  Public  Health  during  the 
TMA  annual  meeting  (far  right). 
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New  TMA  officers  include  Dr  Ruth  M Bain  of  Aus- 
tin, president-elect,  Dr  Bill  Ross  of  Dallas,  presi- 
dent; and  Dr  C.  Frank  Webber  of  Houston,  vice 
president. 


TEXAS  MEDICINE 


Ms  Anna  Wiley,  ophthalmic  photographer,  assists 
exhibit  visitors  with  a slide  presentation  of  the  eye 
showing  spontaneous  vitreous  hemorrhage.  This 
exhibit  won  the  Aesculapius  Award. 


ntqneQns 


Dr  John  M.  Smith,  Jr,  AMPAC  chairman,  presents 
two  awards  to  TEXPAC  chairman  Dr  Charles  M. 
Sloan  during  the  opening  session  of  the  House  of 
Delegates. 


Dr  James  H.  Gray  of  Dallas  took  best  of  show  and 
first  place  for  his  art  entry  titled  "Drought”  in  the  art 
competition  (above). 

Physicians  and  representatives  from  communities, 
hospitals,  and  private  medical  practices  jot  down 
opportunities  during  the  Practice  Opportunity 
Matching  Center  at  annual  session.  Some  200 
physicians  and  representatives  participated  in  the 
TMA-sponsored  referral  service  (middle). 


Physicians  discuss  nonsteroidal  anti-inflammatory 
drugs  during  a curbstone  consultation  at  the  an- 
nual meeting  in  Dallas  May  28  (left). 
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Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702  (Check  for  availability 
in  your  state.) 

Wm^m  ML  PROFESSIONAL 
■ LIABILITY 
INSURANCE. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 


18 


TEXAS  MEDICINE 


for  Knotts  in  the  night 

Prescribe  new  formula 


Quinamm 

(quinine  sulfate  tablets) 


each  tablet  contains  quinine  sulfate  260  mg 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc., 
Cayey,  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) for  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats,  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content,  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cinchomsm  Such  symptoms,  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision;  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears 

If  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever, 
gastric  distress,  dyspnea,  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  qumidme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxm  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  qumidme  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine,  it  is  recommended  that  plasma  levels  for  digoxm 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  ol  neuromuscular  blocking  agents  (particularly  pancuronium  sue 
cmylcholine.  and  tubocurarme)  may  be  potentiated  with  quinine,  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  lor  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  1 7-ketogenic  steroids  when 
the  Zimmerman  method  is  used 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 
A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°o)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochlonde)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intrapentoneal  injections  (0  5 mM 
kg  ) were  given  twice,  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  lound 

Pregnancy 

CItegory  X See  CONTRAINDICATIONS 
Nonteratooemc  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursing  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chomsm  or  hypersensitivity ) 

Hematologic  acute  hemolysis,  thrombocytopenic  purpura,  agranulocytosis 
hypoprothrombmemia 

CNS  visual  disturbances,  including  blurred  vision  with  scotomata  photophobia 
diplopia,  diminished  visual  fields  and  disturbed  color  vision,  tinnitus  deafness 
and  vertigo,  headache,  nausea,  vomiting,  fever,  apprehension  restlessness 
confusion,  and  syncope 

Dermalologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction,  papular,  or  scarlatinal)  pruritus  flushing  of  the  skin  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 

DRUG  ABUSE  AND  DEPENDENCE 

Tolerance,  abuse,  or  dependence  with  Quinamm  has  not  been  reported 

OVERDOSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  ADMINISTRATION 

1 tablet  upon  retiring  If  needed.  2 tablets  may  be  taken  nightly— 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 

Product  Information  as  of  October  1980 
Licensor  of  Merrell" 

MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey  Puerto  Rico  00633 

Direct  Medical  Inquiries  to 

Merrell 


MERRELL  DOW  PHARMACEUTICALS  INC 
Subsidiary  of  The  Dow  Chemical  Company 
Cincinnati,  OH  4521 5 . U S A. 


1-0137  (Y437CIMNQ-699 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  model 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 


( n 


. . .takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Tenuate  Dospan  e 

(diethy IpropiOII  Tenuate  ® 

Ui«rl,«n  nUln  wifln  I ICD\  (diethylpropion  hydrochloride  USP) 

hydrochloride  USP)  Tenuate  Dospan  @ 


75  mg  controlled-release  tablets 


(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adjunct  in  a prescribed  dietary  regi- 
men. Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  “. . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.” 2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

■Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey,  Puerto  Rico  00633 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc..  Cincinnati, 
Ohio  45215. 2.  Hoekenga  MT  eJ  al:  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin,  Ed  , New  York. 

Raven  Press,  1978,  pp. 391-404 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma.  Agitated  states  Patients  with  a history 
of  drug  abuse.  During  or  within  1 4 days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result). 

WARNINGS:  If  tolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued.  Tenuate  may  impairthe  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used,  consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol . Drug  Dependence:  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion. The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program.  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
which,  in  the  case  of  certain  drugs,  maybe  severe.  There  are  reports  of  patients  who  have  in- 
creased the  dosage  to  many  times  that  recommended.  Abrupt  cessation  following  prolonged 
high  dosage  administration  results  in  extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG.  Manifestations  of  chronic  intoxication  with  anorectic  drugs  include  se- 
vere dermatoses,  marked  insomnia,  irritability,  hyperactivity,  and  personalty  changes.  The  most 
severe  manifestation  of  chronic  intoxications  is  psychosis,  often  clinically  indistinguishable  from 
schizophrenia.  Use  in  Pregnancy:  Although  rat  and  human  reproductive  studies  have  not  indi- 
cated adverse  effects,  the  use  of  Tenuate  by  women  who  are  pregnant  or  may  become  pregnant 
requires  that  the  potential  benefits  be  weighed  against  the  potential  risks.  Use  in  Children: 
Tenuate  is  not  recommended  for  use  in  children  under  12  years  of  age. 

PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate  for  patients  with  hypertension 
or  with  symptomatic  cardiovascular  disease,  including  arrhythmias.  Tenuate  should  not  be  ad- 
ministered to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  Tenuate  and  the  concomitant  dietary  regimen . Tenuate  may 
decrease  the  hypotensive  effect  of  guanethidine.  The  least  amount  feasible  should  be  prescribed 
or  dispensed  at  one  time  in  order  to  minimize  the  possibility  of  overdosage.  Reports  suggest  that 
Tenuate  may  increase  convulsions  in  some  epileptics . Therefore , epileptics  receiving  Tenuate 
should  be  carefully  monitored . Titration  of  dose  or  discontinuance  of  Tenuate  may  be  necessary. 
ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia,  elevation  of  blood  pressure, 
precordial  pain,  arrhythmia.  One  published  report  described  T-wave  changes  in  the  ECG  of  a 
healthy  young  male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous  System: 
Overstimulation,  nervousness,  restlessness,  dizziness,  jitteriness,  insomnia,  anxiety,  euphoria, 
depression,  dysphoria,  tremor,  dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely 
psychotic  episodes  at  recommended  doses.  In  a few  epileptics  an  increase  in  convulsive  epi- 
sodes has  been  reported.  Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste,  nausea, 
vomiting,  abdominal  discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturbances 
Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine  Impotence,  changes  in  libido, 
gynecomastia,  menstrual  upset.  Hematopoietic  System:  Bone  marrow  depression,  agranulo- 
cytosis, leukopenia.  Miscellaneous:  A variety  of  miscellaneous  adverse  reactions  has  been 
reported  by  physicians.  These  include  complaints  such  as  dyspnea,  hair  loss,  muscle  pain, 
dysuria,  increased  sweating,  and  polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydrochloride):  One  25  mg  tablet 
three  times  daily,  one  hour  before  meals,  and  in  midevening  if  desired  to  overcome  night  hunger. 
Tenuate  Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg.  tablet  daily,  swal- 
lowed whole,  in  midmorning . Tenuate  is  not  recommended  for  use  in  children  under  1 2 years 
of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  restlessness,  tremor,  hyperreflexia. 
rapid  respiration,  confusion,  assaultiveness,  hallucinations,  panic  states.  Fatigue  and  depression 
usually  follow  the  central  stimulation.  Cardiovascular  effects  include  arrhythmias,  hypertension 
or  hypotension  and  circulatory  collapse  Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Overdose  of  pharmacologically  similar  compounds  has  re- 
sulted in  fatal  poisoning,  usually  terminating  in  convulsions  and  coma  Management  of  acute 
Tenuate  Intoxication  is  largely  symptomatic  and  includes  lavage  and  sedation  with  a barbiturate 
Experience  with  hemodialysis  or  peritoneal  dialysis  is  inadequate  to  permit  recommendation  in 
this  regard.  Intravenous  phentolamine  (Regitine - ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates  Tenuate  overdosage. 

Product  Information  as  of  June,  1980 
Licensee  of  Merrell® 
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patients  are  currently  using  the  system. 
In  the  course  of  his  research,  however, 
he  observed  many  beneficial  side  ef- 
fects of  the  portable  system  beyond 
that  of  making  patients  mobile.  For  in- 
stance, because  oxygen  is  admin- 
istered through  the  trachea  with  this 
system,  there  is  less  irritation  to  the 
nasal  passages  and  a patient  is  able  to 
stay  on  oxygen  for  longer  periods  of 
time.  Dr  Heimlich  found  that  patients 
use  four  to  ten  times  less  oxygen  with 
the  trachea  method.  Because  the  sys- 
tem is  portable,  physicians  can  put  their 
patients  on  oxygen  earlier  in  the  dis- 
ease. In  the  past,  he  said,  physicians 
have  delayed  tying  patients  to  an  oxy- 
gen unit  with  a 50-foot  “leash”  until  it 
was  absolutely  necessary.  Using  oxy- 
gen earlier,  he  said,  prevents  other 
organs  from  deteriorating.  He  also 
noted  that  those  patients  on  the  system 
are  not  hospitalized  for  infection  as  fre- 
quently. This  cuts  down  on  hospital 
costs  and  the  use  of  antibiotics.  “This 
system  can  save  a patient  $3,000  on 
oxygen  and  hospitalization  costs,”  he 
said.  He  cited  one  patient  who  saved 
$30,000  and  has  not  been  hospitalized 
since  he  tried  the  system. 

Dr  Heimlich  has  directed  his  research 
at  two  specific  groups  of  patients:  those 


suffering  from  emphysema  and  those 
with  black  lung  disease. 

“I  am  hopeful  that  the  portable  sys- 
tem could  restore  many  patients  to  a 
useful  existence,"  Heimlich  said.  He 
added,  “The  clinical  improvements  are 
exciting.” 

HEALTH  LINE 


Texas  infant  mortality 
falls  to  new  low 

Texas’  infant  mortality  rate  reached  yet 
another  new  low  of  1 2. 1 deaths  per 
1 ,000  births  this  past  year.  This  data 
comes  from  the  1 980  report  by  the 
Texas  Department  of  Health  Bureau  of 
Vital  Statistics,  which  released  its  data 
in  June.  The  report  also  revealed  that 
the  neonatal  death  rate  was  the  lowest 
ever  with  8.2  deaths  per  1 ,000  births. 

There  were  273,433  babies  born 
to  Texas  mothers  in  1980.  Based  on 
the  1980  Federal  Census  count  of 
14,288,383  state  residents,  the  birth 
rate  was  1 9.2  per  1 ,000  population. 

The  Bureau  of  Vital  Statistics  also  re- 
vealed that  heart  disease,  cancer,  cere- 
brovascular disease,  and  accidents 
were  the  four  leading  causes  of  death 


in  Texas.  Heart  disease  claimed  37,581 
lives  and  cancer  accounted  for  21 ,1 64 
lives.  Cerebrovascular  disease  was  the 
third  leading  cause  with  9,728  deaths. 
The  death  toll  from  accidents  in  1980 
was  7,785. 

The  report  cited  the  remaining  top 
ten  causes  of  death.  They  are  bron- 
chitis, emphysema,  asthma,  and  allied 
conditions;  pneumonia  and  influenza; 
homicide;  diabetes  mellitus;  suicide; 
and  certain  causes  originating  in  the 
perinatal  period. 

TDH  cautions  physicians 
about  smallpox  vaccine 

The  Texas  Department  of  Health  (TDH) 
is  urging  physicians  to  avoid  giving 
smallpox  vaccinations  to  a strictly  civil- 
ian population.  A recent  adverse  reac- 
tion to  the  vaccine  by  a Texas  National 
Guardsman  spurred  the  TDH  to  make 
this  statement  in  June. 

United  States  military  personnel  and 
their  dependents  who  travel  overseas, 
however,  are  still  required  to  be  immu- 
nized against  smallpox.  Military  medi- 
cal facilities  usually  administer  these 
vaccinations  and  manage  any  com- 
plications which  may  occur. 

The  TDH  reports  that  local  infection 
at  the  vaccination  site  is  one  of  the 
more  severe  adverse  reactions.  This 
sometimes  leads  to  a generalized  infec- 
tion with  vaccinia  virus  in  a vaccinated 
individual  and  also  in  susceptible  close 
family  contacts. 

The  TDH  reported  that  others  at  high 
risk  include  persons  with  eczema  or 
those  with  innate  or  induced  immune 
deficiency.  This  might  occur  with  leuke- 
mia, lymphoma,  ordysgammaglobu- 
linemias;  therapy  with  immunosuppres- 
sive drugs  such  as  corticosteroids  or 
antimetabolites;  or  extensive  radiation 
therapy. 

Physicians  with  information  on  per- 
sons who  experience  an  adverse  reac- 
tion to  immunization  are  urged  to  report 
each  case  to  the  TDH  Bureau  of  Com- 
municable Diseases.  Call  1-800- 
252-1952. 


Dr  Henry  J.  Heimlich  of  Cincinnati;  AMA  President,  Dr  Robert  B Hunter;  and  immediate  past  speaker  of  the 
TMA  House  of  Delegates,  Dr  Milton  V.  Davis,  share  thoughts  during  the  press  reception  in  Dallas, 
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Spring  graduates  choose 
residencies  in  Texas 

Some  937  medical  students  graduated 
from  Texas’  seven  medical  schools  dur- 
ing the  1980-1981  academic  year. 
More  than  50%  of  the  graduates  chose 
to  remain  in  Texas  for  their  graduate 
medical  education  and  51%  selected 
primary  care  as  their  chief  specialty. 
Primary  care  includes  the  specialties  of 
family  practice,  internal  medicine, 
obstetrics  and  gynecology,  and  pedi- 
atrics. 

Entering  primary  care  residencies 
are  28  of  the  42  graduates  of  Texas 
Tech  University  School  of  Medicine;  13 
of  the  32  graduates  of  Texas  A&M  Col- 
lege of  Medicine;  78  of  the  1 49  gradu- 
ates of  UT  Medical  School  at  Houston; 
69  of  the  1 36  graduates  of  UT  Medical 
School  at  San  Antonio;  1 1 5 of  the  1 81 
graduates  of  Baylor  College  of  Medi- 
cine; 1 06  of  the  1 99  graduates  of  UT 
Medical  Branch  in  Galveston;  and  120 
of  the  1 98  graduates  of  UT  South- 
western in  Dallas. 

Women  accounted  for  22%  of  the 
graduating  class.  There  were  207 
women  and  730  men  graduates. 

Many  of  the  new  graduates  will  re- 


main in  Texas  for  additional  training. 
Five  hundred  forty-five  (545)  of  the 
graduates  have  accepted  varied  resi- 
dency positions  within  the  state. 

Texas  corporation  acquires 
Medical  World  News 

HEI  Publishing  Inc,  a subsidiary  of  the 
Houston-based  Hospital  Equities  Inc, 
recently  acquired  the  biweekly  medi- 
cal magazine,  Medical  World  News. 
George  G.  Alexander,  MD,  of  Houston, 
chairman  of  HEI’s  board  of  directors, 
noted  that  this  is  the  corporation’s  first 
venture  into  the  medical  publishing 
field.  Dr  Alexander  also  serves  on  the 
board  of  directors  for  HEI  Publishing 
Inc. 

Robert  L.  Curry,  publisher  and  pres- 
ident of  Medical  World  News,  told 
Texas  Medicine  that  the  magazine  is 
among  the  ten  top  magazines  pub- 
lished. “ Medical  World  News  has  the 
unique  ability  to  disseminate  a wide  va- 
riety of  news  to  physicians  and  others 
involved  in  the  medical  field,”  he  said. 
“The  beauty  of  the  magazine,”  Curry 
said,  “is  that  it  is  written  in  layman 
terms.  It  is  a good  launch  into  medical 
communications  by  HEI,”  he  said. 


Curry  was  also  publisher  of  Medical 
World  News  when  it  was  owned  by 
McGraw  Hill  Publishing. 

Hospital  Equities  Inc  is  owned  by 
some  100  physicians.  The  corporation 
owns  and  operates  hospitals,  an  emer- 
gency treatment  center,  and  a place- 
ment center  for  hospital  personnel. 

Other  Texas  physicians  serving  on  the 
board  of  directors  for  HEI  Publishing  Inc 
include  Robert  B.  Crouch,  MD;  Robert 
G.  Thumwood,  MD;  and  Adam  Wolski, 
MD. 

CAPITAL  COMMENTS 

TMA  legislative  goals  achieve 
sizeable  gains  in  67th  session 

Many  Texas  Medical  Association  legis- 
lative objectives  were  attained  by  the 
time  the  regular  session  of  the  Legisla- 
ture adjourned  June  1 . The  following 
summary  highlights  the  major  health 
legislation  and  its  final  disposition  at  the 
close  of  the  regular  session. 

MEDICAL  PRACTICE  ACT 
Efforts  to  reenact  the  Texas  State 
Board  of  Medical  Examiners  are  under 


MD  degrees  conferred  by  Texas  medical  schools,  1981* 


Medical  School 

Male 

Graduates 

Female 

Graduates 

Total  No. 
of  Graduates 

Graduates  Entering 

Primary  Care  Residencies 

For  Graduate  Medical  Education 

Graduates  Remaining 
in  Texas  for  Graduate 
Medical  Education 

Texas  Tech  University 

School  of  Medicine 

32 

10 

42 

28 

31 

A&M  University 

College  of  Medicine 

25 

7 

32 

13 

23 

UT  Medical  School 

at  Houston 

124 

25 

149 

78 

87 

UT  Medical  School 

at  San  Antonio 

99 

37 

136 

69 

89 

Baylor  College  of  Medicine 

134 

47 

181 

115 

106 

UT  Medical  Branch 

150 

49 

199 

106 

108 

UT  Southwestern 

Medical  School 

166 

32 

198 

120 

101 

Total 

730 

207 

937 

529 

545 

* Source:  Telephone  survey  of  Texas  medical  schools,  June  1981 . 


Volume  77  August  1981 


23 


o carve  a name 
for  yourself 
administering  Medicaid 


It 

takes 
skill  and 
termination 


At  Electronic  Data  Systems, 
we’ve  built  our  reputation  on 
solid  performance  in  the 
computer  services  industry.  We 
have  hundreds  of  satisfied 
customers  in  commerce  and 
government.  Our  expertise  in 
administering  public  programs 
spans  federal,  state,  local  and 
even  international  boundaries. 
And,  we’ve  been  involved  in 
Medicaid  since  it  was 
conceived  by  Congress. 

We  now  have  Medicaid 


experience  in  18  states, 
including  Texas  through  our 
NHIC  subsidiary.  No  other 
Medicaid  contractor  can  match 
our  experience  or  results.  We 
have  the  resources,  skill  and 
commitment  to  maintain  our 
good  name.  EDS — it’s  as  solid 
as  a rock. 


Electronic  Data  Systems  Corporation 
7171  Forest  Lane 
Dallas,  Texas  75230 
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IS  IT  EVER  SAFE  (AND  SMART)  TO 
PUT  ALL  YOUR  EGGS  IN  ONE  RASKET? 


DEPENDS  ON  THE  BASKET! 


FOR  MORE  INFORMATION,  CONTACT: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE TRUST 

1901  NORTH  LAMAR  BLVD.,  AUSTIN,  TEXAS  78705 
TOLL  FREE  1 *800*252«9318  (Houston  Physicians  dial  only  224-5309) 

Prudential 
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way  now  during  the  special  session  of 
the  Legislature.  That  session  is  due  to 
adjourn  at  noon,  Aug  1 1 . 

NURSE  PRACTICE  ACT  (NPA) 
Legislation  to  create  the  statutory  cate- 
gory of  the  advanced  nurse  practitioner 
under  the  State  Board  of  Nurse  Exam- 
iners (BNE)  was  defeated  at  the  com- 
mittee level  during  the  regular  legis- 
lative session.  This  would  have  given 
nurses  the  de  facto  independent  au- 
thority to  diagnose,  treat,  and  prescribe 
for  minor  illnesses.  And,  language  which 
would  authorize  the  State  Board  of 
Nurse  Examiners  to  certify  advanced 
nurse  practitioners  was  removed  from 
the  Nurse  Practice  Act  on  the  House 
floor.  In  addition,  the  composition  of  the 
BNE  was  altered  to  provide  representa- 
tion on  the  board  for  associate,  bac- 
calaureate, and  diploma  schools  of 
nursing. 

ALLIED  HEALTH  SUNSET  ACTS 
The  remaining  licensure  acts  for  the 
health  professions  undergoing  “sunset” 
passed  with  no  substantive  changes. 
The  TMA  cooperated  with  representa- 
tives of  dentistry,  physical  therapy,  psy- 
chology, licensed  vocational  nursing, 
chiropractic,  pharmacy,  and  optometry, 
making  statutory  clarification  as  each 
act  applied  to  the  Medical  Practice 
Act.  TMA  opposed  one  section  of  the 
Dental  Practice  Act  which  would  have 
permitted  oral  surgeons  to  take  patient 
histories  and  perform  physicals  as  part 
of  admitting  patients  to  the  hospital  for 
dental  surgery.  This  section  was  rewrit- 
ten to  accommodate  legal  concerns. 
The  new  language  does  not  allow  an 
oral  surgeon  to  perform  the  admitting 
physical  for  an  oral  surgical  patient  un- 
less so  authorized  by  the  medical  staff 
credentials  committee. 

NONLICENSED  ALLIED  HEALTH 
Legislation  designed  to  license  radio- 
logic  technologists  stalled  at  the  com- 
mittee level,  as  did  the  proposed  li- 
censure for  dialysis  operators.  A bill  to 
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license  marriage  and  family  counselors 
died  in  Calendars  Committee,  but  two 
bills,  one  certifying  school  counselors 
and  the  other  social  workers,  passed  in 
the  closing  days  of  the  session.  A bill  to 
license  social  psychotherapists  failed  to 
be  reenacted,  although  this  practice  act 
could  be  resurrected  when  the  Medical 
Practice  Act  is  considered  during  the 
special  legislative  session.  A bill  to 
establish  statewide  minimum  standards 
to  regulate  emergency  medical  ser- 
vices personnel  in  emergency  vehicles 
passed  the  Senate  with  TMA  assis- 
tance, but  failed  to  pass  the  House  be- 
fore adjournment. 

DRUGS  AND  ALCOHOL-RELATED 
LEGISLATION 

Legislative  action  has  altered  the  way 
physicians  can  prescribe  medication  in 
three  ways:  (1 ) a two-line  prescription 
pad  as  part  of  generic  prescribing;  (2) 
authorization  of  telephonic  orders  by 
the  physician’s  agent;  and  (3)use  of  the 
triplicate  forms  for  schedule  II  nar- 
cotics. A special  communication  on 
each  of  these  issues  will  be  sent  to  all 
physicians. 

Generic  Prescribing.  Negotiation  be- 
tween the  pharmacy  and  medical  pro- 
fessions during  the  past  two  years 
culminated  in  a bill  permitting  pharma- 
cists to  select  a generically  equivalent 
drug  product  different  from  the  physi- 
cian’s prescription.  The  bill  satisfied  cri- 
teria established  by  the  TMA  Council 
on  Legislation  and  Executive  Board. 

Major  features  of  the  bill  are  (1 ) phy- 
sician control  of  the  prescription  by  way 
of  a two-line  signature  prescription 
form;  (2)  physician  notification  through 
the  labeling  process  of  any  authorized 
drug  product  selection  by  the  phar- 
macist; (3)  consumer  notification  and 
consent,  in  addition  to  physician  autho- 
rization, for  alternate  drug  product  se- 
lection, and  authority  for  the  consumer 
to  override  the  pharmacist’s  decision; 

(4)  penalty  clauses  for  the  pharmacist’s 
failure  to  comply  with  the  act;  and  (5) 
statutory  standard  of  generic  equiva- 


lence that  includes  both  the  pharma- 
ceutical equivalence  and  therapeutic 
equivalence. 

One  potential  problem  with  the  bill 
is  the  absence  of  a provision  requiring 
pharmacists  to  pass  on  to  the  con- 
sumer all  of  the  savings  that  might  re- 
sult from  filling  a prescription  with  a 
generic  rather  than  a brand  name  drug. 
Representatives  of  the  various  con- 
sumer groups  and  pharmacists  insisted 
on  deletion  of  such  provision,  arguing 
that  a pharmacist  will  not  substitute 
without  some  economic  incentive  to  do 
so.  An  amendment  by  Sen  Betty  Andu- 
jar  of  Fort  Worth  to  require  a net  sav- 
ings pass-on  to  the  consumer  was  ap- 
proved and  enacted.  The  bill  goes  into 
effect  in  January  1982. 

Telephonic  Orders.  Legislation  spon- 
sored by  Sen  Carl  Parker  of  Port  Arthur 
and  Representatives  George  Pierce  of 
San  Antonio  and  Ray  Keller  of  Duncan- 
ville authorized  the  telephonic  orders  of 
a physician's  prescription  by  the  physi- 
cian’s agent.  This  corrected  a problem 
inadvertently  created  during  the  1979 
session  of  the  Legislature. 

Triplicate  Prescriptions.  The  Legisla- 
ture passed  the  triplicate  prescription 
bill  carried  by  Sen  Ray  Farabee  of 
Wichita  Falls,  to  apply  on  a trial  basis  to 
schedule  II  substances.  The  bill  goes 
into  effect  in  January  1 982. 

Mandatory  License  Revocation.  After 
amendments  were  incorporated  at  the 
request  of  the  TMA,  legislation  was 
passed  that  will  automatically  revoke  a 
physician's  license  upon  conviction  of 
a drug-related  felony.  The  Texas  State 
Board  of  Medical  Examiners  retains  the 
authority  to  reinstate  or  probate  the 
revoked  license  when  in  the  public 
interest. 

DMSO.  TMA  assisted  Rep  Gene 
Green  of  Houston  in  passing  legislation 
clarifying  the  safe  and  lawful  use  of  di- 
methyl sulfoxide  (DMSO)  for  medical 
purposes.  The  legislation  establishes  a 
medical  grade  standard  for  DMSO 
(sterile  and  pyrogen  free),  requires  for- 
mal consent  for  its  use  by  a physician, 


TEXAS  MEDICINE 


and  maintains  the  physicians'  re- 
sponsibility to  both  the  patient  and  the 
Board  of  Medical  Examiners  regarding 
its  uses  other  than  those  approved  by 
the  FDA.  A labeling  warning  is  also  re- 
quired for  DMSO  which  is  not  "sterile 
and  pyrogen  free." 

TORTS  AND  PROFESSIONAL 
LIABILITY 

Medical  professional  liability  insurance. 
Legislation  to  extend  the  life  of  the  Joint 
Underwriting  Association  for  two  years 
was  passed  and  sent  to  the  governor. 
Continuation  of  this  program  for  hard- 
to-place  malpractice  insurance  was 
sponsored  by  Rep  Don  Henderson  of 
Houston  and  Sen  Bob  Glasgow  of 
Stephenville.  It  was  supported  by  the 
TMA  and  State  Board  of  Insurance 
member  Lyndon  Olson  as  necessary 
protection  should  the  insurance  market 
become  overly  restrictive,  as  it  did 
in  the  mid-1 970s.  The  law  was  also 
amended  directing  the  state  board  to 
develop  a plan  for  the  pro  rata  distribu- 
tion of  JUA  assets  to  past  policyholders 
upon  its  eventual  dissolution. 

Product  Liability  Reform.  An  effort 
to  bring  back  into  balance  the  current 
law  governing  manufacturers’  liability 
passed  the  House  but  failed  in  Senate 


committee.  The  House  “compromise’’ 
bill  attempted  to  raise  the  current  stan- 
dard which  bars  recovery  of  losses 
based  upon  the  plaintiff's  negligence  in 
all  negligence  cases,  including  mal- 
practice claims.  Under  current  law,  a 
plaintiff  found  to  be  more  than  50%  at 
fault  can  recover  nothing;  under  the 
“compromise”  bill,  a plaintiff  would  be 
barred  from  recovering  losses  only  if  he 
or  she  were  more  than  75%  at  fault.  If 
enacted,  this  bill  might  have  had  an  im- 
pact upon  medical  professional  liability 
insurance  premiums  by  expanding  the 
amount  recoverable  by  the  plaintiff 
through  the  restriction  of  his  or  her 
comparative  fault. 

General  Tort  Reform.  TMA-sup- 
ported  legislation  granting  defendants 
a cause  of  action  against  plaintiffs  who 
file  “frivolous”  lawsuits  failed  to  pass  ei- 
ther house.  This  legislation  would  have 
granted  defendants  a cause  of  action 
against  plaintiffs  for  providing  a different 
standard  of  care  in  emergency  situa- 
tions and  structured  awards  in  malprac- 
tice claims.  The  bill  stalled  at  the  com- 
mittee level. 

MATERNAL  AND  CHILD  HEALTH 
Lay  Midwifery.  TMA  supported  legisla- 
tion by  Sen  Hector  Uribe  of  Brownsville 


that  applied  specific  prohibitions  to  lay 
midwife  activities.  The  bill  passed  the 
Senate  but  failed  to  pass  in  the  House. 
The  proposed  legislation  would  have 
identified  where  lay  midwives  live  and 
perform  their  services.  It  also  would 
have  authorized  the  Texas  Department 
of  Health  to  maintain  a roster  of  lay  mid- 
wives and  conduct  midwifery  training 
programs. 

Abortion.  The  House  debated  only 
one  of  the  approximately  dozen  anti- 
abortion bills  filed.  That  bill,  carried  by 
Rep  Bill  Ceverha  of  Dallas,  would  have 
required  parental  consent  for  an  abor- 
tion to  be  performed  upon  a minor.  The 
bill  overwhelmingly  passed  the  House 
but  failed  to  pass  a Senate  committee. 
The  constitutionality  of  the  parental 
consent  bill  was  questioned  by  oppo- 
nents and  the  committee  chairman. 
Opinion  MW  356  (RP  596),  issued  June 
9,  1981 , stated  that  the  parental  noti- 
fication provision  of  HB  578  would  not 
be  held  constitutional  unless  the  bill 
was  amended  to  permit  a physician  not 
to  notify  a pregnant  minor's  parents 
whenever  the  appropriate  court  finds 
that  the  pregnant  minor  objects  to  such 
notification  and  has  sufficient  maturity 
to  make  an  abortion  decision  inde- 
pendently. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  6/30/81  value  of  $1 0,000  investment  made  one,  three,  and  five  years  ago. 

6/30/80 

Date  of  Investment 

6/30/78 

6/30/76 

Equity  Funds 

Mercantile  R-10  Stock  Fund 

$12,137 

$19,475 

$20,107 

T.  Rowe  Price  Growth  Stock  Fund 

$11,915 

$14,232 

$14,382 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$ 9,566 

$10,252 

$11,673 

Rowe  Price  New  Income  Fund 

$ 9,666 

$11,591 

$13,468 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2V2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  7/9/81 
Approximate  unit  prices  as  of  6/30/81 : 
Mercantile  Bank  HR-10  Stock  Fund 
Mercantile  Bank  HR-10  Fixed  Income  Fund 


11.75%  (Through  7/13/81) 
8.00% 

14.30%  (Through  7/13/81) 

17.56% 

$21.50 

$15.06 
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Twelfth 
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Cardiology 

Symposium 


“CARDIAC  PACING:  What,  When  and  How?” 


OCTOBER  1,  2 and  3, 1981 

Texas  Children’s  Hospital  Auditorium  6621  Fannin  Houston,  Texas 

PROGRAM  DIRECTORS:  Denton  A,  Cooley,  MD;  Carlos  M de 
Castro,  MD,  Paul  C,  Gillette,  MD:  Robert  J Hall,  MD.  Ali  Massumi, 
MD:  Virendra  S,  Mathur,  MD 

GUEST  SPEAKERS: 

Paul  M.  Zoll,  MD,  Harvard  Medical  School,  Boston.  Tenth  Texas 
Heart  Institute  Medalist  and  Ray  C Fish  Awardee  for  outstand- 
ing achievement  in  cardiovascular  disease 
Michael  Bilitch,  MD,  University  of  Southern  California,  Los  Angeles 
Guy  Fontaine,  MD,  Hopital  Jean-Rostand,  France 
Seymour  Furman,  MD,  Albert  Einstein  College  of  Medicine,  Yeshiva 
University,  New  York 

Michel  Mirowski,  MD,  The  Johns  Hopkins  University  School  of 
Medicine,  Baltimore 

Victor  Parsonnet,  MD,  College  of  Medicine  and  Dentistry  of  New 
Jersey,  Newark 

The  1981  Texas  Heart  Institute  Symposium  has  been  developed  to 
answer  questions  which  present  to  every  practitioner  involved  with 
managing  patients  with  cardiac  disease  and  rhythm  problems. 

The  faculty  is  composed  of  experts  with  unusually  broad  talents  in 
the  field  of  cardiac  pacing  who  are  experienced  and  well  pre- 
pared to  address  and  answer  these  questions. 

The  Annual  Auscultation  Session  will  be  held  the  morning  of  Octo- 
ber 1 , drawing  from  our  vast  files  of  patient  recordings  to  illustrate 
various  examples  of  heart  disease  and  their  presenting  physical 
and  auscultatory  findings. 

CREDIT:  The  symposium  is  approved  for  a total  of  1 3 credit  hours 
in  Category  1 of  the  Physicians  Recognition  Award  of  the  Ameri- 
can Medical  Association  and  is  acceptable  for  13  Elective  hours 
by  the  American  Academy  of  Family  Physicians  An  additional  3 
hours  of  credit  will  accrue  with  attendance  at  the  Annual  Ausculta- 
tion Session, 

FOR  FURTHER  INFORMATION  CONTACT: 

Robert  J Hall,  MD,  Medical  Director,  Texas  Heart  Institute 
PO  Box  20269,  Houston,  Texas  77025,  (713)  791-2157 
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CyCWPEN-IV(cydacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications . Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

’Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  col,  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P . mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give  ii 

n equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.  i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.  d . 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q . i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.i.d.f 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.i.d.f 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

’Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 


Wyeth 

AA 


Laboratories 

Philadelphia,  Pa  19101 
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Half  the  dose 
is  absorbed  in  9 minutes! 


compared  to  32  minutes  for  ampicillin  * 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.1 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampicillin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  T°  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth  Laboratories  - Philadelphia,  pa  19101 

AA 


CYCLAPEH  - W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cyclacillin)  ^ per  .a  . 


more  than  just  spectrum 


No  matter 
how  close 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


fhe  original  dipyridamole. 


Persantine 

(dipyridamole) 


During  the  17  years  that  Persantine 
has  been  used  for  long-term  therapy  of 
chronic  angina  pectoris*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine*  (dipyridamole) 

Chronic  Angina  Pectoris 

Tablets  of  25  mg  and  75  mg 


'INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

“Possibly’'  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS— Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 

full  prescribing  information. 

Boehringer 
Ingelheim 

Boehringer  Ingelheim  Ltd 
Ridgefield,  CT  06877 


Lee  Boltin/Metropolitan  Museum  of  Art 


“See  this?  Southwestern  Bell 
helped  us  improve  service  to  patients. 
And  made  me  look  good.” 

"You  know  how  it  is  in  a smaller  clinic.  You  wind  up  in  charge  of 
communications,  too.  And  suddenly  you’re  the  expert. 

“Only  who  has  the  time? 

"Or  the  training?” 

But  that  s where  your  Bell  Account  Executive  can  anticipate  your  needs. 

He  sells  systems.  Solutions  to  problems.  Potential  for  the  future.  Plus  the 
imagination,  know-how,  and  resourcefulness  of  the  entire  Bell  team. 

Take  this  microprocessor-controlled  Horizon®  Communications  System 
he  recommended.  Improves  your  clinic’s  responsiveness  to  patients.  Controls 
administrative  costs.  Increases  the  productivity  of  the  entire  staff. 

No  wonder  the  other  doctors  already  think  you’re  a hero  for  discovering 
an  advanced  system  they  can  program... to  add,  delete,  or  rearrange  features. 

A system  that  even  allows  your  staff  to  take  their  phone  numbers  with  them 
when  they  change  offices.  No  waiting.  No  cost  of  a service  call. 

And  if  the  other  doctors  think  that’s  something, 


New  help 

from  an  old  friend. 


We’ve  teamed  up  with 
Bell  & Howell  and  Apple... 

to  bring  you  the  most  efficient 
computer  system  available  today 
— a system  completely  support- 
ed by  an  on-sight  maintenance 
program  and  continuing  software 
updates. 

Medical  specialists  helped 
create  COMP  1 

CAMP  COMP  1 programs  were 
developed  by  computer  experts 
advised  by  a group  of  medical 
specialists.  With  COMP  1 you 
can  quickly  handle  the  time-con- 
suming activities  of  receivable 
transactions,  billing,  insurance 
forms,  update  of  patient  financial 
records  . . .and  you’ll  maintain 


/ — ■ — 

“V/;  ? control  over 

collections. 

COMP  1 will  provide  detailed 
financial  information  and  a prac- 
tice analysis  for  each  doctor  in 
the  office. 

Interested? 

We'd  like  to  tell  you  more  about 
the  CAMP  COMP  1 system  and 
how  it  can  help  you  improve 
profits  and  simplify  procedures. 
Return  the  coupon  or  call  (517) 
787- 1 600,  ext.  2 1 7,  for  more 
information,  including  costs, 
program  details  and  service 
agreement. 
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I am  interested.  Please  send 
specifications. 

My  needs  are  immediate.  Please 
call  to  arrange  a demonstration. 


Name 

Address 

City 

State 


Phone 

Number  of  physicians  in  office 


nfugj 


Camp  International.  Inc. 

^TXm  P O.  Box  89.  Jackson,  Ml  49204  J 

© 1981  Camp  International  Inc. 


Camp  has  been  a friend  and  a 
familiar  name  to  the  medical 
community  for  more  than  70 
years.  Now  we  are  pleased  to 
fer  new  help  for  your  growinc 
office  needs.  The  kind  of  help 
that  can  actually  improve  the 
profitability  of  your  practice. 


Introducing 
CAMP  COMP  1 . . . 

a computerized  financial  in- 
formation system  that  is 
simple  to  operate  and  sur- 
prisingly low  in  cost  (less 
than  $13,000).  COMP  1 
features  a series  of  pre- 
written and  tested  programs 
that  provide  you  with  a better 
awareness  of  your  practice 
activity  and  help  you  control  your 
accounts  receivable. 
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MEDICAL  EDUCATION 
Tuition  Increase.  Legislation  to  carry 
forth  the  recommendations  of  the 
Hobby-Clayton  committee  calling  for  a 
900%  increase  in  medical  tuition  failed 
to  be  brought  up  before  the  Senate. 
The  issue  is  expected  to  be  considered 
during  the  interim  and  may  be  brought 
up  again  in  1983. 

Teaching  Hospitals.  Legislation  au- 
thorizing funding  of  up  to  $1 5,000  per 
resident  at  university-affiliated  teaching 
hospitals  passed  the  House  and  Sen- 
ate. However,  provisions  actually  pro- 
viding the  funds  to  implement  the  act 
were  deleted.  If  funding  is  provided  in 
future  legislative  sessions,  the  law  will 
relieve  primary  teaching  hospitals  of 
the  financial  burden  now  borne  solely 
by  local  taxpayers  in  the  counties 
where  these  facilities  are  located. 


PUBLIC  HEALTH 

Low-Level  Nuclear  Waste.  The  use  and 
handling  of  low-level  nuclear  waste  was 
the  most  hotly  debated  public  health  is- 
sue this  session.  One  new  law  gives 
the  Texas  Department  of  Health  (TDH) 
new  criteria  for  issuing  licenses  for  vari- 
ous steps  in  handling  waste.  The  sec- 
ond law  allows  the  state  to  establish  a 
low-level  disposal  site  for  Texas-pro- 
duced waste. 


Dr  Edward  N Brandt,  Jr,  assistant  secretary  for 


health,  addressed  the  AMA  House  of  Delegates 
meeting  June  7 in  Chicago. 


Other  Public  Health  Topics.  A bill  to 
increase  penalties  for  refusing  emer- 
gency medical  care  for  lack  of  ability  to 
pay  failed  to  pass  during  the  final  hours 
of  the  session.  A major  TDH  proposal 
to  reorganize  and  coordinate  local 
health  agencies  was  not  passed  by  ei- 
ther house.  Statutory  confidentiality 
protection  covering  laboratory  reporting 
of  venereal  disease  was  expanded,  but 
the  Legislature  failed  to  grant  the  TDH 
authority  to  add  to  the  list  of  venereal 
diseases  which  are  required  to  be  re- 
ported. The  Governor’s  Budget  and 
Planning  Office  withdrew  a proposal 
that  would  eliminate  the  requirement 
that  the  commissioner  of  health  be  a 
physician.  Legislation  requiring  a physi- 
cian to  report  symptoms  of  exposure  to 
Agent  Orange  also  was  passed.  The  re- 
port may  be  requested  by  a veteran 
and  filed  on  a form  provided  by  the  De- 
partment of  Health. 

HEALTH  FACILITIES  AND  PLANNING 
Legislation  continuing  the  state’s  au- 
thority to  conform  to  the  Health  Plan- 
ning and  Development  Act  and  sub- 
sequent amendments  was  passed  with 
several  TMA-supported  amendments 
which  clarify  and  narrow  its  application. 
Efforts  to  expand  the  role  of  the  Health 
Facilities  Commission  to  provide  bond 
financing  for  equipment  purchases  by 
hospitals  died  in  committee. 

MENTAL  HEALTH 
Legislation  proposed  by  the  Special 
Committee  on  the  Delivery  of  Human 
Services  before  the  67th  session  met 
with  limited  success.  The  most  signifi- 
cant measure  to  pass  increased  the 
role  of  the  community  mental  health 
centers  in  the  state’s  delivery  system. 
Mandatory  insurance  coverage  for 
mental  health  day  care  centers  died  in 
the  House  late  in  the  session.  An  at- 
tempt supported  by  the  TMA  and  Texas 
Psychiatric  Association  to  clarify  the 
application  of  the  mental  health  con- 
fidentiality statute  to  commitment  pro- 
cedures similarly  died  in  the  closing 


days  of  the  regular  session  after  objec- 
tions were  raised  against  its  passage. 

NEWSMAKERS 

J.  ALAN  HERD,  MD,  has  been  ap- 
pointed medical  director  of  the  Sid  W. 
Richardson  Institute  for  Preventive 
Medicine  of  The  Methodist  Hospital  in 
Houston.  Dr  Herd,  who  is  president 
elect  of  the  Academy  of  Behavioral 
Medicine  Research,  came  to  Houston 
from  Harvard  Medical  School  where 
he  was  an  associate  professor  in 
psychobiology. 

PHILIP  R.  NADER,  MD,  Galveston,  has 
been  elected  president  elect  of  the 
Ambulatory  Pediatric  Association  for 
1981-1 982.  Dr  Nader  is  director  of  the 
division  of  school  health  and  commu- 
nity pediatrics  at  The  University  of 
Texas  Medical  Branch. 

MARC  DRESDEN,  PHD,  associate 
professor  of  biochemistry  at  Baylor  Col- 
lege of  Medicine,  has  received  his  sec- 
ond Fogarty  Senior  International  Fel- 
lowship to  study  schistosomiasis.  The 
three-month  study  is  conducted  at  the 
Institute  of  Tropical  Hygiene  at  the  Uni- 
versity of  Leiden,  The  Netherlands. 

JAMES  C.  THOMAS,  MD,  associate 
professor  and  vice  chairman  for  profes- 
sional affairs  of  the  department  of  inter- 
nal medicine  at  UT  Medical  School  at 
Houston,  has  been  appointed  director 
of  the  division  of  general  internal  medi- 
cine at  the  school.  Dr  Thomas  has  been 
a member  of  the  medical  school  faculty 
since  1973. 

DONALD  R.  LEWIS,  MD,  and  HER- 
BERT M.  SEYBOLD,  MD,  were  pre- 
sented Ashbel  Smith  Distinguished 
Alumni  Awards  from  The  University  of 
Texas  Medical  Branch  (UTMB)  in  May. 

Dr  Lewis,  a Paris  physician,  is  past 
president  and  chief  of  surgery  at  the 
McCuistion  Regional  Medical  Center 
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and  has  served  as  president  of  the 
Lamar-Delta  County  Medical  Society. 

Dr  Seybold,  a UTMB  faculty  member, 
left  his  urological  surgery  practice  of  23 
years  in  1 979  to  accept  his  current  posi- 
tion as  clinical  specialist  in  the  division 
of  urology.  The  Distinguished  Alumni 
Award  was  presented  posthumously  to 
MCIVER  FURMAN,  MD,  a general 
practitioner  and  a former  mayor  of  Cor- 
pus Christi,  who  died  April  2. 

ALVIN  L.  LEBLANC,  MD,  associate 
vice  president  for  university  hospitals  at 
UT  Medical  Branch  in  Galveston,  has 
received  the  1981  Katherine  and  Nich- 
olas C.  Leone  Award  for  Administrative 
Excellence.  Dr  LeBlanc  was  cited  for 
his  contribution  in  modernizing  and  in- 
creasing the  efficiency  of  hospital  ad- 
ministration at  the  medical  school  and 


for  his  role  in  the  remodeling  and  re- 
location activities  within  the  1 954  sec- 
tion of  John  Sealy  Hospital. 

W.  KEMP  CLARK,  MD,  Dallas,  is  the 
new  president  of  the  American  Asso- 
ciation of  Neurological  Surgeons. 

ALFRED  G.  GILMAN,  PHD,  has  as- 
sumed chairmanship  of  the  department 
of  pharmacology  at  The  University  of 
Texas  Health  Sciences  Center  at  Dal- 
las (UTHSCD).  Dr  Gilman  came  to  the 
health  science  center  from  the  Uni- 
versity of  Virginia  School  of  Medicine 
where  he  has  been  on  the  pharmacol- 
ogy faculty  since  1 971  and  for  the  last 
three  years  has  directed  the  Medical 
Scientist  Training  Program.  He  re- 
places ANDRES  GOTH,  MD,  who  has 
chaired  the  UTHSCD  department  of 


pharmacology  since  it  was  organized  in 
1950. 

CARLOS  D.  GODINEZ,  MD,  McAllen, 
has  received  a certificate  of  apprecia- 
tion for  his  contributions  to  the  UT  Med- 
ical Branch  alumni  advisory  committee 
on  minority  affairs.  Dr  Godinez,  the  first 
alumnus  to  serve  as  chairman  of  the 
committee,  was  recognized  for  his  “sin- 
cere dedication  and  unselfish  contribu- 
tions of  time  and  effort  to  enhance 
medical  education  by  increasing  the 
ethnic  and  geographic  representation 
of  health  professionals  in  the  state  of 
Texas.”  He  currently  serves  as  vice 
president  of  the  Texas  State  Board  of 
Medical  Examiners  and  is  on  the  board 
of  directors  of  the  US  Federation  of 
State  Medical  Boards. 


Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 

Medical  Director 
Diplomat,  American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 
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xammeMe. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  "overmedicated  society, " "overuse, ’’  "misuse,"  and  "abuse,"  my 
name  is  one  of  the  reference  points.  Sometimes  even  the  reference  point. 

These  current  issues,  involving  patient  compliance  or  dependency- 
proneness,  should  be  given  careful  scrutiny,  for  they  may  impede  my 
overall  therapeutic  usefulness.  As  you  know,  a problem  almost  always 
involves  improper  usage.  When  I am  prescribed  and  taken  correctly, 

I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for  me. 
Consider  your  patients  with  heart  problems,  G.I.  problems,  and  inter- 
personal problems  who,  when  their  anxiety  was  severe,  have  been  able 
to  benefit  from  the  medication  choice  youve  made.  Recall  how  often 

you  ve  heard,  as  a result,  "Doctor,  I don’t  know  what  I would  have  done 
without  your  help. " 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own  experience, 
you  11  come  away  with  a confirmation  of  your  knowledge  that  I am  a safe 
and  effective  drug  when  prescribed  judiciously  and  used  wisely. 

Foi  a brief  summary  of  product  information  on  Valium  (diazepam/ 
Roche)  (jv  , please  see  the  following  page.  Valium  is  available  as  2-mg 
5-mg  and  10-mg  scored  tablets. 
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Valium® 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short 
term  relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology;  spasticity  caused  by  upper  motor  neuron 
disorders;  athetosis,  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad)unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use. 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  |aundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage;  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety.  2 to 
10  mg  b i d.  to  q i d ; alcoholism,  10  mg  t.i.d.  or  q.i  d 
in  first  24  hours,  then  5 mg  t.i.d  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i  d. 
or  q i d ; adjunctively  in  convulsive  disorders.  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to 
2’/2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Children:  1 to  2'/2  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing  10  strips 
of  10;  Prescription  Paks  of  50,  available  in  trays  of  10. 


KELSEY-SEYBOLD  FOUNDATION 
announces 

First  Annual  Symposium 
on  selected  topics  in 
CARDIOPULMONARY  DISEASES 
presented  by 

KELSEY-SEYBOLD  CLINIC,  P.A. 
and 

BAYLOR  COLLEGE  OF  MEDICINE 
October  16  & 17,  1981 
Kelsey-Seybold  Clinic,  P.A. 

6624  Fannin  Street  Houston,  Texas  77030 

COURSE  DESCRIPTION:  This  symposium  is  intended  for  the  Primary 
Care  physician.  Recent  advances  in  cardiopulmonary  medicine  will 
be  discussed. 

CME  CREDITS:  As  an  organization  accredited  for  continuing  medical 
education,  Baylor  College  of  Medicine  designates  this  continuing 
medical  activity  as  meeting  the  criteria  for  9 credit  hours  in  Category 
1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  As- 
sociation. This  program  has  been  reviewed  and  is  acceptable  for  6 
elective  hours  by  the  American  Academy  of  Family  Physicians. 

PRE-REGISTRATION:  Must  be  completed  no  later  than  Sept.  15. 
Registration  will  be  limited  to  the  first  1 00  registrants.  For  additional 
information,  contact  Ms.  Carol  Fogleman  at  (713)  797-1551,  ext. 
278,  Kelsey-Seybold  Clinic,  P.A. 

REGISTRATION  FEE:  S60.00  per  person.  Fee  includes  reception  Fri- 
day evening,  continental  breakfast,  luncheon  and  meeting  materials. 

RECEPTION 

Friday,  October  16,  1981,  6:00  to  8:00  p.m.  Kelsey-Seybold 
Clinic,  P.A, 

PROGRAM 

Saturday,  October  17,  1981  at  Kelsey-Seybold  Clinic,  P.A. 

7:15  a. m — Registration  & Continental  Breakfast. 

8:00  a.m.— INTRODUCTION— S.P  Fischer,  M.D.,  F.C.C.P.,  F.A.C.P. 

8:10  a.m. — Recent  Advances  in  Non-lnvasive  Cardiac  Evaluation  by 
Dudley  Goulden,  M.D.,  F.A.C.C. 

9:25  a.m. — Evaluation  and  Management  of  Arrhythmias  in  the  Am- 
bulatory Patient  by  Michael  J.  Mihalick,  M.D.,  F.A.C.C 

10:25  a.m. — Coffee  Break 

10:40  a.m. — The  Patient  with  Wheezes:  Cardiac  vs.  Pulmonary  Dis- 
ease by  Brian  D.  Walker,  M.D. 

Noon — Lunch  and  Round  Table  Discussion 

1:30  p.m.— Medical  vs.  Surgical  Therapy  in  the  Management  of  Is- 
chemic Heart  Disease  by  Jorge  A.  Garcia-Gregory,  M.D.,  F.A.C.C., 
F.A.C.P. 

2:30  p.m. — Break 

2:45  p.m. — Cor  Pulmonale:  Lung  Disease  vs.  Heart  Disease  by  H. 
Irving  Schweppe,  M.D.,  F.A.C.P,  F.C.C.P. 

4:00  p.m  — Panel  Discussion,  all  participants,  chaired  by  Earl  F. 
Beard,  M.D.,  F.A.C.C.,  F.A.C.P 

PRE-REGISTRATION  FORM 

(Registration  limited  to  first  100  registrants) 

Please  complete  and  return  with  registration  fee  to:  Carol  Fogleman, 
Kelsey-Seybold  Clinic,  P.A.,  6624  Fannin,  Houston,  Texas  77030. 

NAME 

ADDRESS 

CITY STATE ZIP 

Registration  fee:  $60.00.  (Please  make  payable  to  Kelsey-Seybold 
Foundation) 

Please  indicate  whether  you  will  need  accommodations: 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07110 


□ I will  not  require  room  accommodations 

□ I will  require  room  accommodations. 
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FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 

Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Kaiy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  712  N.  Washington, 
Dallas  75246 
(214)  821-4640 
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American  J$lebi~#roup, 

^American  «■  /fdi'ffea sAmeyica/n  ' //<</<  ~ Awa/t  - ffo  f q 


Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  management,  Tax  reduction,  Estate  & Investment 
planning  program. 

Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over 
every  two  or  three  years  if  desirable. 


American  "Medi-Lease"  Automobile  Plan  - 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any.  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  1 5th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  American  "Medi-Lease"  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn-over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 
Management. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


power  assets. 

Volkswagen,  Rabbit 
Honda  Accord  4 dr. 
Toyota,  Celica  GT  Coe. 
Cutlass/Regal 
R iviera 
BMW-320i 


196.00  per  month 
227.44  per  month 
217.14  per  month 

228.00  per  month 

377.00  per  month 

341 .00  per  month 


Datsun  280-ZX 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


320. 1  0 per  month 

398.00  per  month 

435.00  per  month 
424.61  per  month 
458.29  per  month 
797.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  del iver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


American  ;f$lebi~#roup, 


A.  Joe  Butcher,  President 
James  S.  Childress,  Vice  President 
Jodanna  Barfield,  Secretary  & Treasurer 
Brenda  Robertson,  Executive  Secretary 


Regional  Office 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-442-6005 


1200  Country  Club  Ln. 
Suite  102 

Fort  Worth,  Texas  761 12 
1-800-772-7581 


A 


trie  nett  tt 


1 7 


2997  LBJ  Freeway  Dallas,  Texas  75234 
(214)  620  8473 

For  information  on  Business  and  Personal  Financial  Management, 
call  for  a no  obligation  conference  and  review. 


t 

520  N.  Belt 
Suite  375 
Houston,  Texas  77060 
1 -800-442-6067 


dedicated  to  C Service  for  the  oUhdical  Profession 


Volume  77  August  1981 


39 


PRACTICE  THE  BRASS  TACKS 

MANAGEMENT  OF  MOTIVATING 

IN  TOUGH  TIMES  YOUR  EMPLOYEES 


The  focus  of  this  program  is  on 
the  ways  effective  management, 
marketing  and  motivation  can 
dramatically  improve  your  prac- 
° tice  in  these  uncertain  economic 
times. 

conducted  by  BOB  LEVOY 

Registration  One  Day  Both  Days 

Doctors  $95  $160 

Auxiliaries  45  75 

SPACE  LIMITED  TO  175  ATTENDANCE 


The  objective  of  this  program  is  to 
provide  you  with  the  action-steps 
to  make  your  employees  happier, 
harder-working  and  more  pro- 
ductive. 

conducted  by  BOB  LEVOY 


Send  your  registration  to- 

PROFESSIONAL  ADVANCEMENT  SEMINARS 
P.0.  Box  13875  • Arlington,  Texas  76013 
(817)  460-4127 


Interested  In 
Oil,  Gas  Lease 
Acquisition? 
Talk  To  Us . . . 
Today!! 


•'  V-J.v'-.'* 

.v  x>  ••  • . .# 


• Hi " 


We  serve  the  sophisticated  business  person  who  seeks 
opportunities  for  profit  with  tax  shelter  through 
professionally  researched  and  recommended  oil  and  gas 
programs. 

Our  expertise  is  in  helping  clients  acquire  oil  and  gas 
leases  on  federal  and  state  lands  through  the  U.S. 
Government's  Lease  Acquisition  program.  Qualified 
investors  selected  may  participate  for  as  little  as  $10,000. 

In  1979,  the  average  price  of  leases  acquired  by  our 
investors  was  $50,000.  Some  have  sold  for  as  much  as 
$500,000. 

If  you  are  seeking  opportunities  for  potential  profits.  . . 
tax  deductible.  . .with  possible  capital  gains  options  and  the 
possibility  of  maintaining  a percentage  of  production,  call 
today  for  information  regarding  the  September,  1981,  lease 
filing  programs.  Call  Billy  Mitchell/ 1-800-527-6837  or 
(214)  692-8091. 


Federal  Energy  Corporation 

Campbell  Centre,  9th  Floor 
8350  N.  Central  Expressway 
Dallas,  TX.  75206 
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oarthritis 
ven  power  of 

Motrin 


600  mg  Tablets 

One  tablet  ti.d. 


Please  see  the  following  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


)81  The  Upiohn  Company 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


Motrin4  Tablets (ibuprofen,  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema.  and  bronchospastic  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 


Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing.  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin. safety  in  patients  with  chronic  renal  failure  have 
not  been  done.  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy.  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added.  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin:  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  7%  ( but  less  than  3%j  -Probable  Causal  Relationship 
Gastrointestinal:  Nausea?  epigastric  pain?  heartburn?  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness?  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tin- 
nitus; Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS), 

Incidence  Less  Than  1°/o-Probable  Causal  Relationship'"' 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS);  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs’  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  10/o-Causal  Relationship  Unknown '* 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri;  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e.g.,  epistaxis,  menorrhagia);  Metabolic/ Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis;  Renal:  Renal  papillary  necrosis. 

Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

““Reactions  are  classified  under  "Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease:  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan  49001  USA 


MED  B-5-S 


J-9042-4 


July  1981 


Webster  S.  Lowder,  MD  Larry  C.  Watson,  MD 
James  C.  Thompson,  MD 
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Watson,  MD,  Assistant  Professor;  and  James  C.  Thompson,  MD,  Professor 
and  Chairman,  Department  of  Surgery,  The  University  of  Texas  Medical 
Branch,  Galveston,  TX  77550, 


Therapeutic  use  of 
fiberoptic  endoscopy 

The  fiberoptic  endoscope  was  used  therapeutically  in  29 
patients.  Operations  and  prolonged  hospitalization  were 
avoided  by  removal  of  foreign  bodies  and  resolution  of 
bezoars  through  the  endoscope.  Colonoscopic  decom- 
pression of  volvulus  was  achieved  which  allowed  elec- 
tive operation.  Electrocoagulation  of  bleeding  Mallory- 
Weiss  tears  and  gastric  ulcers  prevented  emergency 
surgery. 


Fiberoptic  endoscopy  has  made  a major  impact  in  the  eval- 
uation of  various  gastrointestinal  diseases.  Not  only  has  the 
fiberoptic  endoscope  been  used  to  increase  diagnostic 
accuracy,  but  it  also  has  been  used  therapeutically.  This 
therapeutic  utilization  is  a direct  extension  of  the  success  of 
polypectomy  via  the  colonoscope.  We  report  here  our  experi- 
ence with  use  of  the  endoscope  as  an  adjuvant  in  the  non- 
operative management  of  problems  that  frequently  require 
operation. 

Materials  and  methods 

From  1 976  to  1 980,  there  were  29  therapeutic  procedures 
performed  endoscopically  by  the  department  of  surgery  at 
The  University  of  Texas  Medical  Branch  Hospitals.  During 
that  time  period,  approximately  900  cases  were  performed 
by  our  endoscopic  surgical  service.  A GIF-D2  or  GIF-P2 
Olympus  end-viewing  gastroscope  was  used  in  upper 
gastrointestinal  procedures.  A TCF-2L  or  CF  Type  MB 
colonoscope  was  used  for  colonoscopic  procedures.  For  the 
purpose  of  endoscopic  electrocoagulation,  an  electrode  con- 
structed of  0.6  mm  steel  piano  wire  inside  a 2 mm  OD  poly- 
vinyl tube  was  introduced  through  the  suction  channel  of  the 
endoscope.  A Cameron-Miller  electrocoagulation  apparatus 
(Model  80-791 0)  was  used  as  the  power  source.  Coagulation 
was  performed  in  3-  to  4-second  bursts  with  the  current  set- 
ting at  five  or  less.  Stainless  steel  biopsy  forceps  and  wire 
loops  were  used  for  foreign  body  removal.  All  patients  were 
premedicated  with  Valium  intravenously;  in  addition,  topical 
anesthesia  with  Cetacaine  was  used  in  patients  who  had  up- 


Presented  at  the  Southwestern  Surgical  Congress,  May  5-8,  1 980 


per  gastrointestinal  endoscopy.  Results  of  procedure  are  de- 
scribed briefly  in  Fig  1 . 

Discussion 

Therapeutic  use  of  the  endoscope  was  a logical  extension  of 
endoscopic  polypectomy.  The  ability  to  view  completely  the 
mucosa  of  the  upper  gastrointestinal  tract  and  colon  and  the 
technical  improvements  of  the  scope  have  made  therapeutic 
endoscopy  feasible. 

By  using  fiberoptic  endoscopy,  the  physician  can  discover 
the  cause  of  massive  upper  gastrointestinal  hemorrhage  in 
96%  of  cases.' 2 The  use  of  electrocautery  and  the  ability  to 
visualize  directly  the  bleeding  site  have  resulted  in  nonopera- 
tive control  of  some  cases  of  upper  gastrointestinal  hemor- 
rhage. Successful  endoscopic  electrocoagulation  of  bleeding 
points  has  been  reported  in  numerous  series. 3~5  Some  le- 
sions, such  as  tube  erosions,  superficial  ulcers,  or  Mallory- 
Weiss  tears,  are  more  amenable  to  electrocoagulation. 
Mallory-Weiss  tears  constitute  7%  of  upper  gastrointestinal 
hemorrhage  evaluated  by  our  surgical  endoscopy  service.1 
This  large  percentage  reflects  our  aggressive  approach  of 
examining  by  gastroscope  all  patients  with  gastrointestinal 
bleeding  within  hours  of  admission.  Our  experience  with  Mal- 
lory-Weiss tears  is  similar  to  that  of  Watts  and  Admirand.6 
Most  of  our  cases  responded  to  medical  therapy  and  did  not 
require  operation.  On  the  other  hand,  1 1 patients  did  bleed 
massively  and  would  have  required  operation  if  electro- 
coagulation had  failed.  Each  had  received  at  least  three  units 
of  blood  and  one  patient  required  13  units  before  successful 
treatment.  The  use  of  electrocoagulation  through  the  endo- 
scope in  patients  with  Mallory-Weiss  tears  provides  a safer 
modality  for  management  than  does  surgery  with  its  1 0% 
mortality  rate.37  The  reliability  of  electrocoagulation  has  elim- 
inated emergency  laparotomy  and  its  inherent  risks  in  a few 
cases  of  upper  gastrointestinal  hemorrhage. 

One  source  of  bleeding  demands  special  consideration  if 
electrocoagulation  is  utilized  for  control  of  hemorrhage.  In  a 
group  of  28  patients  in  whom  the  “visible  vessel”  was  ob- 
served actually  bleeding  during  endoscopy,  none  responded 
to  nonoperative  management.8  We  have  stopped  the  hemor- 
rhage successfully  in  four  patients  with  an  obvious  bleeding 
vessel  caused  by  gastric  ulceration.  All  four  were  managed 
conservatively  after  endoscopy,  which  allowed  nonemer- 
gency operation. 

Multiple  channels  and  precise  maneuverability  of  fiberoptic 
instruments  have  made  available  therapeutic  techniques 
other  than  electrocoagulation.  Removal  of  foreign  bodies  is 
an  important  use  of  the  fiberoptic  endoscope.  Dangerous  for- 
eign bodies  such  as  sewing  needles  and  open  pins  have 
been  successfully  removed  with  the  gastroscope.9 10  Suture 
material  placed  during  surgery  may  act  as  an  unwanted  for- 
eign body.  While  the  relationship  between  nonabsorbable 
sutures  after  gastric  surgery  and  ulcer  formation  is  contro- 
versial,”'12 the  presence  of  suture  may  prevent  spontaneous 
closure  of  an  external  fistula.  In  our  two  patients,  the  fistula 
tract  closed  promptly  after  the  silk  sutures  were  removed. 

The  fiberoptic  endoscope  eliminated  the  necessity  of  laparot- 
omy in  those  cases. 

Gastric  bezoars  are  not  uncommon  lesions  after  gastric 
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1 Clinical  summaries. 


Diagnosis Number  Therapeutic  Endoscopic  Maneuver 


1 . Mallory-Weiss  tear, 
massive  upper  gastro- 
intestinal hemorrhage  1 1 

2.  Gastric  ulcer,  massive 


upper  gastrointestinal 
hemmorhage  4 

3.  Bleeding  pancreatico- 

jejunostomy  1 

4.  Swallowed  razor 

blades  2 

5.  Dysphagia  due  to 

meat  obstruction  of 
esophagus  2 

6.  Foreign  bodies 
(balloon  and  tampon) 

in  the  colon  2 

7.  Gl  fistula  due  to  per- 
sistent suture  material  2 


8.  Obstructed  gastro- 

duodenostomy  by 
recurrent  gastric 
carcinoma  1 

9.  Cholangitis  from  re- 

current gallstones  in  a 
choledochoduo- 
denostomy  1 

10.  Gastric  bezoars  (post- 

gastric  resection)  2 

11.  Cecal  volvulus  1 


Electrocoagulation  through  scope 
(one  minor  pulmonary  aspiration) 

Electrocoagulation,  later  elective 
surgical  management 

Electrocoagulation  of  anastomosis, 
no  additional  surgery  required 
Removed  with  biopsy  forceps 

Removed  with  biopsy  forceps 

Removed  with  biopsy  forceps 

Removal  of  suture  with  biopsy 
forceps 

Placement  of  feeding  tube  through 
occlusion 


Stones  crushed  with  biopsy 
forceps  and  removed  via 
endoscope 

Broken  with  forceps,  irrigation  and 
aspiration 

Endoscopic  decompression  and 
elective  resection  five  days  later 


operations;  their  presence  necessitates  removal  because  of 
a high  mortality  if  left  untreated.13  Attempts  at  medical  dis- 
solution of  bezoars  often  required  prolonged  hospitalization 
and  frequent  gastric  intubation.14  Some  bezoars  may  not  re- 
spond to  mechanical  disruption  and  manipulation,  but  at- 
tempts at  endoscopic  resolution  seem  warranted.15 

Fiberoptic  colonoscopy  has  been  used  as  a therapeutic 
modality  in  the  treatment  of  colonic  volvulus.16-18  When  stan- 
dard procedures  such  as  rigid  endoscopy,  insertion  of  a rec- 
tal tube,  or  a barium  enema  are  unsuccessful,  colonoscopy 
frequently  results  in  decompression.18  Colonoscopic  de- 
compression prevents  emergency  operation,  allowing  proper 
bowel  preparation  for  subsequent  elective  resection  and 
anastomosis.  Since  colonic  volvulus  occurs  most  commonly 
in  the  elderly  and  bedridden,1920  techniques  which  prevent 
emergency  operation  are  welcome.  Elective  surgery  after 
decompression  is  indicated  since  recurrences  occur  fre- 
quently.21 Endoscopic  detorsion  of  a patient  with  cecal  vol- 
vulus has  been  reported  previously.16  With  the  longer  1 60  cm 
colonoscope,  attempts  at  decompression  of  cecal  volvulus 
are  justified  if  signs  of  peritonitis  are  absent.  If  bloody  dis- 
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charge  or  evidence  of  strangulation  is  encountered,  the  at- 
tempt to  decompress  the  volvulus  endoscopically  should  be 
abandoned  and  an  emergency  laparotomy  performed. 

Conclusions 

Our  experience  using  the  fiberoptic  endoscope  therapeuti- 
cally in  29  patients  may  be  summarized  as  follows:  (1 ) Some 
cases  of  upper  gastrointestinal  tract  hemorrhage  may  re- 
spond to  electrocoagulation  endoscopically;  (2)  bezoars  and 
foreign  bodies  frequently  can  be  removed  without  laparot- 
omy; (3)  colonic  volvulus  may  be  reduced  endoscopically, 
precluding  emergency  operation.  The  success  of  therapeutic 
endoscopy  is  related  in  part  to  the  imagination  and  persis- 
tence of  the  operator. 
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Results  in  operated 
idiopathic  scoliosis 
patients  previously 
treated  in  the 
Milwaukee  brace 

A retrospective  study  comparing  surgical  results  in  152 
previously  untreated  idiopathic  scoliosis  patients  with 
93  patients  whose  curves  had  progressed  despite  wear- 
ing the  Milwaukee  brace  revealed  less  initial  correction 
and  greater  loss  of  correction  at  the  one-year  follow-up 
in  the  brace  group.  Their  operating  time,  however,  was 
shorter  with  less  blood  loss.  Osteoporosis  likely  to  be 
experienced  by  brace  wearers  may  account  for  the  dif- 
ference, but  analytical  difficulties  did  not  permit  docu- 
mentation. The  difference  in  correction  obtained  and 
maintained  may  be  one  factor  indicating  surgery  in  the 
small  percentage  of  unresponsive  brace  cases,  but  is 
not  a reason  to  avoid  the  brace  for  treatment. 


Since  its  introduction  by  Blount  in  1947,  the  Milwaukee  brace 
has  become  a universally-accepted  device  in  the  treatment 
of  skeletally  immature  patients  with  scoliosis.  It  is  used  as  a 
means  of  preventing  a curve  from  progressing  in  a growing 
child  and,  in  some  institutions,  as  a means  of  postoperative 
immobilization.  It  has  been  our  experience  that  the  Milwau- 
kee brace  prevents  the  progression  of  scoliosis  in  the  grow- 
ing child  in  85%  to  90%  of  cases.  In  about  5%  of  cases,  the 
curve  progresses  in  spite  of  the  brace,  and  surgery  becomes 
necessary. 

Our  clinical  observations  suggested  that  Milwaukee  brace 
wearers  who  subsequently  underwent  surgery  exhibited  soft- 
ened, osteoporotic  bone  resulting  in  greater  blood  loss, 
gained  less  initial  correction,  and  incurred  a greater  loss  of 
correction  postoperatively  than  did  similar  patients  who  did 
not  wear  a Milwaukee  brace  preoperatively. 

This  retrospective  study  compared  the  operating  time, 
blood  loss,  initial  correction,  and  maintenance  of  correction 
of  a group  of  operated  idiopathic  scoliosis  patients  who  had 
previously  worn  the  Milwaukee  brace  with  that  of  a similar 
group  of  individuals  who  had  no  treatment  before  surgery. 


Materials  and  methods 

Patients  were  selected  for  this  study  on  the  basis  of  the 
following  criteria:  (1 ) idiopathic  scoliosis;  (2)  age  1 1 -1 9 
years;  (3)  no  previous  surgery;  (4)  curve  less  than  90  de- 
grees; and  (5)  availability  of  data  from  a one-year  follow-up. 

We  have  operated  on  each  of  the  patients  since  1970.  No 
patient  was  treated  preoperatively  with  a cast  or  traction. 

Each  patient  received  instrumentation  and  fusion  with  auto- 
genous bone  graft  and  was  ambulated  one  week  after  sur- 
gery in  an  underarm  plaster  body  cast  applied  without  trac- 
tion or  localizer  technique.  A second  cast  was  routinely 
applied  at  six  months  and  worn  for  an  additional  three 
months,  totaling  nine  months  in  a cast  for  each  patient. 

The  patients  were  divided  into  two  groups:  group  I,  those 
who  had  not  worn  a brace,  and  group  II,  those  who  had  pre- 
viously worn  a Milwaukee  brace.  There  were  1 52  patients  in 
group  I and  93  in  group  II.  The  patients  in  group  II  had  worn 
the  Milwaukee  brace  on  either  a full-time  basis  (23  hours  a 
day)  or  a weaning  schedule  (18  hours  a day)  for  an  average 
of  29.6  months  (range  2-110  months). 

There  were  21  males  (14%)  and  131  females  (86%)  in 
group  I,  and  1 1 males  (12%)  and  82  females  (88%)  in  group 
II.  The  mean  age  in  group  I was  1 5.3  years,  and  in  group  II, 
15.2  years.  The  mean  preoperative  curve  for  group  I was  58 
degrees,  and  for  group  II,  56  degrees. 

Results 

Our  previous  investigations  have  shown  that  age  and  sex  of 
patient,  magnitude  of  curve,  and  curve  type  were  all  statis- 
tically significant  relative  to  the  amount  of  correction  obtained 
after  Harrington  instrumentation  and  fusion. * In  order  to  be 
sure  that  the  two  groups  were  comparable,  they  were  ana- 
lyzed with  respect  to  these  variables.  The  only  significant  dif- 
ference between  these  two  groups  appeared  in  the  category 
of  curve  severity.  The  1 1 patients  with  thoracolumbar  curves 
in  group  II  had  a significantly  smaller  preoperative  curve  than 
did  the  22  patients  with  thoracolumbar  curves  in  group  I. 
Therefore,  throughout  the  analysis,  we  treated  age  and  se- 
verity of  curve  as  covariates  to  adjust  for  the  influence  they 
had  on  the  surgical  outcome. 

The  hypothesis  that  blood  loss,  operative  time,  postopera- 
tive correction,  and  correction  at  follow-up  differed  signifi- 
cantly between  group  I and  group  II  was  substantiated  by 
statistical  testing.  Patients  who  had  worn  a brace  lost  less 

*The  statistical  analyses  done  by  Don  Rossi  were  the  Hotelling  T2  test  and  the 
analysis  of  variance.  A complete  report  of  the  analysis  can  be  obtained  from 
the  authors. 
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blood  during  surgery  and  had  a shorter  operative  time  than 
nonbrace  patients,  for  all  curve  types,  except  in  the  case  of 
thoracic  curves  where  the  brace  patients  lost  more  blood 
than  nonbrace  patients  during  surgery.  Mean  blood  loss  was 
839  cc  for  group  I and  81 1 cc  for  group  II.  The  mean  operat- 
ing time  was  1 25  minutes  for  group  I and  121  minutes  for 
group  II. 

Brace  status  showed  a definite  relationship  to  the  amount 
of  correction  obtained.  Patients  previously  treated  with  a Mil- 
waukee brace  obtained  an  average  of  58%  correction  at  the 
time  of  surgery,  and  maintained  an  average  of  47%  correc- 
tion at  the  one-year  follow-up  visit.  Nonbrace  patients  aver- 
aged 65%  correction  at  surgery,  maintaining  an  average  of 
58%  correction  at  follow-up.  Since  brace  status  was  so  influ- 
ential in  determining  the  amount  of  correction,  we  felt  that  an 
analysis  of  the  length  of  time  a patient  spent  in  the  Milwau- 
kee brace  and  its  possible  relation  to  the  amount  of  correc- 
tion was  indicated.  In  fact,  statistical  analysis  revealed  that 
the  longer  the  brace  was  worn,  the  less  correction  obtained 
and  maintained  (Figs  1 -4). 


1 Average  degrees  of  double  major  curvature  in  patients  with  scoliosis. 
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Discussion 

The  effects  of  the  Milwaukee  brace  upon  the  human  spine 
are  not  fully  understood.  We  do  not  know  why  idiopathic 
scoliosis  patients  who  have  worn  the  Milwaukee  brace  obtain 
less  initial  surgical  correction  and  lose  more  correction  over 
the  first  postoperative  year  than  previously  untreated  pa- 
tients. Mere  “stiffening”  of  the  curvature  by  previous  brace 
treatment  would  not  seem  to  explain  the  increased  loss  of 
correction  during  the  first  postoperative  year. 

It  is  generally  accepted  that  any  orthotic  device  which  im- 
mobilizes and  decreases  skeletal  weight-bearing  produces  a 
softening  of  bone  with  osteoporosis  in  proportion  to  the  mag- 
nitude of  these  factors  over  time.  Galante 1 and  others  have 
shown  that  the  Milwaukee  brace  provides  a small  yet  con- 
stant unloading  force  (approximately  2.506  kg  total)  and  af- 
fords the  spine  little  movement.  In  addition  to  a loss  of  mo- 
bility, a spine  so  held  over  a long  period  would  be  expected  to 
undergo  some  softening  of  the  bone  and  supportive  con- 
nective tissue.  This  in  turn  could  allow  a greater  amount  of 
hook  erosion  before  maturation  of  the  bone  fusion  during  the 
first  postoperative  year  and  account  for  greater  loss  of  cor- 
rection seen  in  patients  who  have  previously  worn  a brace. 

The  accurate  measurement  of  osteoporosis  by  noninva- 
sive  techniques  such  as  photon  absorptiometry  is  technically 
difficult.2  6 Unfortunately,  the  equipment  required  for  the  pro- 
cedure was  not  available  to  us  for  this  study.  Osteoporosis 
occurs  gradually  in  most  persons  after  approximately  25 
years  of  age.  Females  begin  this  physiological  loss  at  an 
earlier  age  and  proceed  at  a more  rapid  rate.7  Studies  on 
astronauts  in  weightless  environments3  and  on  patients 
undergoing  bed  rest4  show  mineral  losses  greater  in  weight- 
bearing bones,  especially  in  the  spine.  In  studying  the  effect 

2.  Average  degrees  of  lumbar  curvature  in  patients  with  scoliosis. 
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of  bed  rest  on  scoliotic  patients,  Hansson  felt  that  female  pa- 
tients were  most  susceptible  to  immobilization  osteopenia, 
and  their  ability  to  regain  lost  bone  was  more  doubtful.2 

Upon  evaluation  of  the  long-term  effects  of  posttraumatic 
osteopenia,5  Nilsson  concluded  that  beyond  the  age  of  ap- 
proximately 1 1 years,  one's  capacity  to  fully  restore  bone 
mineral  losses  diminishes  progressively.  The  patient  with 
idiopathic  scoliosis  is  frequently  a brace  wearer  for  a number 
of  years,  during  which  time  the  spine  undergoes  diminished 
weight-bearing  and  is  relatively  immobilized.  Weaning  from 
the  brace  to  normal  spinal  movement  and  weight-bearing  can 
be  painful  if  not  done  gradually  over  a period  of  several 
months.  Some  degree  of  osteopenia  and  loss  of  soft  tissue 
supportive  strength  must  logically  ensue,  and  these  effects 
may  account  for  the  findings  in  this  study. 

Conclusions 

Statistical  analysis  substantiated  our  initial  impressions  that 
patients  who  had  worn  a brace  obtained  less  correction  at 
the  time  of  surgery  and  lost  more  correction  at  one  year  fol- 
low-up than  a comparable  group  of  patients  who  had  not 
worn  a brace  before  surgery.  Contrary  to  our  initial  hypothe- 
sis, however,  we  did  find  that  brace  wearers  lost  less  blood 
during  surgery  than  the  compatible  group  of  “nonbrace”  pa- 
tients, except  in  the  sole  example  of  patients  with  thoracic 
curves.  Similarly,  the  brace  wearers  had  a shorter  operative 
time  than  the  nonbrace  patients. 

Whether  these  differences  are  due  to  osteoporosis  has  not 
yet  been  documented  because  of  the  difficulty  of  the  analyti- 
cal procedure.  However,  we  do  not  feel  that  the  level  of  re- 
sults obtained  by  brace  patients  constitutes  any  reason  for 
avoiding  the  use  of  the  brace;  rather,  it  is  something  to  be 

3.  Average  degrees  of  thoracolumbar  curvature  in  patients  with  scoliosis 
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kept  in  mind  if  a patient  is  not  responding  to  the  brace.  The 
improved  correction  obtained  by  a nonbrace  patient,  or  a pa- 
tient who  has  worn  a brace  only  a short  time,  as  compared  to 
the  patient  who  has  worn  a brace  for  a longer  period,  may  be 
one  factor  used  to  determine  if  surgery  is  indicated. 
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Serological  testing  in 
systemic  lupus 
erythematosus:  current 
concepts 

During  the  past  decade  the  number  of  commercially 
available  clinical  laboratory  tests  for  the  diagnosis  and 
follow-up  of  patients  with  systemic  lupus  erythematosus 
(SLE)  has  grown  tremendously.1  The  large  number  of 
available  tests  places  a burden  on  the  busy  practicing 
physician  to  consider  both  clinical  utility  and  patient  ex- 
pense. It  should  be  emphasized  that  no  single  laboratory 
test  is  diagnostic  for  SLE,  so  a knowledge  of  these  di- 
verse testing  procedures  is  important.  The  purpose  of 
this  article  is  to  review  major  categories  of  readily  avail- 
able laboratory  tests  (Fig  1)  and  comment  on  their  rela- 
tive clinical  utility. 


Erythrocyte  sedimentation  rate  (ESR) 

The  two  most  widely  employed  methods  to  measure  erythro- 
cyte sedimentation  rate  (ESR)  are  probably  the  Wintrobe 
ESR  and  the  Westergen  ESR,  both  measuring  the  distance 
of  fall  of  a red  blood  cell  column  in  millimeters  per  hour.  The 
Wintrobe  technique  is  the  older  of  the  two,  but  the  Westergen 
ESR  is  preferred  by  most  rheumatologists  because  it  may  be 
markedly  elevated  at  times  when  the  Wintrobe  ESR  is  nor- 
mal. The  Wintrobe  ESR  is  performed  in  a shorter  tube,  and 
very  high  ESRs  may  occasionally  go  undetected  due  to  sim- 
ple physical  constraints.  ESRs  greater  than  1 00  mm/hr  are 
impossible  to  measure  by  the  Wintrobe  method.  Corrections 
for  anemia,  reported  in  older  literature  for  Wintrobe  ESRs, 
are  of  little  or  no  value. 

Although  most  patients  with  active  SLE  have  elevated 
ESRs,  this  is  not  always  the  case.  A patient  may  have  a clini- 
cal remission  of  SLE,  yet  maintain  a markedly  elevated  ESR. 
The  ESR  usually  is  useful  in  the  follow-up  of  the  patient  with 
SLE. 

Anti-immunoglobulins 

Rheumatoid  factors  are  anti-immunoglobulins  (anti-IgG).  Al- 
though many  techniques  are  available  for  anti-immuno- 
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globulin  detection,  most  of  those  employed  by  clinical  lab- 
oratories are  agglutination  methods  which  detect  IgM-RF. 
The  techniques  most  commonly  employed  for  anti-immuno- 
globulin detection  are,  in  order  of  decreasing  sensitivity,  the 
bentonite  flocculation  and  latex  agglutination  (RA  latex)  tests 
and  the  sheep  cell  agglutination  test  (SCAT). 

From  1 0%  to  60%  of  patients  with  SLE  may  have  anti-im- 
munoglobulins  detectable  by  the  above  agglutination  meth- 
ods, depending  on  the  individual  series  reported  and  the 
specific  anti-IgG  technique  employed.  Although  consistent 
with  a diagnosis  of  SLE,  a positive  anti-IgG  is  neither  a nec- 
essary nor  sufficient  criterion  for  diagnosis.  Anti-immuno- 
globulins may  be  seen  in  a wide  variety  of  chronic  inflamma- 
tory conditions,  including  infectious  endocarditis,  chronic 
active  hepatitis,  lymphoma,  chronic  granulomatous  infec- 
tions, rheumatoid  arthritis,  and  others.  Some  clinically  nor- 
mal individuals  have  high  titers  of  anti-IgG  in  their  blood.  Anti- 
immunoglobulins are  not  useful  in  the  long-term  follow-up  of 
most  patients  with  SLE. 

Antinuclear  antibodies  (ANA) 

A large  number  of  autoantibodies  may  be  present  in  serum 
from  patients  with  SLE;2  many  of  these  will  not  be  discussed 
here.  Among  the  nuclear  antigens  associated  with  antibody 
response  are  native  DNA,  deoxyribonucleoprotein,  nucleolar 
antigens,  and  “extractable"  nuclear  antigens  (Sm  antigen, 
SS-A,  SS-B,  soluble  ribonucleoprotein,  etc).  The  widely 
available  screening  test  for  antinuclear  antibodies  is  the  im- 
munofluorescent  ANA  test  (FANA).  This  is  not  a standardized 
test,  and  results  may  vary  between  competent  clinical  labora- 
tories. Among  the  reasons  for  this  variability  are  use  of  dif- 
ferent tissue  (or  cell  culture)  substrates,  method  of  fixation  of 
the  substrate,  type  of  microscope,  and  variability  of  the  fluo- 
resceinated  anti-immunoglobulin  conjugates.  The  FANA  is  a 
more  sensitive  test  than  the  lupus  erythematosus  cell  phe- 
nomenon for  patients  with  suspected  SLE. 

Four  basic  patterns  of  nuclear  staining  (Fig  2)  are  seen  in 
the  FANA:  speckled,  homogeneous,  rim  (peripheral),  and  nu- 
cleolar. Many  laboratories  report  both  titer  and  pattern  of 
FANA;  however,  controversies  exist  as  to  the  significance  of 
fully  titering  FANAs  and  the  specificities  of  the  individual  pat- 
terns. A single  patient’s  serum  may  display  different  patterns 
at  different  dilutions,  due  to  the  presence  of  multiple  ANAs.  In 
general,  high  titers  (relative  to  the  individual  laboratory)  are 
seen  in  three  clinical  cases:  SLE,  scleroderma,  and  so-called 
mixed  connective  tissue  disease.  In  relatively  low  titers,  posi- 
tive FANAs  may  be  seen  in  many  connective  tissue  syn- 
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dromes  and  other  syndromes  associated  with  chronic  inflam- 
mation. No  extensive  attempt  will  be  made  here  to  delineate 
the  semantic-serologic  differences  between  overlapping  con- 
nective tissue  syndromes.  A positive  FANA,  even  in  high  titer, 
does  not  necessarily  indicate  the  existence  of  significant 
clinical  disease. 

The  speckled  pattern  is  the  least  specific  of  all,  and  may 
occur  in  the  presence  of  antibodies  directed  against  one  of 
several  nuclear  antigens.  These  antigens  include  soluble 
ribonucleoprotein,  Sm,  histone,  SS-A,  SS-B,  and  others.  The 
phrase  “extractable  nuclear  antigen”  was  initially  used  in  ref- 
erence to  soluble  ribonucleoprotein,  to  which  there  was  high 
titer  antibody  in  patients  with  the  mixed  connective  tissue  dis- 
ease syndrome.  In  fact,  most  of  the  antigens  named  earlier  in 
this  paragraph  are  “extractable  nuclear  antigens"  and  this 
latter  phrase  perhaps  should  be  dropped  and  reference 
made  to  specific  antigens. 

The  homogeneous  pattern  is  usually  due  to  antibody  di- 
rected against  the  DNA-histone  complex,  ie,  antideoxyribo- 
nucleoprotein  antibody.  This  is  the  antibody  generally  re- 
sponsible for  LE  cell  formation,  though  clearly  this  antibody 
may  be  detectable  in  the  absence  of  demonstrable  LE  cell 
formation.  In  high  titer,  the  homogeneous  pattern  most  fre- 
quently indicates  the  presence  of  SLE.  The  rim  pattern  is  the 
most  specific  of  all  patterns,  irrespective  of  titer,  and  usually 
correlates  with  the  presence  of  antinative  DNA  antibodies  in 
patients  with  SLE.  The  nucleolar  pattern,  in  relatively  high 
titer,  is  probably  the  most  specific  widely  available  serological 
test  for  scleroderma.  Unfortunately,  not  only  is  the  nucle- 
olar pattern  much  less  specific  in  low  titer,  but  this  pattern  is 
present  in  a minority  of  scleroderma  patients  with  a positive 
FANA.  The  most  common  pattern  seen  in  scleroderma  pa- 
tients is  the  speckled  pattern. 

Antibodies  to  native  (mostly  double  stranded)  DNA  have 
been  used  to  diagnose  and  follow  patients  with  SLE.  A num- 
ber of  techniques  are  available.  Most  of  the  techniques  em- 
ploying commercially  radiolabeled  native  DNA  (Farr  assay, 
nitrocellulose  filter  assay)  suffer  from  problems  caused  by 
impurities  of  the  commercial  DNA  source.  The  use  of  syn- 
thetic DNA  copolymers  may  circumvent  some  of  this  prob- 
lem, but  these  are  not  readily  available  to  most  clinical  labo- 
ratories. The  use  of  the  immunofluorescent  Crithidia  luciliae 
test  may  circumvent  some  of  the  problems  relating  to  DNA 
source,  and  also  circumvent  the  need  for  expensive  equip- 
ment for  radioisotope  counting.3  This  unicellular  organism 
has  a kinetoplast  containing  relatively  pure  native  DNA,  and 
the  organism  is  commercially  available.  Since  it  is  an  immu- 


nofluorescent assay,  it  requires  no  more  equipment  than  the 
FANA  assay.  Many  of  the  same  technical  problems  dis- 
cussed earlier  which  affect  the  FANA  also  apply  to  this  immu- 
nofluorescent antinative  DNA  test.  Another  problem  is  the 
misinterpretation  of  basal  body  or  nuclear  immunofluores- 
cence as  kinetoplast  immunofluorescence,  so  a well-trained 
technician  is  essential.  A positive  antinative  DNA  is  not  abso- 
lutely specific  for  SLE,  and  a negative  test  by  no  means  ex- 
cludes the  diagnosis.  Certainly  antinative  DNA  antibody 
testing  may  be  useful  in  diagnostic  confirmation  of  SLE  and 
in  following  selected  patients;  however,  careful  quality  control 
in  the  laboratory  is  essential  for  meaningful  results. 

Complement  levels 

The  complement  system  is  composed  of  at  least  20  serum 
proteins,  which  are  the  primary  humoral  mediators  of  anti- 
gen-antibody reactions.  Many  complement  components  may 
be  measured  by  specialized  techniques;  however  only  a few 
of  the  more  readily  available  methods  will  be  discussed.  C3 


1 Serologic  testing  in  SLE. 


1 . Sedimentation  rate 

2.  Rheumatoid  factor 

3.  LE  cell  preparation 

4.  Antinuclear  antibodies 

5.  Complement  levels 

6.  Immune  complex  assays 

2.  Patterns  of  nuclear  staining  seen  in  the  FANA. 

Pattern  of 

nuclear 

fluorescence 

Comments 

1.  Speckled 

May  be  seen  with  several  types  of  antibodies;  least 
specific  of  patterns;  pattern  usually  present  with  anti- 
bodies against  "extractable  nuclear  antigens”;  rela- 
tively high  titers  generally  indicated  SLE,  scleroderma 
or  mixed  connective  tissue  disease  syndrome. 

2.  Homogeneous 

Usually  implies  presence  of  anti-deoxyribonucleopro- 
tein  antibody,  ie,  antibody  against  DNA-histone  com- 
plex; this  antibody  is  generally  responsible  for  LE  cell 
formation,  and  in  relatively  high  titer  usually  indicates 
SLE. 

3.  Rim  (peripheral) 

Usually  implies  presence  of  anti-native  DNA  anti- 
bodies; probably  the  most  specific*  of  all  patterns  irre- 
spective of  titer,  and  generally  indicates  the  presence 
of  SLE 

4.  Nucleolar 

Implies  presence  of  antibodies  against  nucleolar  anti- 
gen; in  relatively  high  titers  generally  consistent  with 
scleroderma. 

* It  should  be  recognized  that  none  of  these  patterns  is  entirely  specific  for 
either  antibody  type  or  clinical  disease  state. 
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and  C4  levels  are  readily  available  in  many  clinical  laborato- 
ries and  may  be  determined  with  simple  radial  immunodiffu- 
sion kits.  Total  hemolytic  complement  levels  (CH50)  are  more 
sensitive  than  C3  or  C4  levels  in  patients  with  SLE,  but  re- 
quire more  complex  equipment  (spectrophotometer)  and  are 
more  tedious  to  determine  than  the  C3  levels.4  Total  hemo- 
lytic complement  assays  are  generally  more  expensive  than 
the  radial  immunodiffusion  assays  for  C3  or  C4. 

It  should  be  remembered  that  not  all  patients  with  SLE 
have  readily  demonstrable  depressions  of  complement  ac- 
tivity. Also,  SLE  patients  with  serologically  active,  clinically 
quiescent  disease  have  been  described.  A few  clinically  nor- 
mal individuals  with  varying  degrees  of  depressed  comple- 
ment components  have  been  described. 

Immune  complex  assays 

Immune  complex  assays  may  be  roughly  divided  into  two 
major  groups:  those  detecting  circulating  immunoglobulin  ag- 
gregates (anti-antibodies,  cell  receptor  assays)  and  those 
detecting  bound  activated  complement  components  (Clq, 
C3a,  C3b,  C3d).5  During  the  past  few  years,  more  than  20 
different  assays  have  become  available  allegedly  to  detect 
circulating  immune  complexes  (polyethylene  glycol  precipita- 
tion, Clq  binding,  Raji  cell  method).  A large  number  of  chronic 
inflammatory  conditions  have  been  shown  to  be  associated 
with  circulating  immune  complexes.  Different  assay  systems 
may  not  correlate  well  in  a given  patient  or  in  a given  disease. 
Changes  in  circulating  immune  complex  levels  do  not  consis- 
tently correlate  with  the  clinical  course  of  the  underlying  dis- 
ease. Based  on  available  information,  recently  developed 
tests  for  immune  complexes  must  be  considered  largely  in- 
vestigational tools,  and  little  is  to  be  gained  by  their  routine 
use  in  most  clinical  settings. 

Summary 

Most  patients  suspected  of  having  SLE  may  be  adequately 
screened  using  a Westergen  ESR  and  FANA.  Anti-native 
DNA  and  complement  levels  may  be  of  value  in  the  diagnosis 
and  follow-up  of  selected  patients.  Total  hemolytic  comple- 
ment levels  are  usually  the  best  screen  for  complement  sys- 
tem activity.  However,  the  more  readily  available  commercial 
C3  kits  are  often  adequate.  More  specialized  tests  than  those 
discussed  here  are  available  in  some  settings.  Many  patients 
may  be  followed  by  general  physical  examination,  blood 
chemistries  (BUN,  creatinine,  A/G  ratio),  routine  hematologic 
parameters,  and  urinalysis  with  urine  chemistries.  LE  cell 
testing,  for  reasons  including  insensitivity  and  difficulties  in 
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interpretation,  is  not  recommended  for  diagnosis  or  follow- 
up. Commercially  available  tests  for  circulating  immune 
complexes  are  generally  not  warranted.  A knowledge  of  the 
strengths  and  limitations  of  the  clinical  laboratory  used  for 
specific  tests  is  important.  Some  differences  in  test  applica- 
tion will  occur  even  between  recognized  experts,  but  it  is 
clear  that  not  every  test  available  is  warranted  in  every 
patient  suspected  of  having  SLE.  Careful  selection  of  tests 
may  save  both  time  and  money  for  patients.  More  extensive 
serologic  analysis  may  be  justifiable  in  academic  centers  col- 
lecting information  on  large  numbers  of  patients  for  research 
purposes. 

REFERENCES 

1 . Cohen  AS:  Laboratory  diagnostic  procedures  in  rheumatic  diseases, 
ed  2.  Boston,  Little  Brown  and  Co,  1975. 

2.  Tan  EM:  Systemic  lupus  erythematosus:  immunologic  aspects,  in  Hol- 
lander JL:  Arthritis  and  Allied  Conditions,  ed  9.  Philadelphia,  Lea  and  Febiger, 
1979,  pp  715-722. 

3.  Chubick  A,  Sontheimer  RD,  Gilliam  JN,  et  al:  An  appraisal  of  tests  for 
native  DNA  antibodies  in  connective  tissue  diseases.  Ann  Intern  Med  89 : 
186-192,  1978. 

4.  Cooper  NR:  The  complement  system,  in  Fundenberg  HH,  Stites  DP, 
Caldwell  JL,  et  al  (eds):  Basic  and  Clinical  Immunology,  ed  3.  Los  Altos,  Lange 
Medical  Publications,  1980,  pp  83-95. 

5.  McDuffie  FC:  Immune  complexes  in  the  rheumatic  disease.  J Allerg  Clin 
Immunol  62:37-43,  1978. 


TEXAS  MEDICINE 


You  know 

what  you  want 
in  Step-1 

antihypertensive 

therapy... 


For  your  hypertensive  patients, 

Long-acting 

Mmtdxo/yrr  give* 

(metolazone)  Pennwalt 


Efficacy  Compliance  Safety 


Start  with  Zaroxolyn  because 
of  its  unsurpassed  effective- 
ness in  Step-1  therapy.14 

Stay  with  Zaroxolyn  because 
it  maintains  effectiveness  in 
long-term  therapy1 5 6. . . and 
minimizes  the  need  for  Step-2 
agents. 


Stay  with  Zaroxolyn  because 
it  maintains  24-hour  blood 
pressure  control  with  simple 
once-daily  dosage,  and  only 
4%  discontinue  therapy  due 
to  side  effects! 


Stay  with  Zaroxolyn  because 
clinically  significant  side 
effects  are  rare! 

□ Low  incidence  of  changes 
in  serum  K+,  glucose  me- 
tabolism, or  uric  acid  levels 


□ Zaroxolyn's  effectiveness  is 
maintained  even  in  the 
presence  of  reduced  kidney 


you  what  you  want 


Compatibility  Economy 


Add  to  Zaroxolyn  easily  if 
Step-2  agents  become 
necessary. 

□ Permits  lower  doses  of 
Step-2  agents  to  minimize 
side  effects 

□ Allows  flexible  dosage 
titration,  in  contrast  to 
fixed-dose  combinations 


□ Less  expensive  than  most 
other  diuretics 

□ More  economical  than 
hydrochlorothiazide  in 
fixed-dose  combination 
with  triamterene  or 
reserpine/hydralazine 

□ Costs  less  than  beta- 
blockers 

□ Less  expensive  than 
methyldopa,  clonidine,  or 


Please  see  following  page 
for  prescribing  information. 


Start  with...stay  with...and  add  to... 

Long-acting 

Zaidxolyii 

(metolazone) 

Gives  you  what  you  want  in 
Step-1  antihypertensive  therapy 


Long-acting 

Za&xolyn 

(metolazone)  Pennwalt 

2Vi  mg,  5 mg,  10  mg  tablets 

Gives  you  what 
you  want  in 

Step-1  antihypertensive 
therapy 


□ Unsurpassed  Step-1  efficacy 
in  mild  to  moderate 
hypertension 

□ True  once-daily  dosage 
for  excellent  patient 
compliance 


□ Positive  side  effect  profile 

□ Strong  foundation  for 
stepped-care  therapy 

□ Long-term  economy 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  the  package  insert,  or  in  PDR,  or  available  from 
your  Pennwalt  representative.  The  following  is  a bnef 
summary  Indications:  Zaroxolyn  (metolazone)  is  an 
antihypertensive  diuretic  indicated  for  the  management 
of  mild  to  moderate  essential  hypertension  as  sole 
therapeutic  agent  and  in  the  more  severe  forms  of 
hypertension  in  conjunction  with  other  antihypertensive 
agents,  and  also,  edema  associated  with  heart  failure 
and  renal  disease  Routine  use  in  pregnancy  is  inappro- 
priate Contraindications:  Anuria,  hepatic 
coma  or  precoma,  allergy  or  hypersensitivity  to 
Zaroxolyn  Warnings:  In  theory  cross-allergy  may 
occur  in  patients  allergic  to  sulfonamide-derived 
drugs,  thiazides  or  quinethazone  Hypokalemia 
may  occur,  and  is  a particular  hazard  in  digitalized 
patients,  dangerous  or  fatal  arrhythmias  may 
occur  Azotemia  and  hyperuricemia  may  be  noted 
or  precipitated  Considerable  potentiation  may 
occur  when  given  concurrently  with  furosemide 
When  used  concurrently  with  other  antihyperten- 
sives, the  dosage  of  the  other  agents  should  be 
reduced  Use  with  potassium-sparing  diuretics 
may  cause  potassium  retention  and  hyperkalemia 
Administration  to  women  of  childbearing  age 
requires  that  potential  benefits  be  weighed  against 
possible  hazards  to  the  fetus  Zaroxolyn  appears 
in  the  breast  milk  Not  for  pediatric  use  Pre- 
cautions: Perform  periodic  examination  of  serum 
electrolytes.  BUN.  uric  acid,  and  glucose.  Observe 
patients  for  signs  of  fluid  or  electrolyte  imbalance, 
namely  hyponatremia,  hypochloremic  alkalosis 
and  hypokalemia  These  determinations  are 
particularly  important  when  there  is  excessive 
vomiting  or  diarrhea,  or  when  parenteral  fluids 
are  administered  Patients  treated  with  diuretics 
or  corticosteroids  are  susceptible  to  potassium 


depletion  Caution  should  be  observed  when 
administering  to  patients  with  gout  or  hyper- 
uricemia or  those  with  severely  impaired  renal 
function  Insulin  requirements  may  be  affected  in 
diabetics  Hyperglycemia  and  glycosuria  may 
occur  in  latent  diabetes  Chloride  deficit  and 
hypochloremic  alkalosis  may  occur  Orthostatic 
hypotension  may  occur  Dilutional  hyponatremia 
may  occur  Zaroxolyn  10  mg  tablets  contain  FD&C 
Yellow  No  5 (tartrazine)  which  may  cause  allergic- 
type  reactions  (including  bronchial  asthma)  in 
certain  susceptible  individuals  Although  the  over- 
all incidence  of  FD&C  Yellow  No  5 (tartrazine) 
sensitivity  in  the  general  population  is  low.  it  is 
frequently  seen  in  patients  who  also  have  aspirin 
sensitivity  Adverse  Reactions:  Constipation, 
nausea,  vomiting,  anorexia,  diarrhea,  bloating, 
epigastric  distress,  intrahepatic  cholestatic 
jaundice,  hepatitis,  syncope,  dizziness,  drowsiness, 
vertigo,  headache,  orthostatic  hypotension, 
excessive  volume  depletion,  hemoconcentration, 
venous  thrombosis,  palpitation,  chest  pain, 
leukopenia,  urticaria,  other  skin  rashes,  dryness 
of  mouth,  hypokalemia,  hyponatremia,  hypochlo- 
remia,  hypochloremic  alkalosis,  hyperuricemia, 
hyperglycemia,  glycosuria,  raised  BUN  or  creati- 
nine, fatigue,  muscle  cramps  or  spasm,  weakness, 
restlessness,  chills,  and  acute  gouty  attacks  Usual 
Initial  Once-Daily  Dosages:  mild  to  moderate 
essential  hypertension— 2Vi  to  5 mg,  edema  of 
cardiac  failure— 5 to  10  mg;  edema  of  renal 
disease— 5 to  20  mg  Dosage  adjustment  is 
usually  necessary  during  the  course  of  therapy. 
How  Supplied:  Tablets,  2/2l  5 and  10  mg 


References:  1.  Data  on  file  Medical  Department 
Pennwalt  Pharmaceutical  Division.  2.  Sambhi  MR 
Egaena  P Barrett  JD,  et  al:  A crossover  comparison 
of  the  effects  of  metolazone  and  hydrochlorothiazide 
therapy  on  blood  pressure  and  renin  angiotensin  sys- 
tem injpatients  with  essential  hypertension,  in  Sam- 
bhi MR  fed):  Systemic  Effects  of  Antihypertensive 
Agents.  New  York,  Stratton,  1976,pp  221-245.  3. 
Pilewski  RM,  Scheib  ET,  MisageJH,  et  al:  Technique 
of  controlled  drug  assay  in  hypertension:  V.  Compari- 
son of  hydrochlorothiazide  with  a new  quinethazone 
diuretic^  metolazone.  Clin  Pharmacol  Ther  12:843- 
848. 19?1. 4 Fotiu  S,  Mroczek  WJ,  DavidovM  et  al: 
Antinypertensive  efficacy  of  metolazone.  Clin  Phar- 
macol Ther  16:31 8-321, 1974.  5.  CangianoJL:  Effects 
of  prolonged  administration  of  metolazone  in  the 
treatment  of  essential  hypertension.  Current 
Therapeutic flesearc/r 20:745-750, 1976.  6.  Dornfeld 
L , Kane  RE:  Metolazone  in  essential  hypertension: 
The  long-term  clinical  efficacy  of  a new  diuretic. 
Currentlherapeutic  Research  1 8:527-533, 1975.  7. 
Puschett  JB:  Physiologic  basis  for  the  use  of  new  and 
older  diuretics  incongestive  heart  failure.  Cardiovas- 
cular Medicine  2:1 19-134, 1977.  8.  Craswell  PW, 
Ezzat  E,  Kopstein  J,  et  al:  Use  of  metolazone,  a new 
diuretic  Jn  patients  with  renal  disease.  Nephron 
12:63-75, 1973.  9 Bennett  WM,  Porter  GA:  Efficacy 
and  safety  of  metolazone  in  renal  failure  and  the 
nephrotic  syndrome.  J Clin  Pharmacol  13:357-364, 
1973  10.  Drug  Topics  Red  Book  1981,  and  manufac- 
turers' suggested  prices. 


DIVISION 


S Pennwalt 


ROCHESTER  NEW  YORK  14623 


A-297 


Terry  L.  Furgiuele,  MD 

Terry  L.  Furgiuele,  MD,  3154  Lake  Crescent  Dr,  Kingwood,  TX  77339 


Hemolytic  uremic 
syndrome  presenting 
as  hepatitis 

Hemolytic  uremic  syndrome  (HUS)  is  a multisystem  dis- 
ease of  which  the  major  manifestations  are  intravascular 
hemolysis  and  acute  renal  failure.  It  is  seen  predomi- 
nately in  children  less  than  two  years  old  and  character- 
istically presents  with  bloody  diarrhea  and  abdominal 
pain  followed  by  signs  and  symptoms  of  acute  nephritis. 
A variety  of  infectious  organisms  have  been  implicated 
as  etiologic  agents.  This  report  includes  an  unusual  pre- 
sentation of  HUS  and  suggests  an  infectious  etiology 
not  previously  reported. 


Case  report 

CS,  a 2-year-old  white  girl,  presented  with  a four-day  history 
of  fever,  vomiting,  and  diarrhea.  She  had  no  known  toxin  ex- 
posure and  was  on  no  medications.  Urinary  output  was  re- 
ported as  adequate,  although  dark  in  color.  Physical  exami- 
nation on  admission  showed  a blood  pressure  of  90/50  mm 
Hg,  pulse  rate  of  96,  and  respiratory  rate  of  20.  The  mucous 
membranes  were  dry  and  the  child  was  clinically  estimated  to 
be  5%  to  7%  dehydrated.  There  was  marked  icterus  and  a 
palpable  tender  liver  2.5  cm  below  the  right  costal  margin.  No 
congestive  heart  failure  or  any  other  abnormalities  were 
noted. 

Pertinent  admission  laboratory  showed  a hemoglobin  level 
of  9.4  gm/dl,  hematocrit  of  26.2%,  and  white  blood  count  of 
10,900/mm3  with  normal  differential.  Decreased  numbers  of 
platelets  and  red  cell  fragments  were  noted  on  examination 
of  the  blood  smear.  SGOT  was  272  IU,  LDH  2,1 52  IU,  and 
bilirubin  8.3  mg/dl  with  a direct  fraction  of  6.9  mg/dl.  Serum 
electrolytes  were  normal,  glucose  60  mg/100  ml,  and  BUN  of 
68  mg/dl.  Creatinine  was  2.5  mg/dl.  The  direct  Coombs  test 
was  negative  and  the  test  for  Australia  antigen  was  also 
negative.  Urinalysis  showed  specific  gravity  of  1 .024,  4+  pro- 
tein, 3+  blood,  and  no  casts.  Stool  guaiac  was  negative  as 
was  the  mono  spot  test. 

The  child  was  first  given  isotonic  fluids  at  a rate  of  1 00  cc/ 
kg/day,  but  eight  hours  after  admission  she  had  decreased 
urine  output.  Twelve  hours  after  admission,  she  had  a gener- 
alized tonic-clonic  seizure  which  lasted  1 5 minutes  and  re- 


quired the  intravenous  administration  of  diazepam.  Blood 
pressure  at  that  time  was  280/160  mm  Hg.  This  hypertensive 
crisis  was  unresponsive  to  hydralazine  and  diazoxide  and  did 
not  return  to  baseline  values  until  sodium  nitroprusside  was 
administered.  Following  this  acute  episode,  no  further  sei- 
zure activity  or  hypertension  was  seen. 

Repeat  laboratory  evaluation  showed  a hemoglobin  of  8.5 
gm/dl  and  a hematocrit  of  25%.  Liver  enzyme  levels  had 
worsened  with  the  SGOT  now  430  IU  and  LDH  2,940  IU  with 
liver  fraction  of  320  IU  (normal  range  0-20).  Renal  function 
had  also  worsened  with  the  BUN  81  mg/dl  and  creatinine  3.5 
mg/dl. 

The  patient  was  transfused  with  packed  red  cells  and 
started  on  aspirin,  dipyramidole,  and  peritoneal  dialysis  with 
rapid  improvement  in  clinical  status.  Laboratory  abnormali- 
ties, including  liver  enzymes,  also  quickly  improved.  Dialysis 
was  discontinued  when  urine  output  returned,  and  the  child 
made  a subsequent  complete  and  uneventful  recovery.  Un- 
fortunately, during  her  illness  no  serum  or  stool  investigations 
were  made  for  viruses  which  cause  a hepatitis-like  presen- 
tation. 

Discussion  and  speculation 

Because  HUS  is  a multisystem  disease,  many  clinical  signs 
and  symptoms  are  seen;  however,  there  has  been  a paucity 
of  information  regarding  hepatic  manifestations.  Jaundice 
and  hepatomegaly  have  been  reported,  but  not  without  a 
combination  of  other  characteristics  such  as  pallor,  hyperten- 
sion, oliguria,  or  bleeding  manifestations  as  antecedent 
events.'  The  hematologic  abnormalities  in  HUS  have  made 
biopsy  of  the  liver  impractical.  Edema  and  fatty  metamor- 
phosis have  been  found  in  autopsy  specimens  although  no 
pathophysiologic  mechanisms  were  suggested.2  However  in 
HUS,  fibrin  deposition  in  the  kidney  has  been  confirmed  in 
scientific  studies.3  It  would  seem  plausible  also  to  accept  this 
pathogenesis  as  a cause  of  hepatocyte  dysfunction. 

Many  viral  pathogens  have  been  implicated  as  etiologic 
agents  in  HUS.  These  include  coxsackie  A4,4  influenzae, 
ECHO  29, 6 and  infectious  mononucleosis.7  Some,  such  as 
coxsackie,  have  also  been  reported  to  cause  hepatitis-like 
diseases,  primarily  in  neonates.8  Leptospirosis  has  been  re- 
ported to  cause  both  liver  and  renal  abnormalities  in  associa- 
tion with  disseminated  intervascular  coagulation9  but  not  in 
association  with  HUS.  All  of  these  organisms  have  been 
demonstrated  by  direct  isolation  or  by  increasing  serum  titer 
but  no  data  actually  proving  cause  and  effect  have  been 
elucidated. 
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In  the  case  presented  here  it  is  not  clear  whether  the  liver 
dysfunction  was  a cause  or  effect  of  the  renal  disease,  but 
clinical  signs  of  hepatitis  clearly  preceded  laboratory  docu- 
mentation of  HUS.  Because  hepatitis  A is  such  a common 
disease,  it  seems  unusual  that  it  has  also  not  been  previously 
implicated  as  a possible  cause  of  HUS.  An  investigation  of 
this  common  virus  is  warranted  when  similar  presentations  of 
symptoms  occur. 

Conclusion 

As  Osier  once  said,  “Uncommon  presentations  of  common 
diseases  are  more  common  than  common  presentations  of 
uncommon  diseases.”  The  diagnosis  of  HUS  should  be  con- 
sidered in  any  child  less  than  age  2 years  with  protracted 
symptoms  of  gastrointestinal  disease.  Nonrenal  presenta- 
tions such  as  hepatitis  are  important  diagnostically  and  may 
provide  valuable  clues  to  etiology.  When  evidence  of  hepatic 
disease  coexists  with  HUS,  the  presence  of  hepatitis  viruses 
should  be  sought.  Further,  the  pathogenic  mechanisms  of 
hepatic  manifestations  need  to  be  adequately  explained. 
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works  well  in  your  office... 


NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  ffoh  nafkets 

(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs;  in  tubes  ofl  ozand  l/2ozand  1/32  oz  (approx.)  toil  pac 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad  spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
svstemirallv. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN”  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains;  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mglequivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro 
toxicity  and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using 'this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddeningwlth  swelli  ng. 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  If  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin  containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un 
common  cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 
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Transfusion 
requirements  of  the 
leukemic  patient 

The  patient  with  leukemia  presents  special  problems  in 
blood  transfusion.  It  is  no  longer  useful  to  transfuse 
whole  blood  but,  instead,  special  components  are  nec- 
essary to  treat  the  patient  specifically.  For  the  individual 
who  is  anemic,  the  use  of  packed  red  blood  cells  is  indi- 
cated. For  the  bleeding  patient  with  thrombocytopenia, 
platelet  concentrates  are  now  available  at  most  centers 
and  should  be  utilized  to  stop  bleeding.  In  recent  years, 
granulocyte  transfusions  have  become  more  common- 
place and  have  resulted  in  survival  of  otherwise  fatal  in- 
fections in  the  patient  with  leukemia.  The  advancement 
of  blood  bank  technology  has  paralleled  advancement  in 
the  treatment  of  leukemia. 


As  a result  of  the  rapid  proliferation  of  leukemic  cells  in  the 
bone  marrow  of  patients  with  leukemia,  there  is  crowding  out 
of  the  normal  marrow  elements  resulting  in  anemia,  throm- 
bocytopenia, and  granulocytopenia.  This  fact  requires  spe- 
cial component  transfusions  because  the  use  of  whole  blood, 
no  matter  how  fresh,  cannot  fulfill  the  needs  of  this  pan- 
cytopenia; platelet  and  granulocyte  survival  in  whole  blood  is 
not  sufficient. 

A second — and  significant — consideration  is  the  severe 
myelosuppression  which  results  from  aggressive  chemo- 
therapy necessary  to  obtain  high  rates  of  remissions  and  pro- 
longed survival  in  such  patients.1  Furthermore,  the  depth  of 
marrow  suppression  and  its  duration  vary  with  individual  pa- 
tients treated  with  vigorous  chemotherapy.1 

These  major  facets  of  leukemia  and  its  treatment  have 
fortunately  been  paralleled  by  blood  banking  techniques.  Ad- 
vances in  blood  bank  technology  during  the  past  two  decades 
have  been  phenomenal.2  The  development  of  the  plastic  bag 
and  its  widespread  use  since  1 960  have  made  possible  the 
mechanized  separation  of  blood  components  to  be  used  for 
given  deficiencies.  Thus,  the  separation  into  packed  red 

This  article  was  submitted  simultaneously  to  The  Dallas  Medical  Journal  and 
Texas  Medicine.  It  was  published  in  the  November- December  1980  issue  of 
The  Dallas  Medical  Journal. 
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cells,  platelet  concentrates,  granulocyte  components,  and 
their  use  in  the  therapy  of  leukemia  has  become  common- 
place and,  indeed,  lifesaving. 

Red  blood  cells 

The  use  of  packed  red  cells  for  anemia  reduces  the  possi- 
bility of  circulatory  overload  when  compared  to  whole  blood 
because  the  200  ml  of  red  cells  prepared  in  a routine  fash- 
ion 3 has  an  average  packed  cell  volume  (hematocrit)  of  70% 
as  opposed  to  45%  for  whole  blood.  In  the  average  adult,  one 
can  expect  an  increment  in  hemoglobin  level  of  1 gm/dl  or  a 
3%  increase  in  the  hematocrit  for  each  unit  of  packed  cells 
transfused.  In  the  leukemic  patient,  a hemoglobin  level  of 
8-10  gms/dl  should  be  maintained  by  such  transfusions. 

In  patients  who  frequently  receive  transfusions,  febrile  re- 
actions to  compatible  red  blood  cells  many  times  may  be 
eliminated  by  the  use  of  leukocyte-poor  packed  red  cells  pre- 
pared by  inverted  centrifugation  or  by  washing  the  red  cells3 
to  eliminate  residual  white  cells  which  may  cause  chills  and 
fever. 

Platelets 

Harvesting  of  platelets  from  a unit  of  whole  blood  is  accom- 
plished by  centrifugation  of  the  unit  within  four  hours  of  draw- 
ing, and,  with  several  maneuvers  using  satellite  bags,  one 
unit  of  platelet  concentrates  is  obtained.  This  unit  may  be 
stored  for  72  hours.3  Several  units  usually  are  pooled  before 
transfusion  for  the  ease  of  administration  which  is  effected 
rapidly  through  a single  mesh  filter,  eg,  1 0 units  or  500  cc 
over  one  hour.  An  alternative  method  of  platelet  harvesting  is 
through  plateletpheresis  using-a  single  donor.3  Two  important 
precautions  should  be  noted:  (1 ) donors  for  platelets  should 
not  have  taken  aspirin  for  five  days  before  donation  because 
this  drug  has  a prolonged  detrimental  effect  on  platelet  effec- 
tiveness; (2)  the  platelets  should  not  be  given  through  a filter 
previously  used  for  blood  products. 

Platelet  transfusions  are  indicated  in  the  bleeding,  throm- 
bocytopenic patient.  That  is  their  major  use.  The  prophylactic 
transfusion  of  platelets  in  the  patient  with  profound  throm- 
bocytopenia (ie,  fewer  than  1 0,000  platelets  per  cubic  milli- 
meter) has  many  proponents;  however,  some  patients  may 
not  demonstrate  evidence  of  hemorrhage  despite  prolonged 
thrombocytopenia,  while  others  may  actively  bleed  at  levels 
of  40,000/mm3.  Therefore,  one  must  decide  on  the  basis  of 
the  clinical  situation  whether  platelet  concentrates  are  indi- 
cated.4 

As  an  approximation,  a patient  who  is  given  1 unit  of  plate- 
let concentrates  for  every  1 0 kg  body  weight  should  have  a 
platelet  count  increment  of  40,000/mm3  to  50,000/mm3  one 
hour  after  infusion.4  For  example,  a 70  kg  patient  given  7 
units  of  platelet  concentrates  should  show  a rise  in  the  plate- 
let count  of  40, 000/mm3-50, 000/mm3,  but  this  will  be  less  in 
situations  of  infection,  splenomegaly,  fever,  or  active  bleed- 
ing. Many  times  the  cessation  of  bleeding  is  the  measure  of 
the  effectiveness  of  platelet  transfusion.  Of  major  importance 
is  the  development  of  refractoriness  to  transfused  platelets 
by  alloimmunization  following  repeated  platelet  transfusions. 
This  may  be  suspected  if  on  two  consecutive  occasions  the 
platelet  increment  is  less  than  20%  one  hour  after  the  trans- 
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fusion.4  The  majority  of  patients  who  become  refractory  to 
random  donor  platelets  can  be  successfully  transfused  with 
platelets  from  an  HLA-matched  donor,  either  a family  mem- 
ber or  unrelated  matched  individual.4  In  this  situation  plate- 
letpheresis  is  preferable.  This  involves  differential  centrifuga- 
tion of  platelets  from  a single  donor,  returning  the  red  cells 
and  plasma  to  the  donor,  harvesting  large  numbers  of  plate- 
lets of  a single  HLA  type. 

By  either  method  of  obtaining  platelet  concentrates,  most 
centers  feel  that  ABO-  and  Rh-compatible  platelets  should 
be  transfused  because  of  contamination  of  the  concentrates 
by  red  blood  cells  in  the  processing,5  whereas  other  clini- 
cians feel  that  ABO  and  Rh  compatibility  is  unimportant. 

Granulocyte  transfusions 

In  the  severely  neutropenic  patient  (fewer  than  500  gran- 
ulocytes/mm3, the  transfusion  of  granulocytes  may  be  life- 
saving. The  indication  for  granulocyte  transfusions  is  a 
profound  and  prolonged  granulocytopenia  which  has  not  re- 
sponded to  intensive  antibiotic  therapy  (eg,  a semisynthetic 
penicillin  and  an  aminoglycoside)  in  an  individual  who  is 
expected  to  go  into  a remission.1 6 

The  donor  should  be  ABO-  and  Rh-compatible  with  the 
recipient.4  5 The  donor  is  given  a single  dose  of  corticoste- 
roids to  mobilize  granulocytes  and  undergoes  leukapheresis. 
In  this  process,  differential  centrifugation  removes  white  cells 
and  platelets  and  returns  red  cells  and  plasma  to  the  donor. 
The  procedure  takes  several  hours.  The  donor  should  be 
HBsAg  negative  and  should  be  healthy.  The  criteria  for  donor 
selection  are  the  same  as  outlined  in  the  Technical  Manual 
of  the  American  Association  of  Blood  Banks.3  Once  pre- 
pared, the  granulocytes  will  have  a volume  of  200-300  ml 
and  should  contain  1 0 10  granulocytes.4  7 The  granulocyte 
component  may  be  administered  through  a Y-type  blood  ad- 
ministration set  with  the  standard  blood  filter,  using  normal 
saline  in  the  other  arm  of  the  Y.  This  method  allows  rinsing  of 
the  granulocyte  bag  at  the  end  of  transfusion  to  free  gran- 
ulocytes and  platelets  that  would  otherwise  adhere  to  the 
plastic  bag.6  However,  a blood  component  recipient  set  may 
be  used  as  a single  IV  or  “piggy-back”  as  desired.  Granu- 
locytes should  be  given  over  a two-  to  four-hour  period,  be- 
ginning with  a slower  drip  and  then  increasing  the  rate  in 
order  to  observe  the  patient  for  any  reaction.  Fever  and  chills 
in  the  recipient  are  frequently  present.  The  pretransfusion 
use  of  corticosteroids,  antihistamines,  and  acetaminophen  is 
standard  at  many  centers  and  the  presence  of  chills  may  be 
controlled  by  the  use  of  meperidine,  the  action  of  which,  in 
this  instance,  is  unclear.8  Granulocyte  transfusion  should  not 
be  interrupted  because  of  such  a febrile  reaction.  If  repeated 
reactions  occur,  an  HLA-matched  donor  or  family  member 
should  be  selected.  Occasionally,  however,  more  dramatic 
reactions  occur,  such  as  flushing,  urticaria,  hypotension,  or 
even  anaphylaxis.  The  patient  with  a pulmonary  infection 
may  have  transient  episodes  of  respiratory  distress  as  the 
granulocytes  migrate  to  the  site  of  infection.  The  transfusion 
may  have  to  be  slowed  or  stopped  if  these  more  serious  com- 
plications occur. 

The  minimum  dosage  of  granulocytes  should  be  one  gran- 
ulocyte transfusion  daily  for  four  days.  One  may  need  to  give 


more,  depending  on  response.  The  criteria  for  cessation  of 
granulocyte  transfusions  are  the  spontaneous  and  sustained 
rise  in  the  recipient’s  granulocyte  count,  eradication  of  clinical 
signs  of  the  infection  being  treated,  severe  transfusion  reac- 
tions despite  all  precautionary  measures,  obvious  progres- 
sion of  the  infection,  or  progressive  refractoriness  of  the 
leukemia.4 

Special  transfusion  requirements 

There  are  also  some  special  transfusion  requirements  for 
special  circumstances.  For  example,  in  chronic  lymphocytic 
leukemia,  one  frequently  encounters  a cold  agglutinin  which 
necessitates  the  warming  of  the  red  blood  cells  as  they  are 
transfused.  Devices  are  available  which  warm  the  blood 
safely  between  the  bag  and  the  patient  and  do  not  warm  the 
bag  of  blood  itself. 

Antibodies  may  be  seen  in  certain  leukemias  which  make 
routine  crossmatches  impossible  and  in  such  instances  the 
autocontrol  compared  with  crossmatching  of  donor  cells  may 
result  in  the  selection  of  a unit  which  may  be  carefully  trans- 
fused. 

The  patient  who  is  a candidate  for  bone  marrow  transplan- 
tation requires  special  transfusion  precautions:  (1 ) the  use  of 
washed  red  blood  cells  to  eliminate  alloimmunization  by 
white  cells  present  in  routine  packed  RBCs;  (2)  careful  HLA- 
matching;  and  (3)  awareness  of  the  contraindication  of  the 
use  of  blood  from  family  members  which  may  sensitize  the 
individual  against  major  or  minor  HLA  sites. 

Using  these  guidelines  for  transfusional  care  of  the  leuke- 
mic patient  has  advanced  the  treatment  and  survival  and  al- 
lowed the  physician  to  work  more  aggressively  toward  a 
cure. 
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But  it’s  not  surprising,  because  API  is  the  only  company 
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■ Interest  on  deposits  Over  $428,000  interest  paid  on 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  TOO 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Percutaneous  skeletal  biopsy  1981 : a procedure  for  radi- 
ologists— results,  review,  and  recommendations.  William 
A.  Murphy,  MD;  Judy  M.  Destouet,  MD;  and  Louis  A.  Gilula, 
MD.  The  Radiological  Society  of  North  America,  Radiology, 
vol  139,  no  3,  June  1981 , pp  545-549. 

A retrospective  study  of  169  percutaneous  skeletal  biopsies 
performed  by  radiologists  at  the  Mallinckrodt  Institute  of  Ra- 
diology and  Barnes  Hospital  between  October  1 974  and  July 
1 980  showed  an  overall  accuracy  of  94%;  a negative  result 
had  a predictive  value  of  92%.  A review  of  the  English-lan- 
guage literature  revealed  that  nearly  10,000  aspiration  or 
trephine  musculoskeletal  biopsies  have  been  reported  during 
the  past  50  years;  historical  accuracy  is  approximately  80%, 
but  this  figure  is  probably  an  underestimate  because  true- 
negative cases  may  not  have  been  well  documented  or  tabu- 
lated. The  authors  believe  that  percutaneous  skeletal  biopsy 
should  be  considered  a radiological  procedure,  and  that  radi- 
ologists could  and  should  perform  this  procedure  as  part  of  a 
team  effort. 


Preoperative  angiocardiography  in  infants  with  tetrad  of 
Fallot:  review  of  36  cases.  Kenneth  E.  Fellows,  MD;  John 
Smith,  MD;  and  John  F.  Keane,  MD.  American  College  of 
Cardiologists,  The  American  Journal  of  Cardiology  vol  47, 
June  1981,  pp  1279-1285. 

Angiocardiograms  in  36  infants  with  tetrad  of  Fallot  were 
reviewed  to  determine  which  projections  best  displayed  the 
anatomy.  The  occurrence  of  associated  cardiovascular 
anomalies  was  also  recorded.  An  additional  ventricular  sep- 
tal defect  was  found  in  14%  (five  of  36),  peripheral  pulmonary 
stenoses  in  30%  (ten  of  36)  and  surgically  important  coro- 
nary arterial  abnormalities  in  8%  (three  of  36).  This  retro- 
spective study  indicated  that  optimal  biplane  angiocardiogra- 
phy should  include:  (1 ) right  ventriculography  in  a sitting  or 
hepatoclavicular  view  for  demonstration  of  the  right  ventric- 
ular, infundibular,  and  pulmonary  artery  anatomy;  (2)  left 
ventriculography  in  the  long  axial  oblique  (cranially  angled 
oblique)  view  for  display  of  ventricular  septal  defects  and 
coronary  arteries;  and  (3)  an  aortogram  at  the  valve  level 
(oblique  view)  if  coronary  arteries  are  not  well  seen  in  the  left 
ventricular  study. 


Therapeutic  factors  in  group  psychotherapy.  Sidney 
Bloch,  PhD,  MRCPsych;  Eric  Crouch,  MA,  MB,  MRCPsych; 
and  Janet  Reibstein,  MA.  American  Medical  Association,  Ar- 
chives of  General  Psychiatry,  vol  38,  May  1 981 , pp  51 9- 
526. 

This  is  a review  of  theoretical,  empirical,  and  clinical  research 
on  therapeutic  factors  in  group  psychotherapy  covering  the 
period  1 955  to  1 979.  Therapeutic  factors  are  processes  that 
contribute  to  improvement  in  the  patient's  condition;  they  are 
different  from  conditions  for  change  and  from  techniques. 

The  following  therapeutic  factors  are  examined:  self-dis- 
closure, interaction,  acceptance  (cohesiveness),  insight,  ca- 
tharsis, guidance,  altruism,  vicarious  learning,  instillation  of 
hope,  and  an  existential  factor.  Criteria  for  adequate  experi- 
mental design  in  group  research  are  proposed.  About  40%  of 
the  works  reviewed  contain  empirical  studies;  the  quality  of 
these  studies  is  variable  both  conceptually  and  methodologi- 
cally. It  is  difficult  to  assess  the  extent  to  which  clinical  prac- 
tice has  actually  been  influenced  by  this  work  on  therapeutic 
factors. 


Genetic  influences  in  the  epilepsies.  Mark  T.  Jennings, 

MD,  and  Thomas  D.  Bird,  MD.  American  Medical  Associa- 
tion, American  Journal  of  Diseases  of  Children,  vol  135,  May 
1981,  pp  450-457. 

The  authors  review  hereditary  influences  in  the  epilepsies 
from  the  perspective  of  medical  genetics.  The  recurrence  risk 
for  epilepsy  in  close  relatives  may  vary  from  2%  to  5%  up  to 
50%  depending  on  the  etiology  of  the  seizure  disorder  in  the 
proband.  The  authors  emphasize  the  identification  of  specific 
disorders  with  single-gene  inheritance  that  will  lead  to  useful 
conclusions  regarding  treatment,  prognosis,  and  family  coun- 
seling. Also  discussed  are  chromosomal  aberrations,  poly- 
genic inheritance,  gene-environment  interactions,  animal 
models  of  epilepsy,  and  the  pharmacogenetics  of  anticon- 
vulsants. 
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TEXAS  MEDICINE 


Pioneers  in  Medicine 
For  the  Family 

BOOTS  PHARMACEUTICALS,  INC. 

Operating  in  the  U.S.  since  1977,  Boots  is  a world-wide  leader  in 
pharmaceutical  research  and  manufacture.  Boots  has  directed  its  efforts 
toward  providing  products  useful  in  the  practice  of  family  medicine. 

Some  of  our  better  known  products  are  Lopurin™  , Ru-Tuss®  and 
Ru-Vert® . This  advertisement  highlights  four  other  products  particularly 
useful  for  the  family. 


♦ SU-TON®  ♦ ♦TW1N-K-CI 
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For  the  Majority  of 
Steroid-Responsive  Dermatoses* 

Seen  in  Family  Practice 

(lodochlorhydroxyquin-  Pramoxme  HCI- Hydrocortisone) 

The  4 in  1 Corticosteroid  Cream 

Anti-inflammatory,  antifungal,  antibacterial  actions, 
and,  uniquely,  a topical  anesthetic  for  immediate 
relief  of  the  itching  or  burning  that  frequently 
accompanies  skin  problems.  One  size  04  ounce), 
one  strength  for  ease  of  prescription. 

•This  drug  has  been  evaluated  as  possibly  effective  for  these  indications 
See  prescribins  information  on  last  page  of  this  advertisement. 


For  the  Geriatric  Patient 

SU-TON* 

Liquid  Tonic 

A pleasant  tasting  prescription  tonic  containing 
iron,  vitamins,  minerals,  an  analeptic  and  18%  " 
alcohol.  Ideal  for  those  who  may  benefit  from 
vitamin  deficiency  prevention.  Just  one  table- 
spoon before  each  meal. 

Each  45  ml  (3  tablespoonfuls)  contains: 


Pentylenetetrazol 30  m 

Niacin  C ’ 50  m 

Vitamin  B-1 iq  m 

Vitamin  B-2 5 m 

Vitamin  B-6 1m 

Vitamin  B-12 3 mc. 

Choline 100  m- 

Inositol 50  m- 

Manganese  (as  Manganese  Sulfate).  . im. 

Magnesium  (as  Magnesium  Sulfate) 9 m 

Zinc  (as  Zinc  Sulfate) 1 m, 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 92  m, 

Alcohol 189; 


See  prescribing  information  on  last  page  of  this  advertisement 


or  Potassium  Supplementation 
mproved  Compliance . . ♦ 


In  Cases  with 
Chloride  Deficiency.  ♦. 


TWIN-K-CI 


ach  15  ml  supplies  20  mEq  of  potassium  ions  as  a combination  of  potassium 
luconate  and  potassium  citrate  in  a sorbitol  and  saccharin  solution. 


Each  15  ml  supplies  15  mEq  of  potassium  ions  and  4 mEq  of  chloride  ions  as  a 
combination  of  potassium  gluconate,  potassium  citrate,  and  ammonium  chloride  in  a 
sorbitol  and  saccharin  solution. 


"he  good  tasting  potassium  supplement 

• Designed  for  prophylactic  and  therapeutic  use 
with  diuretics  and  adrenocorticoids. 

• Pleasant  taste  and  convenient  dosage  aid 
patient  compliance. 

The  organic  salt  of  potassium  can  be  given  as  a 
liquid  without  producing  significant  gastric 
symptoms  and  without  an  untoward  effect  on 
the  mucosa  of  the  small  intestine.1 

' Beeson-Mc Dermott,  Textbook  of  Medicine,  15th  Ed  1979,  W.B  Saunders  Co., 
Philadelphia,  page  1959 


The  good  tasting  potassium  supplement  with 

chloride 

• In  hypokalemic  hypochloremic  alkalosis, 
chloride  ions  are  required.  Twin-K-CI  is  specially 
formulated  to  be  a good  tasting  chloride 
containing  potassium  supplement. 

• Contains  no  potassium  chloride.  Twin-K-CI  is  a 
carefully  balanced  combination  of  organic 
potassium  salts  plus  ammonium  chloride. 

• In  hypochloremic  patients,  potassium  should 
be  provided  as  the  chloride  salt,  or  chloride 
ion  must  be  made  available  in  some  other 
form,  such  as  ammonium  chloride  or  sodium 
chloride.1 
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DESCRIPTION 

F-E-P  Creme  is  a topical  water  soluble  anti-inflammatory,  anesthetic 
preparation  intended  for  treatment  of  various  inflammatory  skin 
disorders  The  drug  contains  the  following  active  ingredients: 
lodochlorhydroxyquin  . . 3 0% 

Pramoxine  Hydrochloride 0.5% 

Hydrocortisone 1.0% 

INDICATIONS  AND  USAGE ^ 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information, 
FDA  has  classified  the  indications  as  follows:  'Possibly''  effec- 
tive: Contact  or  atopic  dermatitis,-  impetiginized  eczema, 
nummular  eczema;  infantile  eczema,-  endogenous  chronic 
infectious  dermatitis,-  stasis  dermatitis;  pyoderma,  nuchal 
eczema  and  chronic  eczematoid  otitis  externa,  acne  urticata; 
localized  or  disseminated  neurodermatitis, • lichen  simplex 
chronicus,  anogenital  pruritus  (vulvae,  scroti,  ani),  folliculitis,- 
bacterial  dermatoses,-  mycotic  dermatoses  such  as  tinea 
(capitis,  cruris  corporis,  pedis),-  moniliasis,-  intertrigo.  Final 
classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Pramoxine  Hydrochloride  promptly  relieves  pain  and  itch.  This 
compound  may  be  used  safely  on  the  skin  of  those  patients 
sensitive  to  the  "caine' ’ type  local  anesthetics 

CONTRAINDICATIONS 

Hypersensitivity  to  F-E-P  Creme,  or  any  of  its  ingredients  or 
related  compounds;  lesions  of  the  eye,-  tuberculosis  of  the  skin,- 
most  viral  skin  lesions  (including  herpes  simplex,  vaccinia  and 
varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate  antibiotics 
should  be  used 

USE  IN  PREGNANCY 

Topical  steroids  have  not  been  reported  to  have  an  adverse 
effect  on  pregnancy.  However,  fetal  abnormalities  have  been 
produced  in  pregnant  laboratory  animals  that  have  been  exposed 
to  large  doses  of  topical  corticosteroids.  Drugs  of  this  class 
should  not  be  used  extensively  during  pregnancy. 

PRECAUTIONS 

F-E-P  Creme  may  be  irritating  to  the  skin  in  some  patients.  If 
irritation  occurs  discontinue  therapy.  Staining  of  clothes  or  hair  may 
also  occur  with  use  of  this  preparation  Although  systemic  toxicity 
has  not  been  reported  with  this  drug,  adrenal  pituitary  suppression 
is  possible,  especially  when  the  drug  is  used  extensively  or  kept 
under  an  occlusive  dressing  for  a prolonged  period 
lodochlorhydroxyquin  can  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  Therapy  with  this  preparation 
should  stop  at  least  a month  before  performance  of  these  tests. 
The  ferric  chloride  test  for  phenylketonuria  (PKU)  can  be  positive 
if  F-E-P  Creme  is  on  the  diaper  or  in  the  urine 
Prolonged  use  of  this  drug  may  result  in  an  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate  therapy 
ADVERSE  REACTIONS 

Skin  rash  or  hypersensitivity  may  occur  following  topical  applica- 
tion. 

The  following  local  adverse  reactions  have  been  reported  with 
topical  corticosteroids,  especially  under  occlusive  dressings: 
burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acnei- 
form  eruptions,  hypopigmentation,  perioral  dermatitis,  allergic 
contact  dermatitis,  maceration  of  the  skin,  secondary  infection, 
skin  atrophy,  striae,  miliaria.  Discontinue  therapy  if  untoward 
reactions  occur 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  of  the  drug  to  affected  parts  3-4  times  daily. 

Note: 

1  F-E-P  Creme  is  distributed  with  3.0%  iodochlorhydroxyquin 
for  use  when  antibacterial/antifungal  activity  is  desired. 

2.  F-E-P  Creme  (Plain)  is  the  regular  formulation,  but  without 
lodochlorhydroxyquin. 

Both  of  these  preparations  contain  pramoxine  hydrochloride, 
which  has  topical  anesthetic  properties  Pramoxine  is  not  chem- 
ically related  to  benzoic  acid  or  amide  type  topical  anesthetics. 
Patients  can  tolerate  pramoxine  although  they  may  be  sensitive  to 
other  "caine'’  type  of  topical  or  local  anesthetics. 

HOW  SUPPLIED 

F-E-P  Creme  V2  ounce  (15  gm)  tubes  N DC  0524-0026-51 
F-E-P  Creme  Plain  jounce  (15  gm)  tubes  NDC  0524-0025-51 
Federal  law  prohibits  dispensing  without  a prescription 
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SU-TON® 

DESCRIPTION 

Forty-five  milliliters  of  SU-TON  contain  the  following  ingredients: 


Pentylenetetrazol 30  mg 

Niacin  50  mg 

Vitamin  B-1  10  mg 

Vitamin  B-2 5 mg 

Vitamin  B-6 1 mg 

Vitamin  B-12  3 meg 

Choline  100  mg 

Inositol 50  mg 

Manganese  (as  Manganese  Sulfate) 1 mg 

Magnesium  (as  Magnesium  Sulfate) 2 mg 

Zinc  (as  Zinc  Sulfate) 1 mg 

Iron  (as  Ferric  Pyrophosphate,  Soluble) 22  mg 

Alcohol 18% 

INDICATIONS  AND  USAGE 


SU-TON  contains  pentylenetetrazol  which  may  be  helpful  in  the 
older  patient  as  an  analeptic  agent  when  mental  confusion  and 
memory  defects  are  present  SU-TON  also  contains  vitamins, 
trace  minerals,  and  iron,  for  those  patients  who  may  benefit  by 
preventing  the  development  of  a deficiency. 
CONTRAINDICATIONS 

Epilepsy,  convulsive  disorders  or  known  history  of  sensitivity  to 
any  of  the  listed  active  ingredients. 

WARNINGS 

The  safety  of  this  preparation  during  pregnancy  and  lactation  has 
not  been  established  Use  of  this  drug  requires  that  the  physician 
evaluate  the  potential  benefits  of  the  drug  against  any  possible 
hazard  to  the  mother  and  child. 


PRECAUTIONS 

Although  there  are  no  absolute  contraindications  to  pentyl- 
enetetrazol, it  should  be  used  with  caution  in  epileptic  patients 
or  those  known  to  have  a low  convulsive  threshold  or  a focal 
brain  lesion.  Caution  should  be  exercised  when  treating  patients 
with  high  doses  of  SU-TON  who  have  heart  disease.  While 
pentylenetetrazol  does  not  act  directly  on  the  myocardium,  the 
results  from  central  vagal  stimulation  could  cause  bradycardia. 
ADVERSE  REACTIONS 

Pentylenetetrazol  in  high  doses  may  produce  toxic  symptoms 
typical  of  central  nervous  system  stimulants,  which  act  on  the 
higher  motor  centers  and  the  spinal  cord.  Convulsions  resulting 
from  this  drug  are  spontaneous  and  are  not  induced  by  external 
stimuli.  They  usually  last  for  several  minutes  and  are  followed  by 
profound  depression  and  respiratory  paralysis.  Death  has  been 
reported  from  the  ingestion  of  10  grams  of  pentylenetetrazol 
DRUG  ABUSE 

Drug  dependence  has  not  been  reported  with  SU-TON 

OVERDOSAGE 

Signs  and  symptoms  of  acute  overdose  may  be  due  principally 
from  overstimulation  of  the  central  nervous  system  and  from 
excessive  vasodilatation  with  resulting  autonomic  nervous  sys- 
tem imbalance.  The  symptoms  may  include  the  following 
vomiting,  agitation,  tremors,  hyperreflexia,  sweating,  confusion, 
hallucinations,  headache,  hyperpyrexia,  tachycardia.  Treatment 
consists  of  appropriate  supportive  measures.  If  signs  and  symp- 
toms are  not  too  severe  and  the  patient  is  conscious,  gastric 
evacuation  may  be  accomplished  by  induction  of  emesis  or 
gastric  lavage. 

Intensive  care  must  be  provided  to  maintain  adequate  circulation 
and  respiratory  exchange. 

DOSAGE  AND  ADMINISTRATION 

One  tablespoonful  (15  ml)  3 times  a day  20-30  minutes  before 
meals.  This  drug  is  not  for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED 

Bottles  of  473  m!  (16  fl  oz)  NDC  0524-0015-16 

Federal  law  prohibits  dispensing  without  prescription. 

February  1980 


DESCRIPTION 

Each  15  milliliter  (one  tablespoonful)  supplies  20  mEq  of 
potassium  ions  as  a combination  of  potassium  gluconate  and 
potassium  citrate  in  a sorbitol  and  saccharin  solution 

INDICATIONS  AND  USAGE 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatment 
of  hypokalemia  which  may  occur  secondary  to  diuretic  or 
corticosteroid  administration.  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K  (potassium  gluconate  and  potassium  citrate)  is  a palatable 
form  of  oral  potassium  replacement  It  appears  that  little  if  any 
potassium  gluconate-citrate  penetrates  as  far  as  the  jejunum  or 
ileum  where  enteric  coated  potassium  chloride  lesions  have  been 
noted.  Excessive,  undiluted  doses  of  TWIN-K  may  cause  a saline 
laxative  effect 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K  be  taken  with  meals  or  diluted  with  water  or  fruit  juice 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3 8-5.0  mEq/liter  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3 5 mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements  With  normal  kidney  function, 
it  is  difficult  to  produce  potassium  intoxication  by  oral 
administration.  However,  potassium  supplements  must  be  admin- 
istered with  caution  since,  usually,  the  exact  amount  of  the 
deficiency  is  not  accurately  known.  Checks  on  the  patient's 
clinical  status  and  periodic  EKG  and/or  serum  potassium  levels 
should  be  made.  High  serum  potassium  levels  may  cause  death 
by  cardiac  depression,  arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K  is  not  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiographic  abnormalities:  disappearance  of  the 
P wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves 

TWIN-K  taken  on  an  empty  stomach  in  undiluted  doses  larger  than 
30  ml  can  produce  gastric  irritation  with  nausea,  vomiting,  diarrhea, 
and  abdominal  discomfort. 

OVERDOSAGE 

The  administration  of  oral  potassium  supplements  to  persons 
with  normal  kidney  function  rarely  causes  serious  hyperkalemia. 
However,  if  the  renal  excretory  function  is  impaired,  potentially 
fatal  hyperkalemia  can  result.  It  is  important  to  note  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by 
an  increased  serum  potassium  concentration  with  or  without 
EKG  changes.  Treatment  measures  include. 

1 Elimination  of  potassium  containing  drugs  or  foods. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters 

3 Correction  of  acidosis. 

4 Use  of  exchange  resins  or  peritoneal  dialysis. 


In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8  fluid 
ounces  of  water  or  fruit  juice,  two  to  four  times  a day.  This  will 
supply  40  to  80  mEq  of  potassium  ions.  The  usual  preventative 
dose  of  potassium  is  20  mEq  per  day  while  therapeutic  doses 
range  from  30  mEq  to  100  mEq  per  day.  Because  of  the  potential 
for  gastrointestinal  irritation,  undiluted  large  single  doses  (30  ml  or 
more)  of  TWIN-K  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED 

Bottles  of  1 pint  (16  fl  oz  ) NDC  0524-0021-16 

CAUTION 

Federal  law  prohibits  dispensing  without  prescription. 

July  1980 


TWIN-K-CI 


DESCRIPTION 

Each  15  ml  (one  tablespoonful)  supplies  15  mEq  of  potassium 
ions  and  4 mEq  of  chloride  ions  as  a combination  of  potassium 
gluconate,  potassium  citrate,  and  ammonium  chloride,  in  a sorbital 
and  saccharin  solution. 

INDICATIONS 

For  use  as  oral  potassium  therapy  in  the  prevention  or  treatmei 
of  hypokalemia  which  may  occur  secondary  to  diuretic 
corticosteroid  administration.  It  may  be  used  in  the  treatment  of 
cardiac  arrhythmias  due  to  digitalis  intoxication. 

Potassium  and  chloride  are  usually  the  salts  of  choice  in  the  treat- 
ment of  hypokalemia  since  chloride  and  potassium  deficiencies 
are  likely  to  be  associated  with  each  other. 
CONTRAINDICATIONS 

Severe  renal  impairment  with  oliguria  or  azotemia,  untreated 
Addison's  disease,  adynamia  episodica  hereditaria,  acute  dehy- 
dration, heat  cramps  and  hyperkalemia  from  any  cause.  This 
product  should  not  be  used  in  patients  receiving  aldosterone 
antagonists  or  triamterene. 

WARNINGS 

TWIN-K-CI  is  a palatable  form  of  oral  potassium  replacement. 
Excessive,  undiluted  doses  of  TWIN-K-CI  may  cause  a saline 
laxative  effect. 

To  minimize  gastrointestinal  irritation,  it  is  recommended  that 
TWIN-K-CI  be  taken  with  meals  or  diluted  with  water  or  fruit  juice. 
A tablespoonful  (15  ml)  in  8 ounces  of  water  is  approximately 
isotonic.  More  than  a single  tablespoonful  should  not  be  taken 
without  prior  dilution. 

PRECAUTIONS 

Potassium  is  a major  intracellular  cation  which  plays  a significant 
role  in  body  physiology.  The  serum  level  of  potassium  is  normally 
3 8-5.0  mEq/liter.  While  the  serum  or  plasma  level  is  a poor 
indicator  of  total  body  stores,  a plasma  or  serum  level  below 
3 5 mEq/liter  is  considered  to  be  indicative  of  hypokalemia. 

The  most  common  cause  of  hypokalemia  is  excessive  loss  of 
potassium  in  the  urine.  However,  hypokalemia  can  also  occur  with 
vomiting,  gastric  drainage  and  diarrhea. 

Usually  a potassium  deficiency  can  be  corrected  by  oral  adminis- 
tration of  potassium  supplements.  With  normal  kidney  function,  it  is 
difficult  to  produce  potassium  intoxication  by  oral  administration. 
However,  potassium  supplements  must  be  administered  with 
caution  since,  usually,  the  exact  amount  of  the  deficiency  is  not 
accurately  known.  Checks  on  the  patient's  clinical  status  and 
periodic  EKG  and/or  serum  potassium  levels  should  be  made. 
High  serum  potassium  levels  may  cause  death  by  cardiac  depres- 
sion, arrhythmias  or  arrest. 

In  patients  with  hypokalemia  who  also  have  alkalosis  and  a 
chloride  deficiency  (hypokalemic  hypochloremic  alkalosis),  there 
will  be  a requirement  for  chloride  ions.  TWIN-K-CI  is  recom- 
mended for  use  in  these  patients. 

ADVERSE  REACTIONS 

Symptoms  of  potassium  intoxication  include  paresthesias  of  the 
extremities,  flaccid  paralysis,  listlessness,  mental  confusion,  weak- 
ness and  heaviness  of  the  legs,  fall  in  blood  pressure,  cardiac 
arrhythmias  and  heart  block.  Hyperkalemia  may  exhibit  the  follow- 
ing electrocardiograph  abnormalities:  disappearance  of  the  P 
wave,  widening  and  slurring  of  the  QRS  complex,  changes  of  the 
ST  segment  and  tall  peaked  T waves. 

TWIN-K-CI  taken  on  an  empty  stomach  in  undiluted  doses  larger 
than  30  ml  can  produce  gastric  irritation  with  nausea,  vomiting, 
diarrhea,  and  abdominal  discomfort. 

OVHDOSAG1 


The  administration  of  oral  potassium  supplements  to  persons  with 
normal  kidney  function  rarely  causes  serious  hyperkalemia.  How- 
ever, if  the  renal  excretory  function  is  impaired,  potentially  fatal 
hyperkalemia  can  result.  It  is  important  to  note  that  hyperkalemia 
is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  with  or  without  EKG 
changes: 

Treatment  measures  include: 

1 Elimination  of  potassium  containing  drugs  or  foods. 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  a 10% 
dextrose  solution  containing  10-20  units  of  crystalline  insulin 
per  1000  milliliters. 

3.  Correction  of  acidosis. 

4.  Use  of  exchange  resins  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  noted  that  patients  stabilized 
on  digitalis  can  develop  digitalis  toxicity  when  the  serum  potas- 
sium concentration  is  changed  too  rapidly. 

D0SAGI  AND  ADMINISTRATION 

The  usual  adult  dosage  is  one  tablespoonful  (15  ml)  in  6-8 
fluid  ounces  of  water  or  fruit  juice,  two  to  four  times  a day. 
This  will  supply  30  to  60  mEq  of  potassium  ions  and  8 to  16  mEq 
of  chloride  ions.  The  usual  preventative  dose  of  potassium  is 
20  mEq  per  day  while  therapeutic  doses  range  from  30  mEq 
to  100  mEq  per  day.  Because  of  the  potential  for  gastrointestinal 
irritation,  undiluted  large  single  doses  (30  ml  or  more)  of 
TWIN-K-CI  are  to  be  avoided. 

Deviations  from  this  schedule  may  be  indicated,  since  no  average 
total  daily  dose  can  be  defined,  but  must  be  governed  by  close 
observation  for  clinical  effects. 

HOW  SUPPLIED  Bottles  of  1 pint  (16  fl  oz) 
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The  many  faces  of  physicians 


HOME  ON  THE  RANGE 

Editor's  Note:  Texas  physicians,  almost  anyone  would 
agree,  are  a special  breed.  They  work  hard  at  doctoring— 
but  they  also  have  many  other  interests,  hobbies,  and  skills. 
In  this  series,  Texas  Medicine  highlights  the  many  faces  of 
Texas  physicians.  If  you  or  a colleague  have  a special  hobby 
or  interest  “outside  ''  medicine,  let  us  hear  from  you.  In  this 
issue,  we  visit  a physician  who  is  a rancher  and  breeder  of 
quarter  horses. 


The  day  was  cool,  considering  it  was  nearly  July  and  we  were 
in  a pickup  truck  and  this  was  Central  Texas.  The  driver 
claimed  this  was  the  best  part  of  the  state  and  no  one 
seemed  inclined  to  argue  with  a man  who  shoved  leather 
gloves  in  his  jeans  pocket  and  wore  a straw  hat  and  rough- 
out  cowboy  boots.  Besides,  the  land  spoke  for  itself.  Peach 
orchards  and  makeshift  fruit  stands  marked  the  roadside  be- 
tween Johnson  City  and  Stonewall  and  Fredericksburg,  and 
in  the  countryside,  larkspur  was  in  bloom,  roadrunners  at  in- 
effectual wing,  a spring  breeze  on  the  prowl. 

Live  oak  and  native  pecan  trees  stretched  across  tribu- 
taries which  days  ago  had  poured  over  their  banks  and  cut  off 
roads  through  the  rugged  ranch  country.  Some  farmers  had 
lost  crops  in  the  floods,  but  others  were  better  served;  this, 
for  instance,  was  the  best  peach  crop  in  years,  the  driver 
said.  He  is  a local  rancher — a breeder  of  quarter  horses — 
and  a physician  in  private  practice  in  Fredericksburg.  His 
name  is  Dor  Brown. 

He  grew  up  in  Georgetown,  was  graduated  from  South- 
western University  there.  At  the  age  of  23  he  finished  medical 
school  at  The  University  of  Texas  Medical  Branch  in  Gal- 
veston and  then  promptly  reported  for  military  duty  at  Nor- 
folk, Va.  There  he  met  Virginia  Knight,  a North  Carolinian  by 
birth.  Just  two  weeks  before  his  departure  from  Norfolk,  they 
were  married.  After  a couple  of  years  in  both  the  Atlantic  and 
Pacific  theaters,  Lt  Brown  returned  to  his  wife  and  then  to 
Fredericksburg  to  begin  practice  in  EENT.  ‘‘I  just  happened  to 
like  the  Hill  Country,”  he  explained.  “I  decided  I was  going  to 
make  a living  here  rather  than  go  somewhere  else  I could 
make  a living  and  not  be  happy  with  the  climate.” 

Today  the  Browns’  truck  chugged  along  caliche  ranch 
roads  while  he  gestured  to  this  side  and  that,  calling  stock  by 
name  and  citing  their  ancestry.  Mrs  Brown  rode  by  his  side. 
The  Brown  operation — called  W-Diamond-X  Horses — began 
20  years  ago  with  the  purchase  of  “the  old  place"  (they  re- 
cently added  “the  new  place”  to  their  holdings)  and  “Pappy 
Moore.”  “The  Moore  came  from  Joe  Moore,”  the  doctor  ex- 
plained. "He  was  a famous  old  horse  by  Little  Joe.  Little  Joe 
was  the  one  they  started  with.  And  Little  Joe  bred  Joe  Moore, 
and  then  I got  one  of  his  sons.  He  was  out  of  a Joe  Moore 


mare,  really.  His  sire  was  from  the  King  Ranch.  The  sire  was 
by  Old  Sorrel.”  Such  details  are  important  to  the  serious 
breeder  of  horses. 

Dor  Brown’s  father,  Dor  Brown,  Sr,  was  himself  a rancher. 
“He  was  a cowboy  when  he  was  young.  He  was  born  in  Cher- 
okee, between  San  Saba  and  Llano,  and  he  ranched  up  in 
Rock  Springs  and  Edwards  County  with  some  relatives  up 
there  and  later  ranched  in  San  Saba  County.”  Later  his  father 
became  “one  of  the  original  county  agents.”  It  was  his  father 
who  established  the  W-Diamond-X  brand. 

The  entrance  to  “the  new  place”  was  unceremonious, 
noted  only  by  a couple  of  bounces  over  a cattle  guard. 
“There’s  some,"  Dr  Brown  said,  pointing  to  a small,  unexcited 
herd  by  the  road.  “We  raised  all  of  them.”  The  we  refers  to 
the  Browns  and  Alma  and  Tommy  Erwin  who  "break  ’em  from 
scratch.  They  take  care  of  them  from  the  time  they’re  born 
on.  And  they  take  care  of  the  breeding.”  It  was  the  Erwins 
who  had  asked  the  doctor  to  count  heads  on  this  ride  through 
the  ranch.  And  it  is  the  work  of  these  two  experienced  train- 
ers (they  tame  and  break  the  stock  and  teach  them  to  cut) 
who  allow  the  physician  to  practice  medicine  (50%  of  which 
is  the  treatment  of  allergy)  and  to  lecture  worldwide  (France, 
Japan,  Korea,  Israel,  Argentina,  etc)  and  to  hold  a professor- 
ship at  UT  Southwestern  Medical  School  in  Dallas. 

As  the  Browns  stepped  down  from  the  truck  and  walked 
among  the  quarter  horses,  he  explained  the  differences  be- 
tween a red  dun,  a yellow  dun,  and  a zebra  dun  (the  latter 
has  a stripe  down  its  back)  and  touched  lightly  upon  the  finer 
points  of  the  quarter  horse. 

“This  is  what  they  call  a bulldog  type  horse,”  he  said.  “See 
all  those  heavy  legs.  That’s  the  old  idea  of  quarter  horse,  but 
now  they’re  trying  to  breed  them  more  of  this  shape:  See  this 
mare  here.  She’s  got  more  of  a thoroughbred  look,  and  she's 
not  as  heavy.  They’re  trying  to  get  to  that  shape  now." 

About  this  time,  the  horses  headed  for  the  pickup,  sur- 
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rounded  it,  and  began  savoring  the  paint  job.  This  is  one  of 
life's  ludicrous  phenomena  that  should  not  be  missed  by  any 
mortal  sharing  this  planet  with  these  huge  four-legged  cous- 
ins. There  they  stood,  munching  with  obvious  satisfaction  on 
the  reachable  edges  of  the  truck,  parked  like  a half-ton  popsi- 
cle  on  a dusty  country  road.  Baron,  the  Brown’s  big,  fluffy 
white  dog  who  waited  with  martyred  torpor  in  the  bed  of  the 
truck,  apparently  was  accustomed  to  this  ritual.  (The  reason 
for  this  behavior  is  uncertain,  but  common.  A veterinarian 
speculates  that  horses  are  "mischievous  or  curious  or 
maybe  attracted  to  the  paint's  glimmer.  According  to  the  vet, 
a light-hearted  fellow,  horses  seem  most  attracted  to  the  best 
of  paint  jobs.) 

This  unseemly  luncheon  urged  the  Browns  onward  to  their 
next  stop— a walk  through  their  old  Fachwerk  house.  (In  this 
style,  walls  are  built  of  stone  layers  placed  on  large  beams.) 
The  original  structure  was  built  in  the  1 800s,  but  other 
dwellers  since  built  wood-framed  additions,  an  indoor  bath- 
room, a paved  front  porch,  and  “new”  walls  here  and  there.  A 
1962  Fredericksburg  telephone  directory  hung  from  a wall 
inside,  so  it  seems  safe  to  assume  that  the  house  was  oc- 
cupied until  at  least  that  time.  A tiny  black  kitten  greeted  its 
visitors  in  the  front  yard,  then  accompanied  them  through 
each  room.  Up  the  old  stairs  it  followed  its  guests  and  rolled 
and  writhed  happily  on  the  wooden  floors.  Life  is  so  nice 
here,  it  seemed  to  say,  and  overwhelmed  with  affection,  re- 


peatedly chose  to  nip  the  Achilles'  tendon  of  Mrs  Brown,  his 
favorite  visitor.  A colony  of  daddy  longlegs — enough  of  them 
to  fill  a quart  jar — clung  to  the  ceiling  and  wall  of  one  room. 
Wasps  nested  on  a beam  in  another  second-floor  room. 
Moths  fluttered  near  the  beaded-wood  ceiling  of  another.  Mrs 
Brown  continued  her  tour  of  the  house,  describing  her  plans 
to  restore  it,  a task  that  will  begin,  she  says,  when  her  term  as 
TMA  Auxiliary  president  is  completed.  Outside  Dor  Brown 
has  gone  to  rescue  the  truck  from  another  herd  of  brood 
mares  and  their  foals.  Baron  waits  without  complaint. 

A fact  sheet  published  by  the  Fredericksburg  Chamber  of 
Commerce  says  that  52,000  head  of  cattle  are  “produced” 
each  year  in  Gillespie  County,  not  to  mention  750,000  tur- 
keys and  23,000  goats,  and  that,  in  effect,  there  are  six 
sheep  for  every  man,  woman,  and  child  in  the  county.  The 
mean  winter  temperature  is  said  to  be  50  degrees  Fahrenheit 
and  annual  rainfall  reaches  not  quite  30  inches.  Orchards  in 
the  region  bear  peaches,  plums,  apples,  and  apricots.  The 
land  yields  wheat,  barley,  and  sorghum,  among  other  crops. 
And  by  night  the  hills  come  to  life  with  deer,  raccoon,  pos- 
sum, snake,  fox,  quail,  wild  turkey,  and  coyote.  This  is  not  a 
bad  place  to  live,  ensconced  in  Texas  Hill  Country.  This  has 
been  home  for  the  Browns  for  34  years.  This  is  another  story 
in  the  life  of  Texas  physicians. 

Jim  Busby 

Assistant  Editor 
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GIARDIASIS. 

NOW  THERE 
IS  A BETTER  METHOD 
OF  DIAGNOSIS 


WHEN  STOOL  EXAMS  ARE 

NEGATIVE. 


ENTERO-TEST,®  A 140cm  nylon  line 
coiled  inside  of  a gelatin  capsule 
designed  to  retrieve  duodenal 
contents  without  intubation.  Easily 
administered  and  tolerated. 
ENTERO-TEST®  has  the  following 
advantages: 

• A viable  alternative  to  intubation 

• Well  tolerated  by  all  age  groups 

• Pediatric  sizes  available 

• Useful  in  the  diagnosis  of  bleeding 
and  a variety  of  intestinal  parasites 

Rosenthal  and  Leibman  studied  23 
pediatric  patients  with  diarrhea.  All 
had  one  or  more  negative  stools.  Of 
these,  5 patients  had  Giardia  lamblia 


which  was  diagnosed  by  the  simple 
ENTERO-TEST®  procedure.  Lopez 
and  co-workers  diagnosed 
Giardiasis  in  22  patients 
with  the  ENTERO-TEST® 
compared  to  4 patients  by 
stool  exams.  ENTERO- 
TEST®  has  proved  to  be  a 
useful  and  effective  method 
for  the  localization  of  upper 
GI  bleeding,  and  the  diag- 
nosis of  Typhoid  carriers, 
strongyloidiasis  and  other 
parasitic  diseases. 
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typhoid  carriers  by  a string 
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(800)  227-8162 


ENTERO-TEST,®The  Solution.  Simple  And  Convenient. 


2551  Casey  Ave. 
Mountain  View 
California  94043 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Tfexas  75234  • 214/233-1441 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street*  Austin,  Texas  78763  • 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tbxas  78294  • 512/227-4221 
Holiday  Lincoln-Mercury  * 2300  West  F reeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Tfexas  76101  • 817/335-6471 
Southwest  Motor  Leasing,  Inc.  *6737  Southwest  Freeway  • Houston,  Tfexas  77074  *713/981-3591 


70 


TEXAS  MEDICINE 


“He  was  allergic  to  cow’s  milk. 

And  soy  milk.  # 

So  our  doctor  prescribes 
Meyenberg  Goat  Milk.” 

Because  there  is  no  substitute  for  real  milk. 


Mail  to:  T 

{ackson/Mitchcll,  Inc. 

P.O.  Box  5425,  Santa  Barbara,  CA  9310^| 


Since  the  offending  antigen  in  cow’s 
milk  is  usually  lactalbumin,  a specific 
protein,  Meyenberg  Goat  Milk  has  fre- 
quently proven  a practical  and  successful 
substitute  for  cow’s  milk.  Goat  milk  does 
not  deprive  the  infant  of  the  important  and 


irreplaceable  values  of  milk,  such  as  occurs 
when  synthetic  milk  formulas  are  used. 

Meyenberg  Goat  Milk  is  nutritionally 
equal  to  cow’s  milk  in  protein,  carbohydrate, 
and  fat.  It  contains  no  crude  fibers  or  other 
extraneous  materials  which  cause  digestive 
upset. 

Available  in  Evaporated  and  Powdered 
form.  Send  the  enclosed  coupon  for 
further  information 


and  a full-size  can. 


ADDRESS 


CITY 


STATE  ~~  ' ZIP 


NAME 


Return  this  coupon  and  i 
we’ll  send  you  a full-size  can 
of  evaporated  goat  milk, 
fortified  with  folicin,  by 
return  mail. 


Dr. 


Yes,  please 

□send  a 
free 
sample. 


MEDICINE  & THE  LAW 


WITHHOLDING  RESUSCITATION: 

THE  PHYSICIAN’S  RESPONSIBILITY 

What  is  the  physician's  responsibility  in  deciding  not  to  re- 
suscitate a patient?  At  present,  there  are  no  reported  Texas 
court  cases  which  have  considered  this  issue.  However,  the 
Texas  Legislature,  in  its  enactment  of  the  Texas  Natural 
Death  Act  in  1979,  recognized  the  individual's  right  to  refuse 
resuscitation  and  the  physician's  right  to  honor  these  re- 
quests. This  legislation  and  recent  “right-to-die"  cases  in 
other  states  provide  some  guidance  for  physicians  in  their 
decisions  to  order  that  resuscitation  measures  be  withheld. 
This  article  reviews  one  of  the  more  significant  cases  as 
well  as  the  Texas  statutes  in  an  attempt  to  outline  the  legal 
boundaries  of  physician  discretion  in  the  decision  to  or  not 
to  resuscitate. 


In  the  Matter  of  Shirley  Dinnerstein,'  a New  Jersey  case,  the 
court  was  asked  to  consider  whether  a physician  attending 
an  incompetent,  terminally  ill  patient  may  lawfully  direct  that 
resuscitation  measures  be  withheld  in  the  event  of  cardiac  or 
respiratory  arrest,  where  such  a direction  has  not  been  ap- 
proved in  advance  by  a court. 

In  this  case  the  patient,  Shirley  Dinnerstein,  was  a 67-year- 
old  woman  who  suffered  from  Alzheimer’s  disease.  This  de- 
generative disease  of  the  brain  causes  the  destruction  of 
brain  tissue.  Physicians  testified  at  the  trial  that  the  condition 
is  progressive  and  unremitting,  and  eventually  leads  to  disori- 
entation, loss  of  memory,  personality  disorganization,  loss  of 
intellectual  function,  and  loss  of  all  motor  function.  The  dis- 
ease typically  leads  to  a vegetative  or  comatose  condition 
and  then  to  death.  According  to  the  court: 

The  course  of  the  disease  may  be  gradual  or  pre- 
cipitous, averaging  five  to  seven  years.  At  this  time  med- 
ical science  knows  of  no  cure  for  the  disease  and  no 
treatment  which  can  slow  or  arrest  its  course.  No  medi- 
cal breakthrough  is  anticipated.2 

In  the  case  of  Shirley  Dinnerstein,  the  initial  symptoms  of 
the  disease  occurred  in  1 972.  By  1 975,  Shirley  was  admitted 
to  a nursing  home  where  her  complete  disorientation,  fre- 
quent psychotic  outbursts,  and  deteriorating  ability  to  control 
elementary  bodily  functions  made  her  dependent  on  inten- 
sive nursing  care.  In  February  1978,  Shirley  suffered  a mas- 
sive stroke  which  left  her  totally  paralyzed  on  her  left  side.  At 
the  time  of  the  New  Jersey  court's  consideration  of  her  case, 
Shirley  was  confined  to  a hospital  bed,  . . in  an  essentially 
vegetative  state,  immobile,  speechless,  unable  to  swallow 
without  choking,  and  barely  able  to  cough.”3 

After  receiving  testimony,  the  court  found  that  Shirley’s 
eyes  opened  and,  from  time  to  time,  appeared  to  fix  on  or 
follow  an  object  briefly.  Otherwise,  she  appeared  to  be  un- 
aware of  her  environment.  Shirley  was  fed  through  a naso- 
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gastric  tube.  Intravenous  feeding  was  abandoned  because  it 
caused  her  pain.  Testimony  was  also  received  that  Shirley 
probably  was  also  experiencing  some  discomfort  from  the 
nasogastric  tube  at  the  time  of  the  trial.  Such  tubes  can 
cause  irritation,  ulceration,  and  infection  in  a patient’s  throat 
and  esophogeal  tract.  These  tubes  must  be  removed  and  re- 
placed from  time  to  time  causing  additional  discomfort.  Addi- 
tionally, Shirley  was  catheterized  and  required  bowel  care. 

Apart  from  the  Alzheimer’s  disease  and  paralysis,  Shirley 
suffered  from  high  blood  pressure  which  was  difficult  to  con- 
trol; there  was  risk  in  lowering  her  blood  pressure  due  to  a 
constriction  in  an  artery  leading  to  a kidney.  Shirley  also  had 
serious,  life-threatening  coronary  artery  disease,  due  to  ar- 
teriosclerosis. In  short,  Shirley’s  condition  was  hopeless,  but 
at  the  time  of  trial  it  was  not  possible  to  predict  exactly  when 
she  would  die: 

Her  life  expectancy  is  no  more  than  a year,  but  she  could 
go  into  cardiac  or  respiratory  arrest  at  any  time.  One  of 
these,  or  another  stroke,  is  most  likely  to  be  the  immedi- 
ate cause  of  her  death.4 

“No  Code  Blue”  ordered 

Faced  with  this  situation,  Shirley’s  attending  physician  rec- 
ommended that,  when  (and  if)  cardiac  or  respiratory  arrest 
occurred,  resuscitation  efforts  should  not  be  undertaken.  The 
court  noted  that  resuscitation  efforts  include  highly  intrusive 
procedures.  The  use  of  the  defibrillator,  for  example,  causes 
violent  and  painful  muscle  contractions  which,  in  a patient 
suffering  from  osteoporosis,  such  as  Shirley  was,  may  cause 
fracture  of  vertebra  or  other  bones. 

The  attending  physician’s  recommendation  apparently  was 
also  based  on  the  concurring  view  of  Shirley’s  family.  Her 
son,  a New  York  physician,  and  daughter,  with  whom  Shirley 
had  lived  before  her  admission  to  the  nursing  home,  con- 
curred in  the  recommendation  of  Shirley’s  physician  not  to 
attempt  to  resuscitate  her.  However,  due  to  the  expressed 
uncertainty  by  Shirley's  family,  her  physician,  and/or  the  hos- 
pital of  the  authority  to  withhold  resuscitation  in  the  event 
of  cardiac  or  respiratory  arrest,  the  New  Jersey  court  was 
asked  to  consider  this  issue.  The  uncertainty  allegedly  was 
created  in  part  by  the  1977  Saikewicz5  decision.  This  1977 
Massachusetts  court  ruling  had  been  interpreted  by  com- 
mentators in  medical  journals  to  mean  that  an  order  not  to 
resuscitate  an  incompetent,  terminally  ill  patient  was  not  law- 
ful unless  a court  had  previously  determined  that  such  an 
order  was  in  the  best  interest  of  the  patient. 

Terminal  patient  treated  differently 

The  court  in  Dinnerstein  rejected  the  medical  commentators’ 
interpretation  placed  on  the  Saikewicz  case.  It  characterized 
the  Saikewicz  principle  as  applying  to  patients  who  can  take 
advantage  of  treatments  administered  with  the  expectation  of 
effecting  a cure  of  or  relief  from  the  condition  being  treated. 

In  general,  patients  have  a right  to  refuse  treatment.  In  fact, 
informed  consent  to  treatment  is  required  generally  before 
initiating  such  treatment.  Saikewicz  dealt  with  the  manner  of 
securing  consent  or  refusal  of  proposed  treatment  in  a situa- 
tion where  the  patient,  a mentally  retarded  67-year-old,  (1 ) 
was  unable  to  make  an  informed  decision  as  to  whether  or 


TEXAS  MEDICINE 


not  consent  to  treatment  should  be  given,  and  (2)  was  suffer- 
ing from  a treatable  disease.  The  Saikewicz  case  did  not  in- 
volve "...  a patient  in  the  terminal  stages  of  an  unremitting, 
incurable  mortal  illness.”6 

Court  approval  not  required 

The  principle,  suggested  in  Saikowicz,  of  requiring  court  ap- 
proval of  decisions  to  withhold  treatment  made  no  sense  to 
the  New  Jersey  court: 

...  if  read  to  apply  to  the  natural  death  of  a terminally  ill 
patient  by  cardiac  or  respiratory  arrest.  . . . (This)  would 
require  attempts  to  resuscitate  dying  patients  in  most 
cases,  without  exercise  of  medical  judgment,  even  when 
that  course  of  action  could  aptly  be  characterized  as  a 
pointless,  even  cruel,  prolongation  of  the  act  of  dying.7 
The  court  in  Dinnerstein  held  that  where  resuscitation,  if 
successful,  will  do  nothing  to  cure  or  relieve  the  illness  which 
has  brought  the  patient  near  death,  then  the  decision  to  re- 
suscitate presents  a question  peculiarly  within  the  compe- 
tence of  the  medical  profession.  The  measures  taken  to  ease 
the  imminent  passing  of  an  irreversibly,  terminally  ill  patient, 
in  light  of  the  patient’s  history  and  condition  and  the  wishes  of 
her  family,  are  . . questions  not . . . for  judicial  decision, 
but . . . for  the  attending  physician,  in  keeping  with  the  high- 
est traditions  of  his  profession.”8 

Standards  of  the  profession 

The  recent  statement  of  the  AMA  Judicial  Council  in  its  Cur- 
rent Opinions  (1981)  addresses  “Terminal  Illness.”9  This 
opinion  is  consistent  with  the  court  decision  in  Dinnerstein.  It 
recognizes  the  physician’s  rightful  role  in  deciding  whether  or 
not  resuscitative  measures  are  medically  indicated  for  termi- 
nally ill  patients. 

At  the  May  1 981  meeting  of  the  TMA  House  of  Delegates, 
the  delegates  adopted  a resolution  encouraging  hospital 
medical  staffs  to  develop  general  guidelines  which  recognize 
the  role  of  the  physician,  patient,  and  family  in  the  physician's 
decision  to  order  that  resuscitation  attempts  are  not  indicated 
on  his  or  her  terminally  ill  patient. 

A similar  conclusion  was  reached  by  those  attending  the 
National  Conference  on  Standards  for  Cardiopulmonary  Re- 
suscitation and  Emergency  Cardiac  Care.10  Participants  rec- 
ognized that  resuscitation  is  not  indicated  for  all  patients  in  all 
situations  and  incorporated  this  in  the  conference  standards. 

Religious  beliefs 

None  of  the  major  religious  faiths  represented  in  Texas  im- 
pose a rule  that  a physician  must  always  use  every  available 
means  to  prolong  a patient’s  life.  The  common  thread  woven 
into  the  positions  of  the  1 5 religious  groups  submitting  their 
respective  religious  positions  to  TMA  on  various  issues  im- 
pacting on  medical  practice  is  that  religious  beliefs  do  not 
require  efforts  to  prolong  terminal  illness  merely  because  the 
technology  may  be  available  to  do  so.11 

Texas  “directive  to  physicians” 

There  are  no  reported  Texas  court  decisions  which  have  con- 
sidered the  role  of  the  physician  in  the  decision  not  to  re- 
suscitate a patient.  However,  the  Texas  Legislature,  in  its 


enactment  of  the  Texas  Natural  Death  Act,  has  recognized 
the  right  of  individuals  to  refuse  resuscitation  and  of  physi- 
cians to  honor  their  requests.12  This  act  authorizes  patients  to 
give  legal  effect  to  their  wishes  to  avoid  artificial  prolongation 
of  the  dying  process.  A properly  executed  directive,  when 
signed  by  a patient  who  has  been  notified  of  his  or  her  termi- 
nal condition,  is  binding  in  the  sense  that  if  the  attending  phy- 
sician does  not  believe  he  or  she  can  carry  out  the  directive, 
the  physician  is  required  to  transfer  care  of  the  patient  to  an- 
other physician  willing  to  honor  the  directive. 

On  the  other  hand,  a directive  signed  while  the  patient  is  in 
good  health  is  not  binding  on  the  physician.  The  physician  is 
free  to  carry  out  the  directive  if,  in  the  physician's  judgment, 
all  the  circumstances  known  to  him  justify  his  doing  so.  The 
act  provides  for  civil  and  criminal  liability  protections  for  those 
honoring  properly  signed  directives. 

Printed  “Guidelines  and  Directives”  detailing  the  require- 
ments and  legal  effect  of  a signed  directive  have  been  pre- 
pared by  TMA  and  are  available  on  request  by  physicians 
and  patients. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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gency Cardiac  Care  (ECC),  JAMA  227:837,  864, 1974 

1 1 . See  "Faith  of  Our  Patients."  a handbook  on  religious  beliefs  prepared  by 
the  Committee  on  Medicine  and  Religion  of  the  Texas  Medical  Association 
(1978). 

12.  Article  4590h,  VATCS;  see  also  Article  4447t,  VATCS,  for  the  statutory 
standard  for  determining  death  in  Texas. 
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information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

“In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  25th  edition,  and 
'Webster's  Third  New  International  Dictionary,  Unabridged.” 

References 

Reference  lists  should  contain  (1 ) author's  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 1 56- 1 60,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member's  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Central  States  Conference 
of  the 

AMERICAN  SOCIETY  FOR  ADOLESCENT  PSYCHIATRY 
September  25— 27,  1981  Mariott — Galvez  Hotel,  Galveston,  Texas 

Theme:  CHANGING  ISSUES  FOR  ADOLESCENTS  IN  THE  80s: 

Societal  Influences  on  Adolescent  Psychic  Structure 


Psychoanalytic  Treatment  of  the  Adolescent 

Panels  on:  Freud,  Kernberg,  and  Kohut 
Psychology  of  the  Self 
In-Patient  Treatment 

Group  and  Family  Psychotherapy  with  the  Adolescent 

Panels  on:  Adolescents  and  Their  Families 
In-Patient  Treatment 

Debate  Between  Family  Therapists  and  Analysts 


Liaison  Psychiatry 

Panels  on:  Medical-Legal  Issues 

Infant  Studies  and  Relevance  to  Adolescence 
College  Mental  Health 

List  of  Speakers:  Dennis  Cantwell,  Lewis  Richmond,  Harold  Graff,  Dianne  Graff,  Rudolph  Roden,  John  Meeks, 
Joe  King,  M.  Robert  Wilson,  Don  LaGrone,  Sergio  Henao,  Glenn  Cambor,  Don  Williamson, 
William  Boylston,  Arthur  Farley,  Roy  Aruffo,  Philip  Gradolph,  Hyman  Muslin,  Robeit  Galatzer- 
Levy,  Robert  Ley,  Richard  Marohn,  Robert  Davis,  Barbara  Felkins,  Judge  James  Scanlan,  Sena- 
tor Chet  Brooks,  Joe  Lichtenburg,  Justin  Call,  Everett  Dulit,  Ghislaine  Godenne,  James 
Masterson 

List  of  Respondents:  Harold  Goolishan,  David  Zinn,  Ward  McReynolds,  Jack  Buffington,  William  Hicks,  Gustavo 

Lage,  Douglas  Hansen,  Donald  Rinsley,  Robert  Stubblefield,  Richard  Pesikoff,  Melvin  Lewis 


CME  credit — IOV2  hours.  Category  1 

Social  Activities:  Visits  to  the  NASA  Space  Center,  Gilley’s  (“Urban  Cowboy  ) Club,  a Bai-B-Que  and  Countiy 
Western  Dance,  and  a reception  sponsored  bv  WEST  OAKS — THE  PSYCHIATRIC  INSTITUTE  OF  HOUSTON 
and  THE  BROWN  SCHOOLS,  INC. 

Registration  fee:  $100  for  ASAP  members;  $125  for  non-ASAP  members. 


Further  information  and  registration  forms  contact: 


Mrs.  Mary  D.  Staples,  Exec.  Sec’y 
24  Green  Valley  Rd. 

Wallingford,  PA  19086 

(215)  566-1054 


or  Bobby  R.  Lowrance,  MD 
Program  Chairman 
3300  S.  Gessner,  #105 
Houston,  Texas  77063 
(713)  782-8600 
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DEATHS 


M.  Furman 

Mclver  Furman,  MD,  80,  an  honorary  member  of  Texas  Medi- 
cal Association  and  past  president  of  Nueces  County  Medi- 
cal Society,  died  April  2, 1981 . 

A native  and  lifelong  resident  of  Corpus  Christi,  Dr  Furman 
served  as  the  city's  40th  mayor  (1965).  Fie  was  a past  presi- 
dent of  the  Texas  Thoracic  Society  and  the  Texas  Tuber- 
culosis Association.  Fie  served  for  many  years  as  head  of  the 
Driscoll  Foundation,  which  operated  the  Driscoll  Foundation 
Children's  Hospital. 

A 1 929  graduate  of  The  University  of  Texas  Medical 
Branch,  Dr  Furman  served  a residency  at  John  Sealy  Hos- 
pital in  Galveston.  He  returned  to  Corpus  Christi  in  1930 
to  establish  a general  practice  of  medicine  and  surgery  which 
he  continued  until  his  retirement. 

Surviving  family  members  include  his  wife,  Claire  Mc- 
Donough Furman,  Corpus  Christi;  daughters,  Mrs  Donald 
Burdett  Smith,  Houston;  and  Mrs  Robert  Lawrence  Dunn  and 
Mary  Furman  Ross,  both  of  Corpus  Christi;  and  eight  grand- 
children. 

E.  P.  Hershey 

Edythe  Pauline  Hershey,  MD,  85,  a member  of  Dallas  County 
Medical  Society,  died  April  8, 1981 . She  was  a retired  re- 
gional director  for  the  US  Children's  Bureau  of  the  Depart- 
ment of  Health,  Education  and  Welfare  (now  Department  of 
Health  and  Human  Services). 

Born  in  Lancaster  County,  Pa,  Dr  Hershey  received  a 
bachelor  of  science  degree  in  nutrition  from  Columbia  Uni- 
versity in  1 91 7 and  became  a home  economics  extension 
worker  with  Pennsylvania  State  College  Extension  Service. 

In  1919,  she  joined  the  Bureau  of  Nutrition  and  Health  Edu- 
cation of  The  University  of  Texas  Extension  Service,  and 
served  as  acting  director  of  the  bureau  during  1923-1924. 
She  attended  The  University  of  Texas  Medical  Branch,  re- 
ceiving her  medical  degree  in  1 928.  She  served  internships 
at  Bellevue  Hospital  Center  and  Brooklyn  Jewish  Hospital, 
both  in  New  York. 

After  her  move  to  Texas,  Dr  Hershey  served  as  director 
of  the  medical  service  of  the  Dallas  public  schools  during 
1930-1936  and  as  director  of  the  maternal  and  child  health 
division  of  the  Texas  Department  of  Health  until  1937.  She 
then  joined  the  US  Children's  Bureau. 

Survivors  include  her  nieces,  Jane  Carter,  Dallas;  Ann 
Houy,  Harper,  Tex;  Virginia  Pritchard,  San  Francisco;  and 
Elizabeth  Royer,  Darien,  Conn;  and  nephews,  Bill  Hershey, 
Front  Royal,  Va,  and  Robert  Hershey,  Richland,  Wash. 

J.  D.  Martin 

John  Dennis  Martin,  MD,  67,  an  honorary  member  of  Texas 
Medical  Association,  died  April  1 2,  1 981 . He  was  a past  pres- 


ident of  El  Paso  County  Medical  Society  and  past  vice  presi- 
dent of  TMA. 

Dr  Martin,  an  El  Paso  ophthalmologist,  was  born  in  Pal- 
estine, Tex,  attended  The  University  of  Texas  at  Austin,  and 
was  graduated  from  UT  Medical  Branch  in  1937.  Following 
an  internship  at  R.  E.  Thomason  General  Hospital  in  El  Paso, 
he  opened  a general  practice  in  east  Texas.  After  military 
service  (1939-1941)  and  postgraduate  training  at  the  New 
York  Eye  and  Ear  Infirmary,  Temple  University,  and  the  Grad- 
uate School  of  the  University  of  Pennsylvania,  Dr  Martin 
moved  to  El  Paso  in  1944. 

He  is  survived  by  his  wife,  Marjorie  Moore  Martin,  El  Paso; 
daughters,  Marjorie  Lynn  Philpott,  Springfield,  Ohio,  and 
Sharon  Kay  Owen,  El  Paso;  brother,  Edwin  K.  Martin,  Hous- 
ton; and  five  grandchildren. 

E.  Wright 

Ernest  Wright,  MD,  92,  a retired  Houston  physician,  died 
March  26,  1981. 

An  honorary  member  of  Texas  Medical  Association  and 
Harris  County  Medical  Society,  Dr  Wright  began  a general 
practice  of  medicine  in  Houston  in  1913,  retiring  in  1976.  For 
several  years  he  served  part  time  as  Harris  County  health 
officer. 

Born  in  Marietta,  Tex,  Dr  Wright  was  a 1 91 1 graduate  of 
The  University  of  Texas  Medical  Branch.  His  internship  was 
at  St  Joseph  Hospital  in  Houston. 

Surviving  family  members  include  his  wife,  Clyde  Kersey 
Wright,  Houston;  daughters,  Rosaline  Hodges,  Houston; 
Jewel  Stephens,  Kerrville;  and  Mary  Lou  Dietzer,  California; 
four  grandchildren;  1 1 great-grandchildren;  and  one  great- 
great-grandchild. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


M.  FURMAN 

Corpus  Christi,  1900-1981 

E.  P.  HERSHEY 
Dallas,  1895-1981 

J.  D.  MARTIN 
El  Paso,  1913-1981 

E.  WRIGHT 
Houston,  1888-1981 


N MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 


78 


TEXAS  MEDICINE 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor  “ (cefaclor.  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms. 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae),  Haemophilus  influenzae,  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics. 

Warnings:  in  penicillin-sensitive  patients. 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  eg, 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms.  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken. 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics.  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehling's 
solutions  and  also  with  Clinitest"  tablets  but  not  with 
Tes-Tape"  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  have  been  reported  in 
about  1 .5  percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 

Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported.  Anaphylaxis 
has  also  been  reported. 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients). 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic — Slight  elevations  in  SGOT,  SGPT,  or 
alkaline  phosphatase  values  (1  in  40). 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40). 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200).  [loaoeoR] 


•Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  eitherS. 
pneumoniae  or  H.  influenzae  6 
Note:  Ceclor"'  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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REWARD  OFFERED 
FOR  PAINTINGS! 


DOES  SHE 

DESERVE  MORE  HELP 
THAH  HE  DOES 
JUST  BECAUSE 
HER  DISEASE 
IS  BETTER  KHOWH? 


The  two  paintings  shown  above  were  taken 
from  the  Texas  Medical  Association’s  Physi- 
cians' and  Spouses’  Art  Exhibit  at  the  1 981 
Annual  Session  in  the  Dallas  Convention 
Center  on  Saturday,  May  30,  1981.  Any  in- 
formation regarding  the  missing  paintings  is 
requested.  A reward  is  offered  for  the  return 
of  the  paintings.  Please  contact  Jerry 
McGrew,  MD,  Richardson,  214  690-1990  or 
Dale  R.  Werner,  Austin,  512  477-6704. 


United  Way 
supports  a wide  range 
of  human  service 
agencies  — charities  we 
all  know  but  also  less 
well-known  organizations 
which  otherwise  might 
not  get  the  needed 
finances  to  carry  on 
their  good  work. 

Thanks  to  you.  it  works. 

For  all  oF  us. 

United  Way 

A Public  Service  of  This  Magazine  & The  Advertising  Council 
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Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

TMA  Group  Insurance  Programs  Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154.  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

. . . Another  service  of  your  association  Iames  Lewis  Pipkin>  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651.  512  222-2001 


84 


TEXAS  MEDICINE 


JAMES  H.  HERNDON.  JR.,  MD,  FACP 

Dermatology  and 
Dermatologic  Consultation 

Praabyterian  Professional  Building.  II 
8220  Walnut  Hill  Lane.  Suite  408.  Dallas  75231 
Telephone  214  739-5821 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock,  Texas  79413;  806  795-5561 


Endocrinology  General  Surgery 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Doriman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ROBERT  J.  TURNER.  Ill,  MD.  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  820-2216 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio.  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 

San  Antonio.  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wursbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450. 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA.  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN,  JR.,  MD,  PA 

Hand  Surgery 

Upper  Extremity  Surgery 

Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS.  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

TMA  reminds  you  of  these  important  dates: 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney.  MD 
J.  Craig  Billinghurst,  MD 


September  18-20  Fall  Conference 


November  6-8  Interim  Session 


February  5-7  Winter  Conference 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  oi  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM.  JR.,  MD 
Psychiatry 

Individual  Psychotherapy.  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200,  St.  235.  Houston,  Texas  77024 
713  464-6 1 1 S 


JAMES  C.  HANCOCK.  MD 
Psychiatry 

Diplomats,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas.  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurology 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 

Adult  and  Pediatric  Neurology 

EEG,  EMG,  Sensory  Evoked  Responses 

John  W.  Conwell,  MD 
Stuart  B.  Black,  MD 

David  B.  Sperry,  MD,  Pediatric  Neurology 

Robert  M.  Dowben.  MD 

Presbyterian  Professional  Building  #900 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  361-9148 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson.  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD.  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805.  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 

1810  Murchison  Drive,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD,  DABNS.  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 

David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas.  Texas  75208;  214  941-1840 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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Ophthalmology 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 

Richard  S.  Ruiz,  MD.  FACS  Paul  C.  Salmonsen.  MD.  FACS 

Charles  E.  Russo.  MD.  FACS  Richard  L.  Kimbrough,  MD,  FACS 

Malcolm  L.  Mazow,  MD,  FACS  Charles  A.  Garcia.  MD 

Robert  H.  Stewart.  MD.  FACS  Jack  T.  Holladay,  MD 

Robert  B.  Wilkins.  MD,  FACS  John  H.  Drouilhet.  MD 

Jeffrey  D.  Lanier,  MD,  FACS  Sylvan  Brandon,  MD,  FACS,  FICS 

Michael  A.  Bloome,  MD,  FACS  James  D.  Fly,  MD 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 

Telephone  713  988-2020 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 

William  B.  Snyder,  MD 

William  L.  Hutton,  MD 

555  Wadley  Tower,  Baylor  Medical  Plaza. 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

Dwain  G.  Fuller,  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

Orthopedic  Surgery 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 

214  521-1153 

H.  H.  Beckering,  MD 

L.  Ray  Lawson,  MD 

George  Truett  James.  MD 

Robert  D.  Vandermeer.  MD 

Wynne  M.  Snoots,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  Jr.  MD 

Fred  W.  Sanders,  MD 

James  M.  Beckley,  MD 

Joseph  H.  Gaines.  MD 

Steven  J.  Mackey,  MD,  PA 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 

C.  A.  Struve,  MD 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 

F.  Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 

Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 

Lee  C.  Detenbeck,  MD 

Thomas  S.  Padgett,  MD 

John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202. 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 

STUART  A.  TERRY.  MD 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Sub-Specialty  Glaucoma 

Orthopedic  Surgery — Surgery  of  the  Hand 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

Royce  C.  Lewis.  Jr,  MD 

Kenneth  C.  Scholz,  DDS,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 

LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr..  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 

C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R-  Dan  Loyd.  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Shelton  G.  Hopkins,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenuo,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 

Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton.  MD 

5620  Greenbriar.  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 

ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 

ANGELO  L.  OTERO.  MD.  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale.  Suite  410. 

Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL.  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth.  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 
Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin.  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 


Otorhinolaryngology 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour,  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 
817  774-7603 


TMA  Memorial  Library 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines.  MD  Richard  McDonald.  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne,  Texas  76031;  817  645-6523 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomats  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  6c  Rehabilitation 

WARM  SPRINGS  REHABILITATION  HOSPITAL 

GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper.  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomat©  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


. . . another  service  of  your  association 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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Plastic  Surgery 


Thomas  D.  Cronin,  MD.  FACS  Laurence  E.  Wolf.  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon.  Corpus  Christi,  Texas  78404;  855-7359 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  ol  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR.  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 
713  775-5454 


Confidential  counseling  is  available  from 
TMA  Physician  Health  & Rehabilitation 
Hotline— 512  477-5575 

. . . Another  service  of  your  association 
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Psychiatry 


Rheumatology 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 


Practice  limited  to 

PSYCHIATRY 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall.  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  S08,  Dallas,  Texas  75231 
Telephone  214  363-3545 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen.  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Hoy  H.  Fanoni,  MD 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th.  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  & ASSOCIATES 

*Diplomate  American  Board  of  Psychiatry 

*Diplomate  American  Association  Sex  Educators,  Counselors, 
<£  Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  <&  Neurology 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave„  Suite  626,  Fort  Worth.  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


TMA  International  Travel  Program 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


. . . Another  service  of  your  association 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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TEXAS  MEDICINE 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan.  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner.  MD 

Diplomates  oi  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley.  MD,  FACS 
Hugh  Lamensdorf,  MD.  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 


570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


TMA  NEWS  HOTLINE  RECORDING 


Call  1-800-252-9699  for  current 
legislative  information.  Call 
toll  free,  24-hours  a day,  7-days 
a week. 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology  • ■ ■ Another  service  of  your  association 

Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL.  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 

Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


“A  FORTUNATE  OPPORTUNITY” 


mvcR 

OAKS 


Admission- Evaluation  Service  • Adolescent  Program 

General  Psychiatric  Program  • Discharge  Planning  Program 

Long-Term  Intensive  Psychotherapy  • Limited  Use  of  Medication 

Specialists- Long  Term  Intensive  Psychotherapy-Adolescents-Young  Adults 
A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

For  more  information  call  504  837-7788  or  write  Terry  Gillmore,  Patient  Service  Representative.  After  5 
pm  call  504  835-2661.  (Collect  calls  accepted.) 

1800  Jefferson  Hwy.  John  A.  Stocks,  MD  William  S.  Dyer 

New  Orleans,  La.  70121  Medical  Director  Administrator 


Volume  77  August  1981 


91 


Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 

Sroup  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
linic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  lltli 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
for  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law  Texas  license 
or  reciprocity  required  Contact  the  Personnel  Specialist,  Texas  Depart- 

?i9nii?f'37^iHMnR'  P'°-  ,Box  1Z668'  Capitol  Station,  Austin,  Texas  78711 
512-454-3/bl.  An  equal  opportunity,  affirmative  action  employer. 

EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 

or  iee-f°P;service  with  guarantee— malpractice  paid— 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008 

TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  estaolished  ACEP  oriented  group.  Positions  in 
ry?r,al  communities  available.  Prefer  career-oriented  emergency  MDs 
Additional  training  and/or  experience  required.  Flexible  schedule  fee- 
guarantee  and  usual  fringes  including  malpractice  in- 
3Rnn  e ^lm  |iOUSecno  E™ergency  Health  Service  Associates, 

3600  Gaston  Avenue,  Suite  503,  Dallas.  Texas  75246  or  call  214-823-6850. 

EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED — Longview,  Texas 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
5*'Y  with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
Malpractice  insurance  supplied.  Fee-for-service  compensa- 
ti°n.  Jim  Houser  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 

PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 

utner  opportunities  in  corporate  medicine,  occupational  medicine  pul- 
monary disease  and  family  practice.  For  information  please’  call 
M°nlyn  Blaker  713-789-1550  MEDEX,  5805  Richmond,  Houston,  Texas 
77057,  From  outside  Texas  call  toll-free  800-231-7578. 

OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 

3,°nn mnnn  ,mult‘sPemalty  group  in  town  22,000  with  draw- 
lpndina 0 04  200,000  located  50  miles  from  Dallas.  Salary  guarantee 

TFyTc?  JSn  ^TM?ar,t?ne,rSt1Tlp  ,!n,  15  m°nths-  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 

able  in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
i?n.up,tOo$30'00°  Plus  benefits.  Health  Care  Placemens,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 

NEEDED;  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth 
Texas  76107. 

WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 

WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 

THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 

OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  mires,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
mouL  * Y°u  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED;  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area 
Telephone  number  713  467-7400. 


West  Houston  area.  Telephone  number 

/ 1 3 467-7400. 

PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 

WANTED;  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 

FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 

PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY;  Dynamic, 
multi-institutional  university  program  in  Dallas,  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitn 
George  MD,  Department  of  Physical  Medicine  ana  Rehabilitation  UT 
Health  Sfle?ce  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


ENNIS  COMMUNITY  HOSPITAL,  a unit  of  Baylor  University  Medical 
Center  as  of  10-1-80,  has  opportunities  available  for  three  family  prac- 
titioners and  a general  surgeon,  with  possibilities  in  private  practice 
locum  tenens,  or  group  practice.  R.  Hudspeth,  Executive  Director,  803 
W.  Lampasas,  Ennis,  Texas  75119;  214  875-3837. 

NORTH  DALLAS:  Family  physician  wanted  for  busy  practice  in  thriving 
North  Dallas.  Available  July  1,  1981.  Must  be  board  certified/eligible 
in  family  practice.  Guarantee  plus  percentage.  No  OB.  No  investment 
Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111  Preston  Road 
Suite  103,  Dallas,  Texas  75248;  214  387-1055. 


TEXAS,  DALLAS  AND  TEMPLE.  We  have  family  practice  opportunities 
available  in  July  1981  in  both  these  attractive  cities.  In  each  case  we 
have  beautiful  office  facilities  including  lab,  x-ray  and  full  staff.  Each 
practice  has  an  established  patient  load  and  reputation.  The  positions 
offer  a minimum  guarantee  in  excess  of  $60,000  with  a partnership 
option  after  one  year.  Call  Dr.  Ron  Hellstern,  214  980-1875  for  further 
information. 

TWO  POSITIONS— UNIT  DIRECTOR  AND  STAFF  PSYCHIATRIST  MD 
or  DO  licensed  to  practice  in  Texas.  $47, 000-$5 1,000  DOE,  plus  excellent 
fringe  benefit  package,  including  liability  coverage.  Austin  is  a pro- 
gressive city,  State  capital,  located  in  the  beautiful  Texas  lake  and  hill 
country.  Please  submit  resume  including  at  least  three  references  to- 
Personnel  Director,  Dept.  C.,  Austin  State  Hospital,  4110  Guadalupe 
Austin,  Texas  78751. 


TEMPLE,  TEXAS — Part-time  staffing  hours  available  both  weekdays 
and  weekends  for  qualified  family  practice  physicians.  Please  call  Dr 
Hellstern,  214  980-1875  or  write  Ad-194,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN— Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
Yfith  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 

TWO  RURAL  PROGRESSIVE  HOSPITALS,  in  north-Central  Texas  are 
interested  in  shared  radiological  coverage.  The  radiology  practice  con- 
sists of  diagnostic  radiography,  ultrasound  and  exeroradiography.  The 
cities  are  located  north  of  Possum  Kingdom  Lake  and  within  driving 
distance  of  Fort  Worth-Dallas  area  Contact  Ad-202,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PART-TIME  MEDICAL  CONSULTANT:  Social  Security  Disabality  Insur- 
ance is  accepting  applications  for  part-time  psychiatric  and  internal 
medicine  consultants.  Involves  review  of  medical  evidence  in  disability 
claims  at  central  location  in  Dallas.  No  patient  contact.  Flexible  hours, 
6-20  hours  per  week.  For  further  information  contact  Pat  Kennedy, 
Department  of  Health  and  Human  Services,  Social  Security  Adminis- 
tration, Disability  Programs,  1200  Main  Tower  Building,  Dallas,  Texas 
75202;  phone  214  767-4281. 

CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  MEDICINE 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


FAMILY  PRACTICE  PHYSICIAN — established  family  practice  clinic  with 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  ana 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FG/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room.  Primary 
interests  include  family  oriented  health  maintenance  and  care.  Great 
opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send  CV  to 
Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST — Must  be  certified  in  AP  and  CP  or  eligible.  Must  be 
interested  in  both  clinical  and  surgical  pathology.  260  bed  hospital  with 
well  equipped  laboratory  striving  for  excellence.  Need  a physician  with 
energy  and  active  interest  in  physicians,  technologists  and  patients. 
Lovely  wooded  East  Texas  area.  Send  curriculum  vitae  to  Ad-209,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


UNIVERSITY  PHYSICIAN— New  modern  clinic,  heart  of  East  Texas 
recreational  area,  liberal  time  off,  competitive  salary  and  liberal  bene- 
fits. Clinic  hours  Monday-Friday  (8-5).  No  calls.  No  night  work.  Contact 
A.  C.  Harris  or  Foy  Varner,  P.O.  Box  13058,  SFA  Station,  Nacogdoches, 
Texas  75962,  713  569-4008. 


EMERGENCY  MEDICINE:  Immediate  full  and  part-time  opportunities 
in  Northern  Texas.  Short  driving  distance  from  Dallas.  Promising 
ground  floor  situations  with  excellent  lifestyles.  Call  1-800-255-6160  for 
further  information. 


PEDIATRICIAN:  80  bed  community  medical  surgical  hospital  with  many 
specialties.  JCAH  accredited  10  year  old  facility.  Located  45  miles  west 
of  the  Fort  Worth/Dallas  Metroplex.  Beautiful  lakes,  slightly  hilly  ter- 
rain, good  climate.  Contact  Mike  Slaton,  Administrator,  Palo  Pinto  Gen- 
eral Hospital,  Mineral  Wells,  Texas.  Phone  817-325-7891. 


EMERGENCY  MEDICINE-EL  PASO,  TEXAS:  Clinical  positions  available 
in  moderate  volume  emergency  department.  Competitive  hourly  guar- 
antee, plus  production-based  bonus.  Paid  malpractice  insurance  pro- 
vided, flexible  scheduling.  Physicians  interested  should  send  creden- 
tials in  confidence  to  Sue  Haberman,  845  East  Arapaho,  Suite  A-l, 
Richardson,  Texas  75081;  or  call  collect  214-669-0606. 


NEPHROLOGIST-INTERNIST  NEEDED  NOW.  Texas  Gulf  Coast.  Active 
nephrology-hypertension,  dialysis  and  diagnostic  internal  medicine 
practice.  Research  and  teaching  programs  ongoing.  Early  partnership. 
New  office.  Reply  with  curriculum  vitae  to:  Ad-214,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


THE  CITY  OF  LUBBOCK,  TEXAS  is  recruiting  for  the  position  Public 
Health  Director.  Salary  is  negbtiable  depending  on  qualifications. 
Requires  a license  to  practice  medicine  in  Texas  and  training  in 
preventive  medicine  or  public  health  and  one  year  experience  in  an 
official  public  health  agency  on  a Master's  of  Public  Health  degree 
and  one  year  experience  in  an  official  public  health  agency.  In- 
terested individuals  should  contact  Rita  P.  Harmon,  Director  of  Per- 
sonnel, City  of  Lubbock,  916  Texas  Avenue,  Room  211,  P.O.  Box  2000, 
Lubbock,  Texas  79457;  806  762-6411,  ext.  2315. 


PRIMARY  CARE  PHYSICIAN:  Wanted  in  rural  southwest  Texas 
Migrant/RHI  Clinic.  Position  for  delivery  of  much  needed  health  care 
in  medically  underserved  area.  Salary  negotiable.  Send  resume  to: 
Buena  Salud  Health  Systems,  Incorporated,  P.O.  Box  1251,  Del  Rio, 
Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


DIRECTOR  OF  AMBULATORY  CARE  wanted  for  children's  hospital. 
Employment  arrangement  open.  For  more  information  contact  Ad- 
ministrator, Driscoll  Children's  Hospital,  P.O.  Box  6530,  Corpus  Christi, 
Texas  78411.  Call  512  854-5341,  extension  403. 


FAMILY  PRACTICE  OPPORTUNITY— Excellent  opportunity  to  grow 
with  small  but  expanding  hospital.  Attractive  office  space  available 
(1,200  sq.  ft.).  Relocation  assistance  available.  Call  Joe  Waters,  713 
373-3311,  ext.  300,  Pasadena,  Texas. 


INTERNIST-CARDIOLOGIST— Excellent  opportunity  to  grow  with  small 
but  expanding  hospital.  Attractive  office  space  available  (1,200  sq.  ft.). 
Relocation  assistance  available.  Call  Joe  Waters,  713  373-3311,  ext. 
300,  Pasadena,  Texas. 


BOARD  CERTIFIED  OR  ELIGIBLE  OB-GYN,  urologist,  internist,  psy- 
chiatrist, allergist  and  family  practitioner  in  established  multispecialty, 
private  practice  setting  in  medium  sized  city  in  Central  Texas.  Ex- 
cellent schools,  churches,  cultural  and  recreational  facilities.  Openings 
available  now.  Please  contact  Ad-219,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


RESIDENT  PUBLIC  HEALTH  PHYSICIAN.  The  Texas  Department  of 
Health  is  seeking  qualified  physicians  to  fill  positions  in  a Public 
Health  Physician  Residency  Program  which  is  fully  accredited  by  the 
American  Board  of  Preventive  Medicine  and  the  AMA.  Location: 
Austin,  Texas.  Period  of  residency's  training  is  52  weeks  and  can  be 
started  at  any  time  during  the  year.  Resident  spends  one  or  two 
full  years  in  hands-on  clinical  services  and  application  of  public 
health  principles.  This  program  is  a highly  structured  curriculum  of 
practical  experience.  Resident  is  directly  responsible  for  the  per- 
formance of  professional  medical  tasks  and  certain  supervisory  func- 
tions inherent  in  the  full  scope  of  state-of-the-ait  public  health  prac- 
tice. Program  includes  mandatory  experience  in  a modern  local 
health  department,  a Texas  Public  Health  Regional  office,  and  the 
state-level  cateqorical  public  health  programs  within  the  Austin 
offices  of  the  Texas  Department  of  Health.  Requires  MD  or  DO 
degrees,  and  Texas  medical  license.  Contact  Texas  Department  of 
Health,  Communicable  Disease  Services,  1100  West  49th  Street,  Austin, 
Texas  78756. 


TEXAS  PRIVATE  PRACTICES.  Solo,  associate  and  group  opportunities 
in  growing  communities  with  stable  economies.  Financial  backing  by 
physicians,  hospitals  or  communities  to  help  you  get  your  practice 
growing.  Openings  in  family  practice  and  most  other  specialties. 
Please  send  CV  with  lifestyle  preferences  to  W.  Sanford  Smith,  Pro- 
fessional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble, 
Texas  77339. 


MEDICAL  DIRECTOR:  Immediate  opening  for  a Medical  Director  re- 
sponsible for  directing  all  medical  activities  of  a Migrant/RHI  Clinic 
in  medically  underserved  area  in  Southwest  Texas.  Salary  negotiable. 
Send  resume  to:  Buena  Salud  Health  Systems  Incorporated,  P.O.  Box 
1251,  Del  Rio,  Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


TREMENDOUS  PRACTICE  OPPORTUNITY  for  internal  medicine,  family 
practice/general  practice,  OB/GYN.  Let  New  Boston  General  Hospital 
set  you  up  a rewarding  practice  in  New  Boston,  Texas.  The  support 
we  will  provide  includes:  We  will  pay  your  personal  relocation  ex- 
pense; we  provide  tax  and  estate  planning;  we  will  arrange  guaran- 
teed income  and  rent-free  office  space  for  you  for  a specific  period 
of  time  to  allow  you  security  while  you  develop  your  practice;  we 
will  assist  you  in  setting  up  your  office;  we  will  introduce  you  to 
members  of  the  local  medical  community  and  our  hospital  staff;  we 
will  do  everything  necessary  to  help  you  set  up  practice.  For  more 
information  and  arranging  an  expense  paid  visit  for  you  and  your 
spouse,  please  phone  or  write:  Administrator,  New  Boston  General 
Hospital,  P.O.  Box  7,  New  Boston,  Texas  75570;  214  628-5531. 


GENERAL  PRACTITIONERS:  Needed  for  large  multi-specialty  group  in 
Fort  Worth,  Texas.  Positions  open  in  home  office  as  well  as  satellite 
offices  at  northern  and  southern  fringes  of  county.  Close  to  hospitals. 
Excellent  salary  with  percentage  of  production,  early  partnership,  out- 
standing fringe  benefits.  Please  contact  Gregory  Phillips,  MD  or 
Bryan  Charles,  Administrator  at  817  338-4747. 


WANTED:  YOUNG  BOARD  CERTIFIED  RADIOLOGIST  who  wants  a 
practice  with  plenty  of  work,  yet  time  for  academics  and  leisure  with 
appropriate  compensation.  If  small  towns,  driving,  getting  up  early 
and  active  involvement  in  hospital  activities  isn't  for  you,  save  your 
stamp.  Otherwise  send  CV  to  Ad-220,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FINE,  WELL  ESTABLISHED  PEDIATRIC  PRACTICE  in  major  Texas  city. 
Doctor  leaving  active  practice.  Large,  new  office  space.  Very  high 
quality  patient  population.  Contact  Business  <S  Professional  Associates, 
Inc.,  9896-2  Bissonnet,  Suite  340,  Houston,  Texas  77036  or  713  771-5011. 
(TM354) 


OTOLARYNGOLOGY  PRACTICE:  Very  well  established  practice  lo- 
cated in  Houston  for  sale.  Family  oriented.  Near  hospital  facilities. 
Doctor  retiring.  Two  treatment  rooms.  Practice  lends  itself  beautifully 
towards  expansion.  Contact  Business  <S  Professional  Associates,  Inc., 
9896  Bissonnet,  Suite  40,  Houston,  Texas  77036  or  713  771-5011. 


TEXAS  NEEDS  DOCTORS.  Numerous  cities  throughout  the  state  in 
need  of  family  physicians,  OB/GYNS,  internists,  pediatricians,  urolo- 
gist, and  orthopedic  surgeons.  Family  physicians,  internist,  pediatri- 
cian and  ENT  needed  in  Dallas  and  Houston.  Group  and  solo  oppor- 
tunities with  good  coverage  and  rotation  of  weekends.  Each  town 
within  an  hour  from  a city  with  100,000+  population.  Pleasant  climate 
with  excellent  recreational  facilities.  Physicians  in  each  town  will 
give  you  referrals  because  thev're  too  busy.  Guarantees  and  other 
perks  available.  No  fee.  Contact  the  Texas  Doctors  Group,  P.O.  Box 
177,  Austin,  Texas  78767.  Telephone  512  476-7129. 


Situations  Wanted 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 

GENERAL  SURGEON— 31  years  old,  board  qualified,  military  trained. 
Available  July  1982.  Seeking  group,  partnership  or  solo  opportunity. 
Solid  background  in  vascular,  trauma,  and  thoracic.  Prefer  Central  or 
East  Texas.  Reply:  James  V.  Palermo,  Box  222,  USA  MEDDAC,  Wuerz- 
burg, APO  New  York,  New  York  09801. 


GENERAL  SURGEON— board  certified,  35,  in  a small  town  clinic  prac- 
tice for  five  years,  seeks  to  broaden  practice  opportunities  in  a larger 
town  (30,000  or  more).  Associate  or  solo  practice  preferred,  but  would 
consider  larger  clinic  group.  Please  reply  to  Ad-215,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON  WILLING  to  do  general  practice  wishes  to  re- 
locate in  small  or  medium  size  town.  Interested  in  orthopedic  and 
gyn  surgery.  Fifteen  years  experience.  Prefer  solo  but  will  consider  all 
offers  FMG,  Texas  license  and  good  references.  Please  reply  to  Ad- 
216,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


33  YEAR  OLD  FAMILY  PRACTICE  INTERNIST,  American  graduate,  seek- 
ing busy  solo  practice  or  small  group  practice.  Extensive  experience  in 
private  practice.  Available  immediately.  Prefer  semi  rural  or  suburban 
location  near  lakes  or  woods,  however,  all  locations  will  be  considered. 
Please  reply  to  Ad-217,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


COMPHEALTH— Locum  tenens— Physicians  covering  physicians,  na- 
tionwide,  all  specialties.  We  provide  cost  effective  quality  care.  Call 
us  day  or  night.  T.  C.  Kolff,  MD,  President,  CompHealth,  175  West  200 
South,  Salt  Lake  City.  Utah  84101,  801  532-1200. 


UROLOGIST,  34,  married,  finishing  training  from  a large  busy  teach- 
ing center  in  Philadelphia.  Excellent  surgical  background  with  wide 
experience  in  adult  and  pediatric  urology.  Past  surgical  experience 
of  nine  years.  Took  boards  this  year.  Consider  any  area  in  Texas. 
Wife  anesthesiologist,  available  same  time.  Prefer  solo,  will  consider 
group  or  partnership.  Please  reply  to  Ad-218,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  SPACE  for  rent  in  Kilgore — East  Texas.  Suitable  for 
FP,  pediatrics,  GP.  Vacant  July  1,  1981.  Call  214  984-8991  after  7 p.m. 
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1,200  SQUARE  FEET  OF  OFFICE  SPACE  for  lease  in  Waxahachie,  Tex- 
as. Suitable  for  family  practitioner  or  any  specialist.  For  information 
contact  Charlie,  214  296-3875.  Waxahachie  is  20  minutes  drive  from 
Dallas. 


PARK  ST.  DAVID  PROFESSIONAL  BUILDING— Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
for  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


UROLOGICAL  OFFICE  EQUIPMENT  FOR  SALE:  Endoscopic  instruments, 
female  cystoscopy  table  (electric),  male  examining  table,  binocular 
microscope,  sterilizer.  Also  file  cabinet,  copy  machine  and  dictaphone. 
For  additional  information  contact  Mrs.  J.  F.  Collins,  817  382-7480, 
Denton. 


FOR  SALE — Houston-based  company  engaged  in  health  screening.  Lo- 
cated in  medical  building  with  three  year  lease.  Among  assets:  x-ray 
300  MA  and  processor,  spirometer  Ohio  822,  tonometer,  also  mobile  x-ray 
with  Tracor  sound  booth  and  audiometer.  Assets  and  good  will  reason- 
ably priced,  ideal  for  MD  willing  expand  industrial  on-site  testing,  a 
nascent  business  of  potential.  Present  management  will  provide  market- 
ing and  admin  expertise.  All  answers  to  John  Zieade,  4463  Brandemere 
Way,  Houston,  Texas  77066;  phone  713  893-3179  and/or  440-9435. 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214- 
867-6500. 


MEDICAL  OFFICE  FOR  SALE  OR  RENT:  2442  sq.  ft.  fully  equipped  for 
one  or  two  doctors.  Best  situated  for  family  physicians  or  pediatricians. 
Located  in  rapidly  expanding  industrial  center.  Two  excellent  hospitals 
near  by  with  all  specialties  represented.  Contact  Mrs.  Don  Marples,  1300 
Greenbriar  Drive,  Longview,  Texas  75604. 


RELOCATE  TO  BOOMING  NORTHWEST  HOUSTON!  In  the  heart  of 
Klein  ISD,  young  affluent  community,  fastest  growing  in  the  nation! 
Brand  new  atrium  medical  dental  building  among  trees,  excellent  for 
primary  care  physicians.  Design  your  own  suites.  Choice  spaces  just 
became  available.  713-537-2706. 


SKI  BRECKENRIDGE,  COLORADO!  Luxurious  mountain  home  nestled 
among  the  tall  pines  on  Peak  8 above  Breckenridge.  5 bedroom,  5 
baths  (2  with  Jacuzzi  tubs),  2 living/dining  areas  with  fireplaces,  2 
kitchens,  sleeps  10-K  Close  to  lifts,  ski  home.  Larry  Whinnery,  8075 
Charlecot  Drive,  Indianapolis,  Indiana  46268;  317-872-5322. 


HOUSTON— BEAUTIFUL,  FULLY  EQUIPPED  1,450  sq.  ft.  office  in  the 
Medical  Center  available  for  sublease.  Conditions:  Flexible.  Call 
713  795-4747. 


INVESTOR  OR  TRADER  of  quality  gems.  Collection  of  beautiful  Aus- 
tralian pure  opals.  Personally  mined  and  processed.  Appraised  at 
$101,000.  by  reputable  appraiser.  Offered  for  sale  at  $36,000.  Call 
604  987-2701. 


ONE  SUITE  NOW  AVAILABLE  in  Jefferson  Medical  Building  in  NW 
San  Antonio.  Especially  good  for  pediatrician,  gynecologist,  or  family 
practitioner.  We  have  lab,  x-ray,  pharmacy,  dentists,  podiatrist,  and 
two  family  doctors  in  our  building.  New  physician  would  be  assisted 
in  building  practice.  Economical  at  45^  sq.  ft.  with  utilities  and 
janitorial  services  included.  Nurses  lounge  provided  at  no  charge. 
Call  512  735-9151  or  512  342-7963.  Bernard  K.  Weiner,  MD. 


UNIQUE  SITUATION — Office  space  available  for  lease.  Multispecialty 
group  in  which  each  specialty  occupies  his  own  building  but  has 
advantages  of  consultation  and  referral  from  OB-GYN,  pediatrics, 
radiology,  urology,  and  general  and  oncologic  surgery.  Especially 
needed  ENT  and  internal  medicine.  Conroe,  Texas.  For  specifics  call 
Wayne  McAfee,  MD,  713  756-7701. 


TWO  SUITES  IN  AN  EXCLUSIVELY  MEDICAL-DENTAL  BUILDING, 
1,275  sq.  ft.  and  1,375  sq.  ft.  Can  be  tailored  to  individual  needs  or 
combined  for  dual  practice.  Lease  provisions  very  attractive  and  be- 
low market.  All  services  furnished  and  deferred  rental  arrangement 
available  for  practice  start-up.  Located  in  fast  growing  West  Texas 
city  about  80,000  with  large  trade  area.  Ideal  location  for  independent 
practice.  Contact  Ad-221,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Nearly  $4  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G.  Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767,  telephone  512-476-7163. 


SNOWMASS/VAIL  "MEP"  SKI  SEMINAR  on  Management  Enrichment 
for  the  Health  Professional.  Ski  Snowmass,  Colorado  the  weeks  of  De- 
cember 19,  1981  or  March  20,  1982;  or  Vail,  Colorado  the  week  of  Feb- 
ruary 20,  1982.  Seminars  conducted  by  noted  doctors  and  management 
specialists  to  enrich  your  life.  Trip  expenses  deductible  for  doctor  and 
spouse.  For  information:  M.E.P.,  An  Education  Corporation,  906  Cooper 
Avenue,  Glenwood  Springs,  Colorado  81601;  or  1-800-525-3402. 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  MD,  Houston,  Chairman 
(713)  461-2646 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 
Michael  J.  Healy,  MD,  Dallas 
(214)  661-7653 

Lowell  J.  Kepp,  Jr.,  MD,  Corpus  Christi 
(512)  854-2651 
Kenneth  L.  Orten,  MD,  Tyler 
(214)  597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)  696-4667 
Sandra  Steinbach,  MD,  Dallas 
(214)  363-8445 

Richard  L.  Weddige,  MD,  Lubbock 
(806)  743-2804 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

Philip  McElvaine,  MD,  Resident  Representative 
(915)  533-0280 

Ed  Siedel,  Student  Representative 
(713)  524-4502 
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MAKE, 
YOURi 


with  LIFEMARK  the 
mark  of  excellence  in 
health  care  " 


Perhaps  you  prefer  the 
excitement  and  fast 
pace  of  a big  city  Or. 
you  may  find  the  close 
friendliness  of  a small 
town  more  to  your  liking 
Whichever  lifestyle  you 
choose  we  can  help  LIFE- 
MARK  operates  modern,  well 
equipped  hospitals  primarily  in 
sunbelt  communities.  We  can 
assist  you  in  locating  the  type 
of  practice,  and  style  of  living 
that  will  suit  you  and  your 
family.  And  the  financial  packages 
which  accompany  many  of  our 
opportunities  make  the  search 


Let  LIFEMARK  help  you  make 
your  mark  • where  it  counts.  For  our 
free  and  confidential  services,  call 
collect  (713)  621-8131.  or  send  your 
cirriculum  vitae  to: 


Director  of  Physician 
Relations  8A 
Lifemark  Hospitals,  Inc. 
P O.  Box  3448 
Houston,  Texas  77001 


THE  HARK  OF  EXCELLENCE 
IE  AL  TH  care 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/F 


r Give  your \ 

career  some  CPR 

If  your  career  seems  to  be 
faltering,  maybe  it  needs  some  CPR 
(Carefully  Planned  Resuscitation) 
from  he  specialists  at  MEDSECO. 

As  the  nation's  leading  physician 
recruiting  and  placement 
firm  — specializing  in  the  unique 
requirements  of  emergency 
physicians  — Medical  Search 
Consultants  have  successfully 
provided  their  own  brand  of  CPR  to 
physicians  all  over  the  country'. 

Call  them  in  confidence  — without 
cost,  without  obligation  — and  give 
your  career  some  CPR. 

Medical  Search  Consultants.  Inc. 

333  North  Belt 
P O B'-x  4448 
Houston.  Texas  77210 
(800)  231-027- 
(713)  999-6800  in  Texas 

/MEDSECO / 


Advertising  Directory 


American  Medilease  Plan 
American  Physicians  Insurance  Exchange 
American  Society  for  Adolescent  Psychiatry 
American  Professional  Services,  Inc. 

Boehringer  Ingelheim 
Boots  Pharmaceuticals 
Burroughs  Wellcome 
Camp  International,  Inc. 

R.  W.  Clarke  & Co. 

Dallas  Medical  & Surgical  Clinic  and  Hospital 
Dallas  Rehabilitation  Institute 
Diagnostic  Clinic  of  Houston 
Electronic  Data  Systems  Corporation 
Federal  Energy  Corporation 
HEDCO 

INA  Healthplan,  Inc. 

Insurance  Corporation  of  America 

Jackson-Mitchell  Pharmaceuticals 

Kelsey-Seybold  Clinic 

Leo  N.  Levi  National  Arthritis  Hospital 

Lifemark 

Eli  Lilly  and  Company 

Medical  Arts  Clinic  of  Corsicana 

The  Medical  Protective  Company 

MEDSECO 

Merrell-Dow 

The  Methodist  Hospital 

National  Federation  of  Catholic  Physicians’  Guilds 

Pennwalt  Pharmaceuticals 

Professional  Advancement  Seminars 

The  Prudential  Insurance  Company  of  America 

River  Oaks,  New  Orleans 

Roche  Laboratories 

Scott  and  White  Clinic 

Sequoia 

Southwestern  Bell 
Southwest  Motor  Leasing 
Starlite  Village  Hospital 
St.  Paul  Hospital 
Texas  Heart  Institute 
Texas  Medical  Association 
Memorial  Library  Fund 
Texas  Medical  Liability  Trust 
Timberlawn  Psychiatric  Hospital 
Torbett,  Hutchings,  Smith  Memorial  Hospital 
United  States  Army  Recruiting 
Upjohn 

Warm  Springs  Rehabilitation  Hospital 
Wyeth  Laboratories 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and 
lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice  that  is  practically  perfect.  Where 
in  almost  no  time  you  experience  a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime, 
where  you  work  without  worrying  whether  the  patient  can  pay  or  you  will  be  paid,  and  where  you  pre- 
scribe, not  the  least  care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine  provides  wide-ranging  opportunities  for  the  stu- 
dent, the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army  residents  gener- 
ally receive  higher  compensation  and  greater  responsibility  than  do  their  civilian  counterparts  and 
score  higher  on  specialty  examinations.  If  you  are  currently  in  a residency  program  such  as  Orthope- 
dics, Neurosurgery,  Urology,  General  Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army's 
Sponsorship  Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Officer,  you  receive 
substantial  compensation,  extensive  annual  paid  vacation,  a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance  forms,  malpractice  premiums,  and  cash  flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CALL  COLLECT: 


CPT  Peter  A.  Basler 
Brooke  Army  Medical  Center 
ATTN:  AFZG-MDZ-PP 
Ft  Sam  Houston,  TX  78234 
(512)  221-6804  /4465 


An  Equal  Opportunity  Employer 
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CONTINUING  EDUCATION  DIRECTORY 


CONTINUING  MEDICAL  EDUCATION  ACCREDITATION 

Accreditation  is  a process  designed  to  help  improve  continuing  medi- 
cal education  (CME)  activities  of  individual  hospitals  and  specialty 
societies.  The  Texas  Medical  Association  is  approved  by  the  Ac- 
creditation Council  for  Continuing  Medical  Education  (ACCME)  as 
the  accrediting  agent  for  institutions  and  organizations  in  Texas. 
Thus,  accreditation  is  official  recognition  by  the  Texas  Medical  Asso- 
ciation that  an  institution's  CME  activities  meet  recognized  national 
standards  of  quality.  The  process  also  helps  to  measure  the  ability  of 
an  institution  or  organization  to  plan  effective  CME.  When  accredita- 
tion is  granted  to  an  institution,  that  institution  has  the  authority  and 
responsibility  to  determine  which  of  its  programs  meet  the  criteria  for 
Category  1 credit  of  the  AMA  Physician's  Recognition  Award.  Only 
institutions  and  organizations  are  accredited  for  CME — not  specific 
activities,  publications,  or  audiovisual  materials.  These  activities, 
however,  may  be  certified  for  CME  credit  by  accredited  institutions. 

The  TMA  Committee  on  Continuing  Education,  through  its  Sub- 
committee on  Accreditation,  reviews  and  surveys  institutions  and  or- 
ganizations seeking  accreditation.  The  final  decision  regarding  ac- 
creditation is  made  by  the  Committee  on  Continuing  Education  and 
forwarded  to  the  ACCME  for  inclusion  in  the  list  of  accredited  institu- 
tions and  organizations. 

In  Texas,  the  following  institutions  and  organizations  have  been 
accredited  for  continuing  medical  education  by  TMA: 

Baylor  University  Medical  Center,  Dallas 
Central  Texas  Medical  Foundation,  Austin 
Dolly  Vinsant  Memorial  Hospital,  San  Benito 
Hendrick  Medical  Center,  Abilene 
MD  Anderson  Hospital  and  Tumor  Institute,  Houston 
Methodist  Hospitals  of  Dallas 
Park  Plaza  Hospital,  Houston 
Presbyterian  Hospital  of  Dallas 
St  Joseph's  Hospital,  Fort  Worth 
St  Joseph  Hospital,  Houston 
Sierra  Medical  Center,  El  Paso 
St  Paul  Hospital,  Dallas 
Tarrant  County  Hospital  District,  Fort  Worth 
Texas  Research  Institute  for  Mental  Sciences,  Houston 
Texas  Pediatric  Society 
Texas  Surgical  Society 
The  University  of  Texas  Health  Center  at  Tyler 
For  further  information  regarding  the  accreditation  program,  con- 
tact the  Office  of  Medical  Education,  Texas  Medical  Association, 
1801  North  Lamar  Blvd,  Austin,  TX  78701  512/477-6704 


COURSES 


SEPTEMBER 
Emergency  Medicine 

Sept  10-12,  1981 

Emergency  Medicine  1 981 . Auditorium,  School  of  Allied  Health  Sci- 
ences, UT  Medical  Branch,  Galveston.  Fee  $200.  Category  1 , AMA 
Physician's  Recognition  Award;  ACEP;  1 7 hours.  Contact  Sue  Mo- 
reno, Coordinator,  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden,  UTMB,  Galveston,  TX  77550  713/765-2996 

Gastroenterology 

Sept  26,  1981 

Scientific  Meeting,  Texas  Society  of  Gastrointestinal  Endoscopy:  En- 
doscopy and  Cancer.  Auditorium,  School  of  Allied  Health  Sciences, 
UT  Medical  Branch,  Galveston,  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Marcel  Patterson,  MD,  Dept  of 
Medicine,  UTMB,  Galveston,  TX  77550  713/765-1502 


General  Medicine 

Sept  5,  1981 

Automobile  Safety  for  Children.  Midtown  Holiday  Inn,  El  Paso.  Fee 
none.  Contact  Center  for  Safety  and  Accident-Prevention  Research 
Dept  of  Psychology,  North  Texas  State  University,  Denton,  TX  76203 

Sept  12,  1981 

Diabetes:  Facts  and  Feelings.  Dallas  City  Hall,  Dallas.  Category  1 , 
AMA  Physician's  Recognition  Award;  5 hours.  Contact  Jean  Brown, 
MPH,  Health  Education  Services,  Dallas  City  Health  Dept,  1936 
Amelia  Ct,  Dallas,  TX  75235  214/670-6070 

Sept  26,  1981 

ECG  Interpretation  for  the  Physician.  Marriott  Hotel,  Astrodome, 
Houston  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Lila  Lerner,  Office  of  Continuing  Medical  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Internal  Medicine 

Sept  26,  1981 

Internal  Medicine  Conference  & Panhandle  District  Medical  Society 
Medical  Meeting.  Lubbock  Memorial  Civic  Center,  Lubbock.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  Rita 
Chrane,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  806/743-2929 

Obstetrics  & Gynecology 

Sept  18-19,  1981 

Annual  Obstetrics/Gynecology  Seminar.  Lubbock.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Rita  Chrane,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430  806/743-2929 

Psychiatry 

Sept  26,  1981 

Movement  Disorders  Update  for  Psychiatrists.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $45.  Category  1 , AMA  Physicians’  Rec- 
ognition Award;  7 hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  51 2/691-6295 

Radiology 

Sept  18-19,  1981 

Radiology  of  Skeletal  Disease.  Marriott’s  Hotel  Galvez,  Galveston. 
Fee  $120.  Category  1,  AMA  Physician's  Recognition  Award;  9 hours. 
Contact  Lou  Maust,  Coordinator,  Continuing  Medical  Education, 

2nd  Floor  Gail  Borden,  UTMB,  Galveston,  TX  77550  713/765-2996 

Surgery 

Sept  25-26,  1981 

Workshop  in  Soft  Tissue  Surgery  (Clinical  Practice  and  Update  in 
Facial  Soft  Tissue  Surgery).  Zale  Lecture  Hall,  UT  Health  Science 
Center  at  Dallas.  Fee  $275,  physicians;  $1 75,  residents.  Category  1 , 
AMA  Physician's  Recognition  Award;  1 8 hours.  Contact  Linda 
Spino,  PhD,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

Sept  25-26,  1981 

Surgical  Techniques.  Kleberg  Auditorium,  Baylor  College  of  Medi- 
cine, Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Lynne  Tiras,  Office  of  Continuing  Medical  Educa- 
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tion,  Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

OCTOBER 

Family  Practice 

Oct  12-16,  1981 

Genetic  Toxicology.  Holiday  Inn,  Galveston,  Fee  TBA,  Contact  Lou 
Maust,  Coordinator,  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden,  UTMB,  Galveston,  TX  77550  713/765-2996 

Oct  18-20,  1981 

Office  Diagnosis  and  Management  of  Common  Gynecologic  Disor- 
ders. St  Anthony  Hotel,  San  Antonio.  Fee  $275.  AAFP,  Elective;  16 
hours.  Contact  Local  Arrangements,  Landmark  Bldg,  Suite  1224, 
705  East  Houston  St,  San  Antonio,  TX  78205  512/224-3061 

General  Medicine 

Oct  3-10,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Aboard  cruise 
ship.  Fee  $1 600  Category  1 , AMA  Physician's  Recognition  Award; 
21  hours.  Contact  Susan  Rounsaville,  Research  and  Education  Divi- 
sion, Scott  & White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX 
76508  81 7/774-21 1 1 ext  2364 

Oct  3,  1981 

Symposium  on  Hypertension.  North  Park  Inn,  Dallas,  Fee  $50.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  8 hours.  Contact  De- 
partment of  Continuing  Medical  Education,  St  Paul  Hospital,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235  214/689-4588 

Oct  2-3,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691  -6295 

Oct  9- 10,  1981 

Toxicology  Conference — "Extrapyramidal  Diseases:  Management, 
Treatment  and  Research.”  Regional  Academic  Health  Center,  Texas 
Tech  University  Health  Sciences  Center,  El  Paso.  Fee  TBA.  Category 
1 , AMA  Physician's  Recognition  Award.  Contact  Rita  Chrane,  Office 
of  Continuing  Medical  Education,  Texas  Tech  University  HSC,  Lub- 
bock, TX  79430  806/743-2929 

Oct  1 0,  1 981  (POSTPONED  UNTIL  LATER  DATE) 

Task  Force  on  Health  Care  Cost  Effectiveness.  UT  Medical  Center, 
Houston,  Fee  TBA.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

Oct  16-17,  1981 

1st  Annual  Symposium  in  Cardiopulmonary  Diseases.  Kelsey- 
Seybold  Clinic,  PA,  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP,  Elective.  Designed  for  primary  care  phy- 
sicians. Contact  Carol  Fogleman,  Kelsey-Seybold  Clinic,  PA,  6624 
Fannin,  Houston,  TX  77030  71 3/797-1 551 , ext  278 

Oct  23-24,  1981 

Management  of  Surgical  Infections.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 


Oct  28-30,  1981 

J.  Arnold  Bargen  Lectureship — Annual  Lectures.  Scott  and  White 
Memorial  Hospital,  Temple.  Fee  none.  Contact  Susan  Rounsaville, 
Research  and  Education  Division,  Scott  and  White  Memorial  Hospi- 
tal, 2401  South  31  st  Street,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

Oct  31,  1981 

Computer  Medicine  Conference.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Rita  Chrane,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  HSC,  Lubbock,  TX  79430 
806/743-2929 

Hyperbaric  Medicine 

Oct  17-24,  1981 

Medicine  of  Sport  Scuba  Diving.  Cayman  Brae,  BWI.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  Category  1 , ACEP;  25 
hours.  Contact  Jefferson  C Davis,  MD,  Hyperbaric  Medicine,  PA, 
Methodist  Plaza,  4499  Medical  Dr,  San  Antonio,  TX  78229  51 2/ 
696-7293 

Internal  Medicine 

Oct  9- 10,  1981 

Anemia:  Newer  Concepts  and  Management.  Auditorium,  School  of 
Allied  Health  Sciences,  UT  Medical  Branch,  Galveston.  Fee  $125. 
Category  1 , AMA  Physician's  Recognition  Award;  1 1 hours.  Contact 
Sue  Moreno,  Coordinator,  Continuing  Medical  Education,  2nd  Floor 
Gail  Borden,  UTMB,  Galveston,  TX  77550  71 3/765-2996 

Obstetrics  & Gynecology 

Oct  13-17,  1981 

What's  New  & Important  in  Ob-Gyn.  UT  Health  Science  Center  at 
Dallas.  Fee  $400,  complete  course,  $300,  basic  course;  $1 00,  pa- 
thology only.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact June  Bovill,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Lubbock  Memorial  Civic  Center,  Lub- 
bock. Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Rita  Chrane,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University  HSC,  Lubbock,  TX  79430  806/743-2929 

Psychiatry 

Oct  7-10,  1981 

Border  Symposium  of  Mexican-North  American  Mental  Health.  El 

Paso.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award. 
Contact  Carol  Whitcomb,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center  Regional  Academic 
Health  Center,  4800  Alberta  Ave,  El  Paso,  TX  79905  91 5/ 

533-3020 

Oct  29-31,  1981 

Intermediate  and  Advanced  Hypnotherapy.  Marriott  Hotel,  Astro- 
dome, Houston.  Fee  $200.  AAFP;  Applied  for  Academy  of  General 
Dentistry;  Applied  for  American  Psychological  Society;  15  hours. 
Contact  Carol  Berman,  Office  of  Continuing  Medical  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 
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Radiology 

Oct  14-16,  1981 

Computed  Tomography  and  Ultra  Sound.  The  Grand  Hotel,  Houston 
Fee  $225,  Category  1 , AMA  Physician's  Recognition  Award,  Contact 
Sherry  Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 

NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI— Anesthesia  & Surgery  for  Ischemic  Heart  Disease. 

Adam’s  Mark  Hotel,  Houston.  Fee  $240,  physicians,  $120  non-Bay- 
lor residents  and  fellows.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Lynne  Tiras/Carol  Berman,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  713/790-4941 

General  Medicine 

Nov  20-21,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $1 60.  Category  1 , AMA  Physician's  Recognition 
Award;  Prescribed,  AAFP;  12  hours.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Stouffer  s Greenway  Plaza 
Hotel,  Houston.  Fee  $1 00.  Category  1 , AMA  Physician's  Recognition 
Award,  Contact  Sherry  Smith,  Office  of  Continuing  Education,  UT 
Medical  School  at  Houston,  Box  20708,  Houston,  TX  77025 
713/792-5346 

Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  La  Mansion 
del  Norte,  San  Antonio  Fee  $85.  Category  1 , AMA  Physician’s  Rec- 
ognition Award.  Contact  Marilyn  Rennels,  Medical  School  Con- 
tinuing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  512/691  -6295 

Nov  10-14,  1981 

Cancer  1 981  /Cancer  2001  —An  International  Colloquium. 

Shamrock  Hilton  Hotel,  Houston.  Fee  TBA.  Contact  C.  Stratton  Hill, 

Jr,  MD,  Room  115,  M.D.  Anderson  Hospital  and  Tumor  Institute, 

6723  Bertner,  Houston,  TX  77030  713/792-2222 

Otorhinolaryngology 

Nov  6-8,  1981 

Auditory  Brain  Stem  Response  in  Clinical  Practice.  Neurosensory 
Center  & Marriott  Hotel,  Astrodome  (sleep  rooms),  Houston.  Fee 
$500,  physicians;  $250,  non-Baylor  residents  and  audiologists. 
Contact  Lila  Lerner,  Office  of  Continuing  Medical  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Pathology 

Nov9-13,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antionio.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Marily  Rennels,  Medical 


School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691-6295 

Nov  14,  1981 

38th  Annual  Pathology  Seminar.  UT  Health  Science  Center  at  San 
Antonio.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award; 
6 hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Perinatology 

Nov  5-6,  1981 

8th  Annual  Perinatal  Seminar.  Perinatal  Center,  Scott  and  White  Me- 
morial Hospital,  Temple.  Fee  $45.  Contact  Charlene  L Davis,  Scott 
and  White  Memorial  Hospital,  2401  South  31  st  St,  Temple,  TX  76508 
817/774-2111 

Psychiatry 

Nov  4-6,  1981 

Serotonin  in  Biological  Psychiatry.  Shamrock  Hilton  Hotel,  Houston. 
Fee  $60,  before  Oct  1 ; $75,  after;  $25,  students.  Contact  Beng  T. 

Ho,  MD,  Texas  Research  Institute  of  Mental  Sciences,  1 300  Mour- 
sund,  Houston,  TX  77030  71 3/797-1 976  ext  243 


DECEMBER 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Dallas.  Contact  William  S.  Harris,  MD,  Ophthalmology  Center, 
281 1 Lemmon  Ave  East,  Dallas,  TX  75204  214/522-2661 

Psychiatry 

Dec  3-5,  1981 

Phenomenology  and  Treatment  of  Psychiatric  Emergencies. 

Houston.  Contact  Carol  Berman,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

JANUARY 

Physical  Medicine 

Jan  21-23,  1982 

Chronic  Pain.  Houston.  Contact  Lila  Lerner,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Radiology 

Jan  4-15,  1982 

External  Beam  Dosimetry— Principles  and  Calibrations.  Houston 
Contact  Sharon  Thousand,  Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box  20367,  Houston,  TX  77025 
713/792-4671 

Jan  18-29,  1982 

External  Beam,  Interstitial  & Intracavitary  Dosimetry— Manual  and 
Computer  Methods  of  Calculation.  Houston.  Contact  Sharon  Thou- 
sand, Division  of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  Box  20367,  Houston,  TX  77025  713/792-4671 
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FEBRUARY 
Family  Practice 

Feb  1-6,  1982 

Family  Practice  Review  1982.  Galveston.  Contact  Sue  Moreno,  Co- 
ordinator, Continuing  Medical  Education,  2nd  Floor  Gail  Borden, 
UTMB,  Galveston,  TX  77550  713/765-2996 

Neurology 

Feb  26-28,  1982 

10th  Neuromuscular  Disease  Symposium.  Flouston.  Contact  Carol 
Berman,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Flouston,  TX  77030  71 3/790-4941 

Pathology 

Feb  26-27,  1982 

1st  Annual  South  Central  Texas  Dermatopathology  Course  and  the 
Robert  Freeman  Flonorary  Dermatopathology  Lecture  Series.  San 

Antonio  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTFISC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  51 2/691  -6295 

Pediatrics 

Feb  19-21,  1982 

Pediatrics  for  the  Practitioner.  San  Antonio.  Contact  Marilyn 
Rennels,  Medical  School  Continuing  Education  Services,  UTFISC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Radiology 

Feb  1-5,  1982 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  Houston. 
Contact  Sharon  Thousand,  Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

Surgery 

Feb  4-6,  1982 

Plastic  Surgery  for  the  General  Surgeon.  San  Antonio  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  —Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 


Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital.  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple  TX 
76501 

Thursdays,  7-10  pm  (Jan  29-June  18,  1981) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio. 
Category  1 , AMA  Physician's  Recognition  Award;  63  hours  total  (3 
hours  weekly)  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Thursday-Friday  (1/8-9/81  —12/1 7- 1 8/81 ) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/25/80-5/2/81) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  Fee  $150.  24  week  course,  excluding 
Nov  29,  Dec  20  & 27,  and  Jan  3.  Category  1 , AMA  Physician's  Rec- 
ognition Award,  hour-for-hour  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


American  Academy  of  Otolaryngology,  New  Orleans,  Sept  20-24, 
1981.  Wesley  Bradley,  MD,  1 5 Second  Street,  SW,  Rochester,  MN 
55901 

■ American  Academy  of  Pediatrics,  Texas  Chapter,  Corpus  Christi, 
Sept  24-26,  1 981 . Mary  Greene,  1 905  N Lamar  Blvd,  Austin,  TX 
78705 

American  Association  for  Laboratory  Animal  Science,  Salt  Lake  City, 
Sept  20-25,  1981  J.  J.  Garvey,  210  N Hammes,  Suite  205,  Joliet,  IL 
60435 

American  Association  for  the  Surgery  of  Trauma,  Hot  Springs,  Va, 
Sept  17-19,  1981  Charles  R.  Baxter,  MD,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235 

American  Association  of  Foundations  for  Medical  Care,  San  Fran- 
cisco, Sept  10-19,  1981 . Boyd  Thompson,  1 1325  Seven  Locks  Rd, 
Potomac,  MD  20854 

American  College  of  Emergency  Physicians,  New  Orleans,  Sept 
14-17,  1981  Stanley  Butler,  Box  6191 1 , Dallas,  TX  75261 

American  College  of  Radiology,  Las  Vegas,  Sept  14-17,  1981  W C. 
Stronach,  20  N Wacker  Dr,  Chicago,  IL  60606 
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American  Dietetic  Association,  Philadelphia,  Sept  21-25,  1981 
Clara  Zempel,  RD,  430  N Michigan  Ave,  Chicago,  IL  6061 1 

American  Medical  Association,  Conference  on  Environmental  Toxi- 
cants and  Human  Health,  Arlington,  Va,  Sept  14  16.  1981  Dept  of 
Environmental,  Public  and  Occupational  Health,  AMA,  535  N Dear- 
born, Chicago,  II  60610 

■ Blackford  Memorial  Lectures,  Denison,  Tex,  Sept  12,  1981  Rene 
G.  Gerard,  MD,  509  S Mirick,  Denison,  TX  75020 

International  Academy  of  Preventive  Medicine,  Las  Vegas,  Sept 
23-27,1981  Joseph  A Nowell,  10409  Town  & Country  Way,  Suite 
200,  Houston,  TX  77024 

■ Panhandle  District  Medical  Society,  Lubbock,  Sept  26,  1981  Ethel 
McLeod,  Box  10212,  Lubbock,  TX  79408 

■ Texas  Academy  of  Family  Physicians,  Corpus  Christi,  Sept  12-15, 
1981 . Donald  Jackson,  1901  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Medical  Association,  Austin,  Sept  18-20,  1981  C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■ Texas  Ophthalmological  Association,  Galveston,  Sept  25-26, 
1981 . Iris  Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Pediatric  Society,  Corpus  Christi,  Sept  24-26,  1981  Mary 
Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Anesthesiologists,  Lubbock,  Sept  4-6,  1981 
Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Society  of  Child  Psychiatry,  Conroe,  Sept  25-27,  1981 
James  Boynton,  MD,  702  Medical  Park  Tower,  Austin,  TX  78705 

■ Texas  Society  of  Pediatric  Surgeons,  Corpus  Christi,  Sept  24-26, 
1981 , Mary  Greene,  1905  N Lamar  Blvd,  Austin,  TX  78705 


OCTOBER 

American  Academy  of  Occupational  Medicine,  Nashville,  Oct 
13-16,  1981,  Howard  N,  Schulz,  150  N Wacker  Dr,  Chicago,  IL 
60606 

American  Academy  of  Pediatrics,  New  Orleans,  Oct  31  -Nov  5, 
1981,  Robert  Frazier,  1 801  Hinman,  Evanston,  IL  60201 

American  Association  for  Hand  Surgery,  New  York,  Oct  15-18, 
1981 . Jean  Rickli,  2704  Marshall  Court,  Madison,  Wl  53705 

American  Association  of  Blood  Banks,  Chicago,  Oct  31  -Nov  4, 
1981  William  W,  Samuels,  1828  L St,  NW,  Suite  608,  Washington, 
DC  20036 

American  College  of  Chest  Physicians,  San  Francisco,  Oct  25-29, 
1 981  Alfred  Sofer,  MD,  91 1 Busse  Highway,  Park  Ridge,  IL  60068 

American  College  of  Nuclear  Medicine,  Los  Angeles,  Oct  23-25, 
1981  J,  R,  Maxfield,  MD,  8215  Westchester,  Suite  135,  Dallas,  TX 
75225 

American  College  of  Surgeons,  San  Francisco,  Oct  1 1 - 1 6,  1 981 
Edwin  W,  Gerrish,  MD,  55  East  Erie  St,  Chicago,  IL  6061 1 

American  Dental  Association,  Kansas  City,  Mo,  Oct  25-29,  1 981 
John  M.  Cody,  MD,  21 1 East  Chicago  Ave,  Chicago,  IL  6061 1 


■ American  Medical  Record  Association,  San  Antonio,  Oct  18-23, 
1981 . Mary  J,  Waterstraat,  875  N Michigan  Ave,  Suite  1850,  Chi- 
cago, IL  6061 1 

American  School  Health  Association,  Washington,  DC,  Oct  14-17, 
1981,  Charles  J,  Baer,  Box  708,  Kent,  OH  44240 

American  Society  of  Anesthesiologists,  New  Orleans,  Oct  1 7-21 , 
1981  Brace  Pattou,  515  Busse  Highway,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists,  Las  Vegas,  Oct  1 6-23, 
1981  Patrick  E.  Raleigh,  21 00  W Harrison,  Chicago,  IL  6061 2 

American  Society  of  Internal  Medicine,  New  York,  Oct  1 -4,  1981 
Stephanie  Dimitroff,  2550  M St,  NW,  Suite  620,  Washington,  DC 
20037 

American  Society  of  Maxillofacial  Surgeons,  New  York,  Oct  1 8-23, 

1 981 . Charles  A Janda,  MD,  29  E Madison  St,  Suite  800,  Chicago, 
IL  60602 

American  Society  of  Plastic  and  Reconstructive  Surgeons,  New 

York,  Oct  18-23,  1981 . Dallas  F,  Whaley,  29  E Madison  St,  Suite 
800,  Chicago,  IL  60602 

Association  of  American  Medical  Colleges,  Washington,  DC,  Oct 
31  -Nov  5,  1981 . Kathleen  S,  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

College  of  American  Pathologists,  Las  Vegas,  Oct  17-23,  1981 
Howard  E,  Cartwright,  7400  N Skokie  Blvd,  Skokie,  IL  60077 

■ National  Federation  of  Catholic  Physicians’  Guilds,  San  Antonio, 
Oct  1 -4,  1981.  John  P Coughlin,  MD,  850  Elm  Grove  Rd,  Elm 
Grove,  Wl  53122 

■ Texas  Surgical  Society,  Galveston,  Oct  4-6,  1981.  W David  Bar- 
nett, MD,  1004  N Washington,  Dallas,  TX  75204 

November 

American  Academy  of  Ophthalmology,  Atlanta,  Nov  1-5,  1981. 
Faye  Anderson,  1833  Filmore,  San  Francisco,  CA  94120 

American  Academy  of  Physical  Medicine  and  Rehabilitation,  San 

Diego,  Nov  1-6,  1981.  Creston  Herold,  30  N Michigan,  Suite  922, 
Chicago,  IL  60602 

American  Association  for  Cancer  Education,  San  Diego,  Nov 
11-15,  1981.  John  Horton,  Albany  Medical  College,  Albany,  NY 
12208 

■ American  Association  for  Clinical  Immunology  and  Allergy, 

Houston,  Nov  14-18,  1981 . Howard  Silber,  Box  912,  Omaha,  NE 
68101 

American  Association  of  the  Study  of  Liver  Diseases,  Chicago,  Nov 
5-8,  1981.  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Cancer  Society,  New  York,  Nov  4-6,  1981  Lane  W 
Adams,  777  Third  Ave,  New  York,  NY  1 001 7 

American  Congress  of  Rehabilitation  Medicine,  San  Diego,  Nov 
1 -6,  1981 . Creston  C Herold,  30  N Michigan  Ave,  Suite  922,  Chi- 
cago, IL  60602 

American  Group  Practice  Association,  Los  Angeles,  Nov  4-7, 

1981.  Grayburn  Davis,  20  South  Quaker  Lane,  Alexandria,  VA 
22314 
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■ American  Heart  Association,  Dallas,  Nov  16-19,  1981.  Dale 
Springfellow,  7320  Greenville,  Dallas,  TX  75231 

American  Medical  Women's  Association,  Los  Angeles,  Nov  3-9, 
1981.  Lorraine  Losel,  465  Grand  St,  New  York,  NY  10002 

American  Society  of  Abdominal  Surgeons,  Tampa,  Fla,  Nov  12-14, 
1981.  Blaise  Alfano,  MD,  675  Main  St,  Melrose,  MA  021 76 

American  Society  of  Cytology,  St  Louis,  Nov  2-7,  1981.  Warren 
Lang,  MD,  130  S 9th  St,  #810,  Philadelphia,  PA  19107 

American  Society  of  Nephrology,  Washington,  DC,  Nov  22-24, 

1981  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

Association  of  Academic  Surgery,  Chicago,  Nov  8-11,  1981.  Brian 
Lowery,  MD,  Ohio  State  Univ  Hospital,  410  W 10th  Ave,  Columbus 
OH  43210 

■ Association  of  Military  Surgeons  of  the  United  States,  San  An- 
tonio, Nov  1-5,  1981.  Walter  Welham,  RADM,  Box  104,  Kenn- 
sington,  MD  20795 

Southern  Medical  Association,  New  Orleans,  Nov  15-18,  1981. 
Robert  Butts,  2601  Highland  Ave,  Birmingham,  AL  35205 

■ Texas  Medical  Association  House  of  Delegates,  Austin,  Nov 
6-8,  1981.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Society,  Galveston,  Nov  12-14,  1981.  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


Preparation  of  the  “Continuing  Education  Directory"  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 


NATIONAL  FEDERATION 
CATHOLIC  PHYSICIANS  GUILDS 
1981  ANNUAL  MEETING 
SAN  ANTONIO,  OCTOBER  1-3 


FOR  INFORMATION  CONTACT: 
ROBERT  HERZOG 
850  ELM  GROVE  RD 
ELM  GROVE,  WISCONSIN  53122 


INA  HEALTHPLAN  OF  TEXAS,  INC. 

INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan 
(HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group,  North  Central  Texas 
Independent  Practice  Association,  PA.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatri- 
cians, gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corpo- 
ration, which  currently  operates  successful  HMOs  in  Ar- 
izona, California,  Florida,  and  Washington,  and  which 
has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in 
outstanding  facilities,  free  of  the  business  aspects  of  of- 
fice management;  excellent  salary  and  fringe  benefits; 
plus  all  the  advantages  of  living  in  “Big  D,”  one  of  the 
most  progressive  and  rapidly  growing  cities  in  the  Sun 
Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 
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Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll.  Klebslella-Entero- 
bacter,  Profeus  mlrabllls,  Proteus  vulgaris,  Proteus  morganli.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note;  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  amplcillln-reslstant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexneri  and  Shigella  sonnei 
when  antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  fo  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General;  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets , each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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Bactrim 


from  site  to  source  BaCtlilTV  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec- 

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 

tissue’ . . .the  trimethoprim  component  diffuses  into 

vaginal  secretions  in  bactericidal  concentrations’... 

and  in  the  fecal  flora,  Bactrim  effectively  suppresses 

Enterobacteriaceae’  2 with  little  resulting  emergence 

of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303:426-432,  Aug  21,  1980.  2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.D.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information 


Texas  Medicine 

VOLUME  77  SEPTEMBER  1981 


Devoted  to  the  interest  of  the  medical 
profession  and  public  health  in  Texas 

BOARD  OF  PUBLICATION 
Paul  R Meyer,  MD,  Port  Arthur 
Chairman 

Merle  W Delmer,  MD,  San  Antonio 
Vice  Chairman 

James  M Graham,  MD,  Austin 
Secretary 

George  S Alexander,  MD,  Houston 
Walter  A,  Brooks,  MD,  Quanah 
William  Gordon  McGee,  MD.  El  Paso 
Elgin  W,  Ware,  Jr,  MD,  Dallas 
TMA  OFFICERS 
William  F Ross,  MD.  Dallas 
President 

C.  Frank  Webber,  MD,  Houston 
Vice  President 
Ruth  M Bain,  MD,  Austin 
President  Elect 

James  G,  Morris,  MD,  Lubbock 
Secretary 

F Warren  Tingley,  Jr,  MD,  Arlington 
Treasurer 

C Lincoln  Williston,  Austin 

Executive  Director 

EDITORIAL  STAFF 

1905  N Lamar  Blvd,  Austin  78705 

Telephone  512-477-6704 

Marilyn  Baker,  Executive  Editor 

Rae  Vajgert,  Assistant  Executive  Editor 

Jim  Busby,  Assistant  Editor 

Mary  Lange.  Assistant  Editor 

Shari  Henson,  Editorial  Coordinator 

Patty  lllich.  Secretary 

ADVERTISING  STAFF 

1801  N Lamar  Blvd,  Austin  78701 

Jon  R.  Hornaday,  Advertising  Director 

Anne  Shelnutt,  Advertising  Manager 

EDITORIAL  COMMITTEE 

Richard  D.  Cunningham,  MD,  Temple 

Cochairman 

Edward  S.  Reynolds,  Jr,  MD,  Galveston 
Cochairman 

J Bradley  Aust,  MD.  San  Antonio 

Jesse  D.  Cone.  MD,  Odessa 

William  J.  deGroot,  MD.  Galveston 

Homer  R.  Goehrs,  MD,  Austin 

Tracy  R.  Gordy,  MD,  Austin 

Fritz  M G.  Holstrom,  MD,  San  Antonio 

Paxton  H,  Howard,  Jr,  MD,  Temple 

Glen  E.  Journeay,  MD,  Austin 

Kenneth  Mattox,  MD,  Houston 

Francis  E McIntyre,  MD,  Austin 

L Charles  Powell,  MD,  Galveston 

Irving  A,  Ratner,  MD,  San  Antonio 

Karen  W Teel.  MD,  Austin 

Frank  Townsend,  MD,  San  Antonio 

Paul  R Young,  MD,  Galveston 

PRINTING  OFFICES 

c/o  Stafford -Lowdon  Company 

1114  West  Daggett,  Fort  Worth  76104 

SUBSCRIPTIONS 

1801  N Lamar  Blvd,  Austin  78701 

c/o  Business  Office 

Texas  Medicine  (ISSN  0040-4470)  Is 
published  monthly  for  $13  per  year  for 
members,  $17  for  nonmembers  and  in- 
stitutions, $20  for  foreign,  and  $1.75  for  a 
single  copy,  by  the  Texas  Medical  Asso- 
ciation, 1801  North  Lamar  Boulevard, 
Austin,  TX  78701 . Second  class  postage 
paid  at  Austin,  Texas,  and  additional 
mailing  office  Postmaster:  Send  ad- 
dress changes  to  Texas  Medical  Asso- 
ciation, c/o  Membership  Department, 
1801  North  Lamar  Boulevard,  Austin,  TX 
78701 

The  articles  published  in  Texas  Medi- 
cine represent  the  opinions  of  the 
authors,  and  do  not  necessarily  reflect 
the  official  policy  of  the  Texas  Medical 
Association. 

Copyright©  1981  by  the  Texas  Medical 
Association  Owned  and  issued 
monthly  by  the  Association, 


Postmaster:  Please  direct  correspon- 
dence to  Marilyn  Baker,  Executive  Editor 
1905  N Lamar  Blvd,  Austin,  TX  78705. 


Contents 


Articles 


41  What's  new  in  the  management 
of  snakebite 
Edgar  O.  Ledbetter,  MD 
43  Clinical  pharmacology 
of  commonly  used 
antihypertensive  agents 
Victor  E.  Schulze,  Jr,  MD 
53  Tissue  necrosis  in  snakebite 
Ted  T.  Huang,  MD;  S.  J. 
Blackwell,  MD;  S.  R.  Lewis,  MD 
59  Cerebrovascular  disease: 

differential  features  and  diagnostic 
tests 

Robert  W.  Fayle,  MD;  Gage  Van 
Horn,  MD;  James  C.  Grotta,  MD 
64  Primary  malignant  melanoma 
of  the  esophagus:  a case  report 
Aaron  S.  Estrera,  MD;  Helen  M. 
Graham,  MD;  Melvin  R.  Platt, 
MD;  Larry  1/1/  Schorn,  MD; 
Michael  Mack,  MD 
67  Distribution  and  utilization  of  mid- 
level health  care  professionals 
Martyn  O.  Hotvedt,  PhD;  Carl  E. 
Fasser,  RPA;  Leonard  E.  Heller, 
EdD;  Jayne  L.  Middleton,  EdD 


Editorials 


6 Venereology  versus  sexually 
transmitted  diseases 
John  M.  Knox,  MD 

6 The  health  manpower  mix 

John  G.  Bruhn,  PhD 

7 More  research  needed  on  mid- 
level health  care  professionals 

Joseph  O'Neill,  Jr,  MD 

Features 


34  A Texas  statesman: 

Sen  John  Wilson 
77  The  medical  scene  in  Texas: 
Osteopathic  and  allopathic 
medicine 


News 


TMA  in  action 

13  Medical  Practice  Act  enacted 
in  late  July 

1 3 New  law  to  affect  Texas 
physicians 

14  Executive  Board  considers 
Reagan  health  economics 

15  Fall  conference  features 
speakers,  courses,  football 

16  Seminar  focuses  on  medical 
staff  issues 

16  Scurry  County  Jail  cited 
for  upgrading  health  facility 

17  CME  record  file  available 
Socioeconomics 

17  CPI  reflects  increase 
in  physician  fees 

17  Rehfeldt,  Pendergrass  lead 

Human  Resources  Department 

22  Medicare  reimbursement  delays 
examined  by  Executive  Board 


Health  line 

23  DES  information  updated; 

available  free  to  doctors 
23  Increased  sorbitol  changes 
polio  vaccine  maintenance 
23  M.  D.  Anderson  offers  doctors 
toll-free  referral  service 

23  Burn  unit  opens  in  West  Texas 

24  LCME  grants  Baylor  ten-year 
accreditation 

Capital  comments 
24  Amendment  permits  agents 
to  call  in  prescriptions 
24  New  laws  to  change  prescribing 
forms 

26  Reagan  s economy  program 
sails  through  Congress 
26  AMA  opposes  legislation 
defining  when  life  begins 

26  AMA  supports  choice 
for  Medicaid  patients 

27  Supreme  Court  rules  on  health 
planning 

27  High  court  to  hold  hearing 
on  advertising  restrictions 

27  Newsmakers 

Departments 

28  Investment  performance  for  TMA 
members'  retirement  plan  and  trust 

75  Clinical  abstracts 
80  Medicine  and  the  law:  Quality  of 
life  and  terminal  illness 
85  Information  for  authors 
88  Deaths 

92  Medicine  in  literature 
110  Continuing  education  directory 


On  the  cover 


Hypertension  affects  some  20  million 
Americans,  most  of  whom  can  be 
successfully  treated,  writes  Victor  E. 
Schulze,  MD,  who  in  this  month's 
cover  article  recommends  a "stepped- 
care”  approach  to  the  problem.  His 
article,  “Clinical  pharmacology  of 
commonly  used  antihypertensive 
agents,”  includes  a discussion  of 
diuretics,  adrenergic  blockers,  and 
peripheral  vasodilators,  and  reviews 
indications  and  side  effects  of  certain 
drugs.  Dr  Schulze's  article  begins 
on  page  43.  Cover  designer  Ed  Triggs 
characterizes  the  physician’s  dilemma 
as  the  slaying  of  the  dragon, 
hypertension. 


Coming  next  month 

Articles  scheduled  for  publication  in 
the  October  issue  of  Texas  Medicine 
include  a review  and  case  report 
on  annular  pancreas,  a report  on 
measles  surveillance  and  control 
in  Texas,  a study  and  review  of 
hospitalization  of  the  psychiatrically 
impaired  physician,  a case  report  of 
unruptured  interstitial  pregnancy,  and 
a discussion  of  purpura  fulminans. 
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Additional  information  available 
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One  press  of  a finger 
solves  two  problems 

1 . for  the  physician: 

more  precise  dosage  titration 

2.  for  the  patient: 
easier  compliance  with 
vour  dosage  adi  ustments 


(ISOSORBIDE  DINITRATE) 


(E.Z.  SPLIT®+)  Oral  Tablets:  5 mg,  10  mg,  20  mg,  and  30  mg 


N0W...fdr  greater 
convenience 
and  compliance 
in  the  higher  spectrum 
of  the  recommended 
dosage  range 


(ISOSORBIDE  DINITRATE)  Oral  Tablets 


♦Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated  for 
the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is  not  in- 
tended to  abort  the  acute  anginal  episode,  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  and  nitrates  during  the  early 
days  of  the  acute  phase  of  myocardial  infarction  (the  period  during  which  clin- 
ical and  laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 
Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites  and 
nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is  com- 
mon and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness  and 
weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug  rash 
and/or  exfoliative  dermatitis  may  occasionally  occur. 

Dosage  and  Administration:  Isordil  (Isosorbide  Dinitrate)  Oral  Titradose 
Tablets  are  administered  orally.  The  dosage  range  is  5 mg  to  30  mg  q.i.d.,  with 
the  usual  dosage  being  10  mg  to  20  mg  q.i.d. 

Consult  direction  circular  before  prescribing. 
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EDITORIAL 


Venereology  versus  sexually  transmitted  diseases 

Historically,  venereology  has  encompassed  only  the  five  tra- 
ditional venereal  diseases — gonorrhea,  syphilis,  chancroid, 
lymphogranuloma  venereum,  and  granuloma  inguinale.  Cur- 
rently there  is  a “new  generation’’  of  sexually  transmitted  dis- 
eases (STDs).  Although  referred  to  as  the  new  generation, 
these  diseases  undoubtedly  have  existed  since  antiquity. 
Their  emergence  as  major  public  health  problems  stems 
from  a variety  of  reasons:  first,  the  sexual  revolution:  second, 
physician  recognition;  and  third,  new  knowledge  relating  to 
pathogenesis  and  epidemiology. 

The  most  significant  of  the  new  group  of  sexually  transmit- 
ted pathogens  are  Chlamydia  trachomatis  and  the  herpes 
simplex  virus.  Pediatricians  may  wish  to  include  Group  B 
streptococcal  infections  of  the  newborn  because,  although 
these  infections  are  not  common,  they  are  being  encoun- 
tered with  increasing  frequency,  and  mortality  and  morbidity 
are  high. 

Nonspecific  urethritis  is  invariably  a specific  infection  and 
should  be  called  nongonococcal  urethritis  with  the  infectious 
organism  identified  whenever  possible.  A variety  of  different 
pathogens  is  responsible,  but  Chlamydia  trachomatis  is  the 
culprit  in  almost  50%  of  cases.  Pelvic  inflammatory  disease, 
frequently  caused  by  the  gonococcus,  is  now  known  to  be 
caused  by  other  organisms  too,  not  infrequently  Chlamydia 
trachomatis. 

Hepatitis  A virus  (HAV),  hepatitis  B virus  (HBV)  and  non-A, 
non-B  hepatitis  viruses  (NANB)  appear  to  be  sexually  trans- 
missible. They  are  particularly  prevalent  in  homosexuals. 

Diseases  of  the  sexual  revolution  are  found  in  all  socioeco- 
nomic groups  and  should  receive  all  due  consideration.  Cur- 
rently the  vogue  is  for  us  to  teach  the  “sexually  transmitted 
diseases”  in  contrast  to  “venereal  diseases”  (VDs)  as  most 
of  you  were  taught.  What  is  in  a name?  "Venereology”  and 
“venereal  disease”  are  terms  that  are  being  abandoned — 
perhaps  for  the  better. 

John  M.  Knox,  MD 

Department  of  Dermatology,  Baylor  College  of  Medicine.  Texas  Medical 

Center,  Houston,  TX  77030. 


The  health  manpower  mix 

In  this  issue  of  Texas  Medicine , Dr  Martyn  O.  Hotvedt  and 
his  colleagues  present  the  results  of  a survey  of  physicians 
in  Texas  and  four  neighboring  states  regarding  the  distribu- 
tion, levels  of  responsibility,  and  utilization  patterns  of  mid- 
level health  care  professionals  (MLHCP).  Although  there  are 
obvious  limitations  to  any  survey  findings,  the  paper  raises 
several  important  issues  regarding  the  health  manpower  mix 
in  our  geographical  area. 

The  Hotvedt  survey  found  that  the  majority  of  formally  and 
informally  educated  MLHCP  were  working  in  private  practice 
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in  cities  of  more  than  50,000  population  and  serving  few  indi- 
gent patients.  This  is  an  important  finding,  because  one  of 
the  purposes  for  the  abundance  of  new  programs  to  educate 
MLHCP  during  the  past  14  years  has  been  to  provide  better 
health  coverage  for  persons  living  in  rural  areas  and  urban 
ghettos  and  to  free  physicians  to  concentrate  more  on  treat- 
ing the  clinically  sick.  This  survey  indicates  that,  while  mid- 
level health  care  professionals  have  helped  provide  “weli- 
care,”  they  have  not  helped  distribute  health  care  services 
equitably  on  a geographical  basis. 

Many  physicians  are  still  skeptical  of  MLHCP  they  have 
not  trained.1 2 Some  physicians  do  not  understand  the  curric- 
ula of  MLHCP  programs  and  therefore  are  uncertain  about 
how  much  responsibility  can  be  given  to  mid-level  health 
care  personnel.  Furthermore,  sharing  their  own  increasing 
malpractice  insurance  burdens  with  assistants  is  too  great  a 
financial  and  professional  risk  for  some  physicians.  Hotvedt 
found  that  physicians  who  employed  MLHCP  had  highly  fa- 
vorable opinions  of  them,  while  physicians  who  did  not 
employ  them  questioned  their  usefulness.  Physicians’  per- 
ceived usefulness  of  nonphysician  practitioners  is  closely 
related  to  the  clarity  of  state  laws  about  their  use.  For  exam- 
ple, more  physician  assistants  were  employed  by  physicians 
in  states  where  laws  are  clearer  about  the  responsibilities  of 
physician  assistants.  Furthermore,  half  of  all  the  nurse  prac- 
titioners were  employed  in  Texas  where  there  are  not  only 
more  nurse  practitioner  programs,  but  also  where  respon- 
sibilities of  nurse  practitioners  are  accepted  by  the  nursing 
profession.  Several  studies  of  physicians'  attitudes  toward 
nurse  practitioners  and  physician  assistants  in  this  geo- 
graphical area  have  found  acceptance  higher  among 
physicians  practicing  in  urban  areas,  especially  among  phy- 
sicians who  recently  were  graduated  from  medical  school.34 
It  is  unlikely  that  providing  physicians  information  about  the 
educational  programs  and  the  general  abilities  of  mid-level 
practitioners  alone  will  convince  more  physicians  to  employ 
them.  Rather,  a physician’s  acceptance  of  someone  sharing 
responsibility  for  patient  care  will  be  tied  to  many  considera- 
tions including  philosophy  about  patient  care,  practice 
habits,  other  health  manpower  resources  readily  available, 
personal  characteristics  such  as  age  and  political  views,  and 
the  clarity  of  the  laws  regarding  physician  extenders  in  the 
state  in  which  the  physician  practices. 

The  Hotvedt  study  found  that  formally  trained  MLHCP 
were  given  greater  responsibility  than  those  who  were  infor- 
mally educated,  and  physician  assistants  functioned  at 
higher  levels  of  responsibility  than  nurse  practitioners,  es- 
pecially in  those  states  which  had  legislation  clarifying  the 
physician's  ability  to  delegate  responsibility  to  nonphysi- 
cians. What  is  surprising  is  that  physician  assistants 
assumed  greater  responsibility  for  counseling  than  nurse 
practitioners. 
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Nurse  practitioners  tended  to  be  evenly  distributed  among 
the  primary  care  specialties  while  a paucity  of  physician  as- 
sistants were  employed  in  obstetrics/gynecology  or  pedi- 
atrics. This  raises  the  point  that  the  marketability  of  MLHCP 
is  a complex  issue  closely  related  to  the  differing  needs  and 
health  manpower  preferences  of  physicians  in  different 
specialties. 

While  it  is  obvious  that  we  can  recruit  and  educate  as 
many  MLHCP  as  we  need  and  can  afford,  there  are  three 
important  issues  regarding  the  health  manpower  mix.  First, 
physician  extenders  are  being  educated  for  jobs  in  which 
there  is  limited  personal,  professional,  and  economic  growth. 
As  a result,  there  is  an  increased  chance  of  job  dissatisfac- 
tion, burn-out,  and  dropout  which  challenges  health  science 
centers  to  maintain  an  adequate  supply  of  MLHCP.  A second 
issue  is  the  temptation  to  propagate,  with  federal  funds,  new 
practitioner  programs  without  having  fully  considered  the  ac- 
ceptance and  employability  of  their  graduates  by  physicians. 
We  have  been  so  concerned  with  the  need  to  fill  gaps  in 
health  services  by  creating  new  types  of  health  practitioners 
that  we  have  not  given  enough  attention  to  how  these  new 
practitioners  fit  into  the  traditional  health  care  team.  This  has 
perpetuated  debates  among  health  professionals  about  turf 
and  responsibility.  When  the  roles  of  new  health  care  profes- 
sionals are  not  understood,  they  are  likely  to  be  isolated  from 
other  members  of  the  team.  Patient  care  then  can  easily  be- 
come segmented  rather  than  comprehensive  and  continu- 
ous. A third  issue  is  that  educating  new  types  of  health  care 
professionals  to  fill  in  the  gaps  in  health  care  services  does 
not  guarantee  that  those  services  will  be  of  a higher  quality.5 
In  addition,  the  expanding  clinical  roles  of  nonphysician 
practitioners  raise  some  fundamental  questions  of  certifica- 
tion, responsibility,  organization,  and  remuneration  for  all 
practitioners  and  for  the  health  care  system.  Our  collective 
responsibility  is  not  only  to  achieve  acceptable  ratios  of 
health  professionals  to  consumers,  but  the  mix  of  health  pro- 
fessionals should  better  meet  the  changing  needs  of  our 
clients,  both  well  and  ill.  We  now  have  a larger  and  more 
complex  mix  of  health  professionals.  We  need  to  learn  how 
to  work  together  for  the  benefit  of  our  clients  to  ensure  that 
what  we  have  created  does  not  become  a health  manpower 
mess. 

John  G.  Bruhn,  PhD 

Dean,  School  of  Allied  Health  Sciences,  and  Professor  of  Preventive  Medi- 
cine and  Community  Health,  The  University  of  Texas  Medical  Branch,  Gal- 
veston, TX  77550, 
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More  research  needed  on  mid-level 
health  care  professionals 

Dr  Hotvedt’s  survey  of  the  distribution  and  utilization  of  mid- 
level health  care  professionals  (eg,  nurse  practitioners,  phy- 
sician assistants)  is  an  important  first  step  in  gathering  the 
requisite  baseline  data  necessary  for  an  empirical  (as  op- 
posed to  an  editorial)  evaluation  of  the  need  for  these  pro- 
viders and  contemplated  changes  in  the  law  regarding  their 
expanded  role  in  primary  health  care.  If  Hotvedt's  findings 
are  further  bolstered  and  refined  by  Texas  research,  it  could 
balance  and  redirect  current  legislative  proposals  aimed  at 
authorizing  independent  or  de  facto  independent  mid-level 
health  care  practice. 

The  survey  sharply  contradicts  organized  nursing's  central 
argument  for  an  expanded  license  by  finding  that  the  over- 
whelming majority  of  mid-level  health  care  practitioners 
(MLHCPs)  practice  primarily  in  the  urban  areas  and  prin- 
cipally treat  paying,  nonindigent  patients. 

Legislative  efforts  by  organized  nursing  in  1 981  to  legislate 
an  expanded  practice  for  nurse  practitioners  singularly  fo- 
cused on  the  argument  of  providing  care  where  there  was  an 
absence  (or  shortage)  of  physicians.  Public  testimony  and 
written  materials  distributed  to  legislators  argued  that  a nurse 
practitioner  could  provide  the  medical  care  in  a remote,  small 
community,  under  the  supervision  of  a physician  in  a nearby, 
larger  town.  As  filed,  HB  1 058  by  Rep  Craig  Washington  (D- 
Houston)  would  have  authorized  an  advanced  nurse  practi- 
tioner as  defined  and  regulated  by  the  State  Board  of  Nurse 
Examiners,  to  diagnose,  treat,  and  prescribe  for  “minor  ill- 
nesses” on  a continuing  care  basis.  A “minor  illness”  was 
defined  to  be  an  illness  that  was  not  “life-threatening."  Ex- 
ceptions or  refinements  to  this  general  authorization  were  to 
be  jointly  promulgated  by  the  Texas  State  Board  of  Nurse 
Examiners  and  the  Texas  State  Board  of  Medical  Examiners, 
thus  giving  the  nurse  board  the  ability  to  block  any  regulatory 
concerns  expressed  by  the  medical  board.  A version  of  this 
language  was  originally  sought  as  an  amendment  to  the 
Nurse  Practice  Act  during  its  Sunset  review  and  rejected  by 
the  Sunset  Advisory  Commission  before  the  convening  of 
the  67th  Legislature.  A rewrite  of  HB  1058  was  similarly 
sought  as  an  amendment  during  the  67th  Legislature,  and 
was  ultimately  defeated  in  House  floor  debate. 

Dr  Hotvedt’s  findings  confirm  a long-held  suspicion  that,  as 
in  other  professions,  supply  and  demand  prevails  in  nurse 
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works  well  in  your  office . . . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1 / 2 oz  and  1 /32  oz  (approx.)  foil  packets. 


works  just  as  well  in  their  homes. 


• It's  effective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN"  Ointment — for  the  office,  for  the  home. 

(polymyxin  B-bacitracin  neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base):  special  white 
petrolatum  qs.  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  ot  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching:  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara 
tions,  prolonged  use  may  result  in  overgrowth  of  non 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un 
common  cutaneous  sensitizer.  Articles  in  the  curren 
literature  indicate  an  increase  in  the  prevalence  o 
persons  allergic  to  neomycin.  Ototoxicity  and  nephro 
toxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes 
sional  Services  Dept.  PML. 

/ Burroughs  Wellcome  Co. 

r^\  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


Only  jobst  supports  are  custom  made  from  precise 
measurements  of  the  individual  extremity. 


Jobst* 

Venous  Pressure  Gradient  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  Jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTERS 


Suite  304 

Medical  Center  Building 
3801  Gaston  Avenue 
Dallas,  Texas  75246 
214/824-4110 


Suite  1406 

Medical  Towers 

Main  & Fannin  at  Dryden 

Houston,  Texas  77030 

713/797-0010 


Suite  609 

Oak  Hills  Medical  Building 
7711  Louis  Pasteur  Drive 
San  Antonio,  Texas  78229 
512/691-1031 
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uality  does  not 


just  happen . . . 


ABOUT 

YESTERDAY 


Since  1955,  your  Texas  Medical  Association  has  sponsored  an  Insurance 
Program  as  a service  to  its  members.  It  is  a responsibility  your  Association 
takes  seriously.  The  Program’s  primary  goal  has  always  been — to  provide 
the  best  coverage  at  the  lowest  possible  cost.  Through  the  years,  the 
Program  has  been  expanded  to  meet  the  needs  of  its  members.  This  has 
resulted  in  the  advanced  offerings  we  have  today. 


ABOUT 

TODAY 


And  today,  we  doubt  if  your  Program  can  be  beat.  The  cost,  in  relation  to 
benefits,  makes  your  Program  “the  Competition.”  Of  course,  a good  pro- 
gram without  good  service  is  of  no  value  to  its  members.  That  is  why  your 
Association  has  a salaried  staff  working  to  assist  you.  The  staff  works  in 
your  best  interest — whether  it  concerns  enrollment,  service  or  claims. 


...AND 

TOMORROW 


Committee  on  Association 
Insurance  Programs 

William  G.  Game I,  M.D.,  Chairman , Austin 
Clyde  M.  Caperton,  M.D.,  Bryan 
Charles  S.  Clark,  M.D.,  Corpus  Christ i 
Jack  A.  Haley,  M.D.,  Houston 
Herman  J.  Keillor,  M.D.,  Harlingen 
R.  A . D.  Morton,  M.D.,  El  Paso 
Roberto  A.  Negron,  M.D.,  San  Antonio 
Ronald  J.  Pmkenburg,  M.D.,  Tyler 


The  Insurance  Trust  maintains  an  independent  actuary  to  advise  and 
guide  us.  As  inflation  continues  to  rise,  maximums  have  been  increased 
to  cope  with  tomorrow's  insurance  requirements.  We  are  planning  with 
accountability  to  you  in  mind.  Even  though  we  cannot  solve  all  the  prob- 
lems that  arise  in  a given  period  of  time,  we  think  our  efforts  prove — we 
are  always  working  in  your  best  interests. 

Your  Committee  on  Association  Insurance  Programs  meets  at  least  three 
times  annually  to  carefully  analyze  premium  income,  claim  payments, 
reserve  funds,  enrollment  and  service.  As  we  strive  to  serve  you,  you  can 
help  by  giving  us  your  comments — questions — suggestions.  Call  or  write 
— better  yet,  attend  one  of  our  meetings.  All  lines  of  communication  are 
open. 

for  information,  contact 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  NORTH  LAMAR  BOULEVARD  AUSTIN,  TEXAS  78705 
CALL  TOLL  FREE:  1-800-252-9318 
HOUSTON  PHYSICIANS:  224-5309/ AUSTIN  PHYSICIANS:  476-65J 

Prudential 
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NEWS 


TMA  IN  ACTION 

Medical  Practice  Act 
enacted  in  late  July 

After  1 40  days  in  the  regular  session 
and  two  weeks  into  the  30-day  special 
session,  the  67th  Legislature  passed 
the  Medical  Practice  Act,  continuing  the 
Texas  State  Board  of  Medical  Exam- 
iners (BME)  until  1993.  Initial  concerns 
that  the  act  in  the  special  session  would 
stall  in  a House  committee  or  con- 
ference committee  were  allayed  when 
a breakthrough  in  negotiations  with 
House  Speaker  Bill  Clayton  and  repre- 
sentatives of  the  Texas  Association  of 
Optometrists  resulted  in  a compromise 
solution  to  the  optometric  drug  issue. 
The  compromise,  which  authorizes  lim- 
ited use  of  diagnostic  drugs  by  an  op- 
tometrist under  physician  supervision 
through  a valid  standing  order  gov- 
erned by  the  BME,  removed  the  last 
barrier  to  a committee  vote  and  House 
floor  debate. 

With  that  issue  resolved,  House 
floor  debate  then  centered  on  a pro- 
posed committee  amendment  requiring 
county  medical  societies  to  report  any 
disciplinary  actions  involving  alcohol, 
drug  abuse,  moral  turpitude,  or  ques- 
tions of  competence  to  the  BME.  The 
House  voted  down  this  mandatory  re- 
porting amendment  98-40. 

The  Senate  concurred  in  the  House 
changes  to  the  Medical  Practice  Act 
27- 1 and  sent  the  bill  to  the  governor 
for  his  signature.  The  bill  as  signed  into 
law  becomes  effective  immediately. 

Council  on  Legislation  Chairman 
Gary  Williamson,  MD,  stated,  “With  en- 
actment of  Texas’  new  Medical  Practice 
Act,  the  public — our  patients — have 
one  of  the  best  sets  of  laws  govern- 
ing medical  practice  in  the  Union. 

We  provide  for  consumer  input  at  the 
board  level,  take  an  aggressive  stance 
against  that  minority  of  physicians  who 
violate  the  trust  of  their  license,  and 
provide  for  over  two  dozen  procedural 
changes  to  the  State  Board  of  Medical 
Examiners’  internal  operations  that  will 


enhance  its  efficiency  and  accountabil- 
ity to  the  public.” 

Lead  Senate  sponsor  John  Wilson  of 
LaGrange,  in  debate  on  the  Senate 
floor,  stated,  “The  public  did  win  here 
today.  Public  interest  has  been  served 
. . . We  are  very  privileged  in  this  state 
to  have  the  highest  quality  of  health 
care  in  the  world.  People  come  from  all 
over  the  US — all  over  the  world — to  be 
treated  in  the  state  of  Texas.  We  have 
the  highest  quality  of  research  in  the 
state  of  Texas.  This  is  because  the 
Texas  Legislature,  philanthropists,  and 
the  Board  of  Medical  Examiners  have 
provided  that  atmosphere." 

New  law  to  affect 
Texas  physicians 

The  primary  purpose  of  the  Medical 
Practice  Act  is  to  continue  the  Texas 
State  Board  of  Medical  Examiners 
(BME)  as  the  agency  in  Texas  with  the 
responsibility  and  authority  to  regulate 
those  practicing  medicine. 

The  act,  as  set  out  in  Senate  Bill  5,  is 
extensive  and  technical,  and  largely 
continues  the  current  body  of  law  that 
enables  the  BME  to  license  and  regu- 
late physicians.  Contrary  to  some  con- 
fusion generated  during  its  debate  in 
the  Legislature,  there  are  no  changes  in 
the  bill  that  would  adversely  affect 

TMA  President  Dr  Bill  Ross  and  Governor  Bill 
Clements  share  a laugh  at  the  signing  into  law  of 
the  Medical  Practice  Act. 


health  food  stores,  religious  practices, 
the  sale  or  consumption  of  vitamins  or 
other  food  supplements,  or  other  li- 
censed or  nonlicensed  health  practi- 
tioners who  are  not  now  violating  the 
law. 

Major  features  of  the  Medical  Prac- 
tice Act  include: 

— Medical  board  composition:  The  act 
adds  three  consumers  to  the  1 2 phy- 
sician members  of  the  board.  Three 
of  the  1 2 physician  slots  are  guaran- 
teed for  doctors  of  osteopathy  (DOs). 
— Definition  of  the  practice  of  medicine: 
The  act  continues  the  current  statu- 
tory definition  of  the  scope  of  medi- 
cal practice.  This  definition  has  re- 
mained unchanged  since  1953. 

— Delegation  of  medical  authority:  The 
act  incorporates  new  language 
worked  out  in  the  1 980  interim  study 
committee,  which  codifies  current 
legal  authority  under  which  a physi- 
cian delegates  to  nonphysicians, 
such  as  nurses,  physician  assis- 
tants, or  other  nonmedical  health 
personnel. 

— New  disciplinary  grounds:  The  new 
act  adds  several  new  grounds  for  dis- 
ciplining physicians.  These  include 
persistent  and  flagrant  overcharging 
or  overtreating;  prescribing,  admin- 
istering, or  dispensing  drugs  in  a 
manner  not  consistent  with  public 
health  and  welfare;  being  judged  by 
a court  of  competent  jurisdiction  to 
be  of  unsound  mind;  disciplinary  ac- 
tions taken  against  a physician  by  a 
peer  review  group  (such  as  hospital, 
medical  staff,  or  state  medical  so- 
ciety); and  disciplinary  actions  taken 
by  another  state  against  a physician 
licensed  to  practice  medicine  in 
Texas. 

— Patient  confidentiality/medical  rec- 
ords: The  act  creates  for  the  first  time 
a physician/patient  confidentiality 
privilege  similar  to  the  lawyer/client 
privilege  and  enhances  patient  ac- 
cess to  medical  records.  This  section 
maintains  the  physician’s  profes- 
sional judgment  regarding  whether 
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or  not  a record  summary  is  provided 
to  a patient  if  no  criminal  proceedings 
are  involved. 

— Optometric  drug  use:  The  bill  autho- 
rizes limited  use  of  specified  topical 
ocular  pharmaceuticals  by  an  optom- 
etrist under  a physician's  supervision 
for  diagnostic  purposes  only.  Meth- 
ods of  review  and  revocation  are  pro- 
vided, as  well  as  a prohibition  against 
the  expansion  of  the  scope  of  op- 
tometry beyond  the  current  authority. 
— MD/DO  hospital  privileges:  Another 
new  section  in  the  act,  worked  out 
with  representatives  of  osteopathic 
medicine,  is  included  to  protect  phy- 
sicians of  either  academic  degree 
from  arbitrary  'discrimination.''  The 
section  refers  to  the  situation  of  per- 
mitting hospital  privileges  solely  on 
the  basis  of  academic  degree  as  “dif- 
ferentiation,” and  codifies  current 
court  decisions  on  this  subject. 
Special  communications  to  physi- 
cians are  forthcoming  from  the  TMA  on 
these  and  other  major  sections  of  the 
Medical  Practice  Act,  as  well  as  other 


significant  changes  in  health-related 
laws.  Inquiries  regarding  any  changes 
in  the  act  or  other  legislation  may  be  di- 
rected to  the  TMA  Division  of  Legisla- 
tive Affairs,  1801  N Lamar  Blvd,  Austin, 
78701, 512-477-6704. 


Executive  Board  considers 
Reagan  health  economics 

At  its  July  meeting,  the  Texas  Medical 
Association  Executive  Board  reviewed 
an  in-depth  report,  “Medicine  in  the 
1980s:  The  Effect  of  Reagan  Health 
Economics,”  prepared  by  the  TMA 
Council  on  Socioeconomics.  The  report 
addressed  the  implications  of  proposed 
federal  policy  on  Medicaid,  Profes- 
sional Standards  Review  Organiza- 
tions, community  health  centers,  the 
National  Health  Service  Corps,  prepaid 
insurance  programs,  the  funding  of  cat- 
egorical health  programs  by  grouping 
them  under  block  grants,  and  the  cor- 
rective actions  taken  regarding  Medi- 
care claims  processing  and  delays  in 
reimbursement  for  Medicare  services. 


MEDICAID  CAP 

Under  one  proposed  change,  the  Rea- 
gan Administration  had  called  for  a cap 
on  Medicaid  funds.  (Since  the  Execu- 
tive Board  meeting  however,  in  the 
budget  reconciliation  conference,  the 
conference  committee  voted  to  reduce 
federal  matching  funds  by  3%  in  1982, 
4%  in  1983.  and  4.5%  in  1984.  There 
are  some  alternatives  available  to 
states  to  avoid  these  reductions.) 

In  its  report  to  the  Executive  Board, 
the  Council  on  Socioeconomics  noted 
that,  without  careful  guidelines,  lower 
overall  federal  funding  could  lead  to  di- 
version of  some  of  the  state’s  medical 
service  dollars  into  social  programs  anc 
could  also  have  an  impact  on  an  indi- 
vidual's freedom  to  choose  a doctor  or  e 
hospital. 

The  Texas  Medicaid  program  has  re- 
turned nearly  $1 00  million  to  state  and 
federal  government  in  the  last  two 
years.  The  program  currently  reim- 
burses physicians  at  1 00%  of  the  Medi- 
care allowable  charge. 

Voting  to  “vigorously  advocate”  con- 
tinued freedom  of  choice  for  a patient  tc 
select  his  or  her  own  physician,  the  Ex- 
ecutive Board  supported  the  proposed 
Medicaid  cap,  but  recommended  that 
allocations  to  the  states  should  be 
made  on  the  basis  of  population  rather 
than  on  the  amount  of  money  spent  in 
previous  years. 

The  Board  also  voted  to  support  Rea- 
gan's proposal  to  increase  state  flex- 
ibility in  managing  the  program,  but  out 
lined  certain  conditions:  (a)  that  Medi- 
caid eligibility  be  determined  by  the 
state  with  no  federal  poverty  guidelines 
(including  accuracy  and  efficiency  of  el- 
igibility determination  as  a priority);  (b) 
that  Texas  control  the  types  and  num- 
ber of  services  offered  with  no  federal 
minimum  services  requirement;  and  (c) 
that  Texas  physician  reimbursement 
continue  to  be  paid  according  to  rea- 
sonable charge  profiles. 

The  Board  voted  also  to  seek  a clear 
definition  and  accounting  of  social  ser- 
vice and  medical  care  dollars  from 
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the  Texas  Department  of  Human  Re- 
sources; to  support  the  movement  of 
nursing  home  care  and- alternate  care 
funds  into  block  grants  while  leaving  re- 
imbursement for  physicians'  services 
under  Title  XIX  funding;  and  to  remain 
"dedicated  to  preserving  fiscal  integ- 
rity" for  the  Texas  Medicaid  program  “in 
the  interest  of  beneficiaries  and  tax- 
payers." The  Board  also  opposed 
efforts  to  expand  the  program. 

The  Board  further  adopted  the  posi- 
tion that  health  care  for  the  “medically 
needy”  is  the  responsibility  of  local 
communities  according  to  their  re- 
sources and  their  evaluation  of  need. 

BLOCK  GRANTS 

The  Board  adopted  a series  of  princi- 
ples in  regard  to  the  proposed  system 
of  block  grants,  recognizing  that  Con- 
gress had  made  no  definite  decisions 
on  the  division  of  federal  funds  to  the 
states.  While  approving  the  Reagan 
proposal  for  block  grants  allowing  state 
flexibility  to  manage  the  funds,  the  Ex- 
ecutive Board  opposed  any  effort  to 
move  funds  from  health  services  and 
preventive  health  services  blocks  into 
social  services  blocks.  Further,  the 
Board  recommended  splitting  the  list  of 
block  grants  into  appropriate  state 
agencies,  which  it  cited.  At  the  same 
time,  it  opposed  the  establishment  of  a 
separate  agency  to  supervise  block 
grants. 

The  Council  on  Socioeconomics  re- 
ported that  the  governor  may  divide 
funds  on  a pro  rata  basis  during  the  first 
year  in  accordance  with  last  year's  bud- 
get, which  the  Executive  Board  en- 
dorsed. The  Board  also  supported  a 
proposed  constitutional  amendment 
which  would  establish  a State  Finance 
Management  Committee  as  the  body  to 
determine  the  distribution  of  funds  in 
Texas,  and  approved  the  appointment 
of  a special  committee  to  develop  an 
alternate  recommendation  should 
the  constitutional  amendment  not  be 
passed  by  voters  on  Nov  3.  The  Board 
especially  emphasized  the  importance 


of  medical  care  advisory  committees  in 
the  entire  process. 

PSRO 

Reviewing  the  complexity  of  PSRO 
(Professional  Standards  Review  Or- 
ganization) alternatives,  the  Board 
adopted  several  principles  in  regard  to 
peer  review,  utilization  review,  and  the 
Texas  Institute  for  Medical  Assessment 
(TIMA). 

The  Board  voted  to  ask  the  TIMA  Ex- 
ecutive Committee  to  accept  defunding 
if  that  is  the  course  offered  by  the  fed- 
eral government.  Further,  the  Board  of- 
fered recommendations  for  provision  of 
local  and  private  review.  It  assigned 
specific  recommendations  to  a long- 
range  planning  committee  to  assess 
the  legal  and  financial  aspects  of  its 
recommendations.  The  Board  also 
asked  the  committee  to  study  mecha- 
nisms for  appropriate  patient  input  into 
the  grievance  process.  The  committee 
is  to  report  back  within  a six-month 
period. 

COMPETITIVE  INSURANCE 
After  a thorough  review  of  competitive 
insurance  alternatives  developed  by 
the  Council  on  Socioeconomics,  the 
Board  endorsed  a competitive  (versus 
a regulatory)  model  of  health  care  de- 
livery. In  conjunction  with  this  position, 
it  approved  a series  of  principles  for  fair 
and  equitable  fulfillment  of  health  care 
delivery  goals. 

PREPAID  INSURANCE 
The  Board  endorsed  the  inclusion  of  all 
forms  of  medical  practice  in  "unsub- 
sidized” systems  and  endorsed  the 
Reagan  Administration’s  proposal  to  re- 
duce federal  funding  for  health  mainte- 
nance organizations  through  fiscal  year 
1983,  eliminating  funding  altogether 
after  that  time.  Further,  it  called  for  a re- 
view of  large  corporations’  involvement 
in  the  health  care  delivery  system  and 
the  extent  to  which  private  physicians 
are  excluded  from  use  of  facilities. 


NHSC 

Endorsing  the  Administration's  reduc- 
tion in  funding  for  the  National  Health 
Service  Corps,  the  Board  voted  to  seek 
legislative  and  regulatory  changes  in 
the  designation  process  for  medically 
underserved  and  physician  manpower 
shortage  areas.  It  also  voted  to  seek 
legislation  which  would  establish  cost- 
effective  productivity  standards  for 
clinics  supported  by  federal  funds. 

In  addition,  the  Board  approved  a 
number  of  other  positions  related  to  ed- 
ucation on  fraud  and  abuse  laws,  edu- 
cation of  the  public  regarding  realistic 
expectations  on  “preventive"  medicine, 
and  called  for  an  analysis  of  realistic 
expectations  from  nursing  home  care. 

MEDICARE  REIMBURSEMENT 
In  regard  to  the  problems  of  Medicare 
claims  processing  and  delays  in  reim- 
bursement for  Medicare  services,  the 
Executive  Board  directed  that  monitor- 
ing be  closely  maintained  in  the  weeks 
ahead.  See  related  news  story,  p 22. 

ANNUAL  SESSION 
The  Board  approved  locations  for  future 
annual  sessions  through  1 987.  Pending 
hotel  agreements,  the  following  sched- 
ule was  approved:  Fort  Worth,  1984; 
San  Antonio,  1985;  Dallas,  1986;  and 
Houston,  1 987.  Dates  and  sites  for  the 
next  two  years  were  set  previously: 

May  5-9,  1 982,  San  Antonio,  and  May 
18-22,  1983,  Houston. 

Fall  conference  features 
speakers,  courses,  football 

This  month,  the  Texas  Medical  Asso- 
ciation is  holding  a day-long  conference 
to  help  physicians  gain  perspective— of 
themselves  and  their  profession — in  a 
changing  world. 

The  environment  is  continually  evolv- 
ing, and  governments  are  changing 
heads  of  state  and  state  policies.  These 
are  but  two  of  the  realities  under  which 
physicians  practice.  In  a more  local 
sense,  how  physicians  manage  their 
professional  liability  through  risk  man- 
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agement  also  impacts  upon  their 
practices. 

These  will  be  the  issues  under  dis- 
cussion Sept  1 9 at  the  Joe  C.  Thomp- 
son Conference  Center  in  Austin.  Five 
outstanding  speakers  will  offer  their 
views  on  these  issues.  Speakers  in- 
clude John  C.  Goodman,  PhD,  an  as- 
sistant professor  at  the  Center  of 
Health  Policy  Studies  at  the  University 
of  Dallas  in  Irving;  Robert  E.  McAfee, 
MD,  president  of  the  Maine  Medical  As- 
sociation and  chairman  of  the  AMA 
Council  on  Long  Range  Planning  and 
Development;  Robert  A.  Brittain,  MD, 
one  of  the  profession's  leading  au- 
thorities on  professional  liability  and 
risk  management;  Edward  N.  Brandt, 

Jr,  MD,  assistant  secretary  for  health  in 
the  Department  of  Health  and  Human 
Services;  and  William  Y.  Rial,  MD,  pres- 
ident elect  of  the  American  Medical 


Robert  A.  Brittain,  MD 


Association. 

Two  special  panels  will  discuss  is- 
sues closer  to  Texas  physicians  prac- 
tices. One  panel  will  explore  how 
physicians  manage  their  practice  earn- 
ings and  personal  income.  The  second 
panel  will  discuss  what  actions  Texas 
physicians  need  to  take  to  comply  with 
recently  enacted  state  laws. 

Four  postgraduate  courses  which  of- 
fer hour-for-hour  credit  in  Category  1 of 
the  AMA  Physician's  Recognition 
Award  Program,  are  scheduled. 
Courses  will  be  offered  on  basic  cardiac 
life  support,  gynecology,  antibiotics, 
and  hypertension. 

TMA  has  designated  the  conference 
as  meeting  the  criteria  for  hour-for-hour 
category  1 credit  of  the  AMA  Physi- 
cian’s Recognition  Award. 

Other  weekend  activities  include 
meetings  of  most  TMA  committees, 


William  Y.  Rial,  MD 


John  C.  Goodman,  PhD 


councils,  and  boards.  A hospitality  hour 
and  buffet,  followed  by  football  between 
The  University  of  Texas  and  North 
Texas  State,  also  are  scheduled. 

Contact  the  Texas  Medical  Associa- 
tion for  additional  information  about  the 
fall  conference.  Call  512-477-6704. 

Seminar  focuses  on 
medical  staff  issues 

How  to  best  organize  a hospital  medical 
staff,  and  the  resulting  legal  and  moral 
responsibilities,  will  be  the  subject  for  a 
two-day  seminar  in  November.  The 
Texas  Medical  Association,  Texas  Hos- 
pital Association,  and  Joint  Commis- 
sion on  Accreditation  of  Hospitals  are 
cosponsoring  the  workshop  which  is 
scheduled  at  Lakeway  Inn  outside  of 
Austin,  Nov  20-22. 

The  seminar  is  intended  for  physician 
members  of  medical  staffs,  including 
chiefs  of  staff,  medical  staff  officers, 
medical  directors,  directors  of  medical 
education,  and  other  medical  staff 
monitoring  committees. 

Physicians  attending  this  seminar 
may  obtain  1 1 credit  hours  in  Category 
1 of  the  Physician's  Recognition  Award 
of  the  American  Medical  Association. 

Further  details  may  be  obtained  by 
contacting  Jim  White,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Aus- 
tin, 78701 ; telephone  512-477-6704. 

Scurry  County  Jail  cited 
for  upgrading  health  facility 

The  American  Medical  Association 
(AMA)  awarded  the  Scurry  County  Jail 
in  Snyder  with  a two-year  accreditation 
for  its  successful  efforts  in  upgrading 
health  care  in  the  facility.  Scurry  County 
joins  Orange  and  Harris  Counties, 
which  previously  received  AMA 
accreditation. 

TMA  field  representative  Alfred 
Gilchrist  presented  the  award  certifi- 
cate to  Sheriff  Keith  Collier  of  Snyder  at 
the  Scurry  County  Jail  on  July  1 . Wilton 
N.  Jones,  MD,  the  Snyder  physician 
who  inspected  the  jail’s  facilities,  repre- 
sented the  Colorado  Basin  County 


16 


TEXAS  MEDICINE 


Medical  Society. 

The  AMA  project  is  part  of  a nation- 
wide voluntary  program  to  improve 
medical  care  and  health  services  to  in- 
mates of  the  nation's  jails. 

Two-year  accreditation  certifies  that 
the  jail  meets  at  least  85%  of  the  AMA’s 
standards  for  proper  jail  health  care. 
These  standards  include  providing  ade- 
quate emergency  care,  physical  exam- 
inations for  contagious  diseases,  drug 
and  alcohol  withdrawal  assistance,  and 
other  medical  help. 

The  AMA  launched  the  multistate  jail 
program  ten  years  ago  after  a survey 
revqaled  that  health  care  was  inade- 
quate or  unavailable  in  many  jails. 

TMA  provided  technical  assistance  to 
the  Scurry  County  Jail  when  it  ex- 
pressed interest  in  improving  its  health 
care  to  meet  AMA  standards  in  1 979. 

Mr  Gilchrist  praised  local  officials  for 
their  cooperation  and  work  in  raising 
the  jail’s  standards.  “Sheriff  Collier  and 
his  staff  have  given  their  extra  time  and 
attention  to  this  voluntary  project,”  he 
said.  “They  are  to  be  complimented  on 
their  outstanding  work  in  achieving  this 
accreditation.” 

CME  record  file  available 

TMA’s  Committee  on  Continuing  Edu- 
cation has  designed  a personal  record 
file  to  assist  physicians  in  maintaining 
continuing  medical  education  (CME) 
records.  Various  pertinent  continuing 
medicai  education  records  may  be  fiied 
in  the  folder.  For  example,  records  of  at- 
tendance at  individual  continuing  medi- 
cal education  activities,  general  CME 
information,  and  permanent  CME  docu- 
ments may  be  included.  A grant  from 
the  Upjohn  Company  helped  to  make 
the  folder  possible.  The  record  file  is 
available  to  physicians  upon  request. 
Contact  the  Committee  on  Continuing 
Education,  1801  N Lamar  Blvd,  Austin, 
TX  78701 ; telephone  51 2-477-6704. 


SOCIOECONOMICS 

CPI  reflects  increase 
in  physician  fees 

Physician  fees  rose  at  a rate  of  1.1%  in 
May,  exceeding  the  percentage  in- 
crease in  the  cost  of  living  index  for  the 
fifth  consecutive  month  this  year.  Dur- 
ing the  1 2-month  period  from  May  1 980 
through  May  1 981 , the  percentage  in- 
crease in  the  all  service  price  index 
(1 1 .3%)  exceeded  the  percentage  in- 
crease in  the  physicians’  services  price 
index  (10.5%)  and  they  both  exceeded 
the  percentage  increase  in  the  all  items 
price  index  (9.8%). 

These  figures  are  based  on  the  May 
CPI-U  released  in  June  by  the  US  Bu- 
reau of  Labor  Statistics.  The  all  items 
index  or  “cost  of  living  index”  repre- 
sents the  level  of  prices  for  all  goods 
and  services  included  in  the  urban  con- 

Consumer  price  index  figures  reflect  percentage 
point  differences  in  cost  increases  for  the  first  five 
months  in  1981 . 


sumer’s  budget.  It  is  used  to  monitor 
the  overall  rate  of  inflation.  The  all  ser- 
vices index  represents  prices  of  all  ser- 
vices included  in  the  urban  consumer's 
budget,  including  medical  care  services 
and  education.  The  physicians’ ser- 
vices price  index  represents  prices  for 
certain  services  provided  by  physicians 
throughout  the  US. 

The  May  CPI-U  report  showed  that 
hospital  room  charges  held  steady  for 
the  month  with  neither  an  increase  or 
decrease.  Dental  service  prices  de- 
clined 0.2%,  and  prescription  drugs 
increased  1 .1%. 

Rehfeldt,  Pendergrass  lead 
Human  Resources  Department 

Frederick  Rehfeldt,  MD,  a neuro- 
surgeon and  TMA  member,  has  been 
named  by  Gov  Bill  Clements  to  head 
the  three-man  board  of  the  Texas  De- 
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KELSEY-SEYBOLD  FOUNDATION 
announces 

First  Annual  Symposium 
on  selected  topics  in 
CARDIOPULMONARY  DISEASES 
presented  by 

KELSEY-SEYBOLD  CLINIC,  P.A. 
and 

BAYLOR  COLLEGE  OF  MEDICINE 
October  16  & 17,  1981 
Kelsey-Seybold  Clinic,  P.A. 

6624  Fannin  Street  Houston,  Texas  77030 

COURSE  DESCRIPTION:  This  symposium  is  intended  for  the  Primary 
Care  physician.  Recent  advances  in  cardiopulmonary  medicine  will 
be  discussed. 

CME  CREDITS:  As  an  organization  accredited  for  continuing  medical 
education,  Baylor  College  of  Medicine  designates  this  continuing 
medical  activity  as  meeting  the  criteria  for  9 credit  hours  in  Category 
1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  As- 
sociation. This  program  has  been  reviewed  and  is  acceptable  for  6 
elective  hours  by  the  American  Academy  of  Family  Physicians. 

PRE-REGISTRATION:  Must  be  completed  no  later  than  Sept.  15. 
Registration  will  be  limited  to  the  first  100  registrants.  For  additional 
information,  contact  Ms.  Carol  Fogleman  at  (713)  797-1551,  ext. 
278,  Kelsey-Seybold  Clinic,  P.A. 

REGISTRATION  FEE:  $60.00  per  person.  Fee  includes  reception  Fri- 
day evening,  continental  breakfast,  luncheon  and  meeting  materials. 

RECEPTION 

Friday,  October  16,  1981,  6:00  to  8:00  p.m.  Kelsey-Seybold 
Clinic,  P.A. 

PROGRAM 

Saturday,  October  17,  1981  at  Kelsey-Seybold  Clinic,  P.A. 

7:15  a.m. — Registration  & Continental  Breakfast. 

8:00a.m.— INTRODUCTION— S.P  Fischer,  M.D.,  F.C.C.P.,  F.A.C.P. 

8:10  a.m.— Recent  Advances  in  Non-lnvasive  Cardiac  Evaluation  by 
Dudley  Goulden,  M.D.,  F.A.C.C. 

9:25  a.m. — Evaluation  and  Management  of  Arrhythmias  in  the  Am- 
bulatory Patient  by  Michael  J.  Mihalick,  M.D.,  F.A.C.C. 

10:25  a.m. — Coffee  Break 

10:40  a.m. — The  Patient  with  Wheezes:  Cardiac  vs.  Pulmonary  Dis- 
ease by  Brian  D.  Walker,  M.D. 

Noon — Lunch  and  Round  Table  Discussion 

1:30  p.m. — Medical  vs.  Surgical  Therapy  in  the  Management  of  Is- 
chemic Heart  Disease  by  Jorge  A.  Garcia-Gregory,  M.D.,  F.A.C.C., 
F.A.C.P. 

2:30  p.m. — Break 

2:45  p.m. — Cor  Pulmonale:  Lung  Disease  vs.  Heart  Disease  by  FI. 
Irving  Schweppe,  M.D.,  F.A.C.P,  F.C.C.P. 

4:00  p.m.— Panel  Discussion,  all  participants,  chaired  by  Earl  F. 
Beard,  M.D.,  FA.C.C.,  F.A.C.P. 

PRE-REGISTRATION  FORM 

(Registration  limited  to  first  100  registrants) 

Please  complete  and  return  with  registration  fee  to:  Carol  Fogleman, 
Kelsey-Seybold  Clinic,  P.A.,  6624  Fannin,  Houston,  Texas  77030. 

NAME 

ADDRESS 

CITY STATE ZIP 

Registration  fee:  $60.00.  (Please  make  payable  to  Kelsey-Seybold 
Foundation) 

Please  indicate  whether  you  will  need  accommodations: 

□ I will  not  reguire  room  accommodations 

□ I will  reguire  room  accommodations. 


C^Ci4PEN-tV  (cyclacillin) 

Indications 

C yclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications . Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase  producers 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
\ urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q. i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.  i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.  i.d.  f 

50  to  100  mg/kg/dayt 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.  i.d . f 

Urinary  Tract 

500  mg  q. i.d. 

100  mg/kg/day 

'Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
tdepending  on  severity 
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Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections.1 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampicillin 

‘Based  on  T°  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 

Wyeth  Laboratories  • Philadelphia,  pa  19101 

AA 


CYCL4PEN  - W 

(cyclacillin) 


250  and  500  mg  Tablets 
125  and  250  mg  per 
5 ml  Suspension 


more  than  just  spectrum 


After  years  of  treating 
people  with  weakened 
hearts,  we  developed  a 
cardiac  rehabilitation 
program  that  gives  them 
a stronger  outlook. 


Anxiety,  deconditioning  and  poor  eating  habits  can  be  the 
enemies  of  coronary  patients  and  high  risk  individuals. 
Working  together  with  the  referring  physician  and  under  the 
close  monitoring  of  our  staff  physician,  exercise  physiologist 
and  cardiac  rehabilitation  nurse.  The  Methodist  Hospital 
can  put  patients  on  the  road  to  exercise  necessary  for  training 
cardiovascular  systems  to  optimal  levels.  We  also  include 
discussions  of  the  psychological  and  diet  aspects  of  heart 
disease.  The  results?  Healthier  patients,  with  increased  con- 
fidence and  a renewed  sense  of  well-being.  Call  790-6450 
for  details.  We  help  cardiac  patients  help  themselves. 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine 

Affiliated  with  Baylor  College  of  Medicine 

Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 

This  is  a physician  referred  program.  Free  Parking. 
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IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 

At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


mr 

TEXAS  MEDICAL 
LIABILITY  TRUST 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less. 

But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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partment  of  Human  Resources  (TDHR). 
A physician  for  more  than  30  years,  Dr 
Rehfeldt  received  his  MD  degree  from 
Tulane  University  School  of  Medicine 
and  later  studied  at  Yale  University  and 
the  Washington  School  of  Psychiatry. 

In  addition  to  having  served  as  Fort 
Worth  city  councilman  and  director  of 
the  Fort  Worth  Chamber  of  Commerce, 
Dr  Rehfeldt  has  filled  numerous  posi- 
tions in  philanthropic,  business,  and 
health-related  organizations,  including 
terms  as  president  and  executive  direc- 
tor of  the  Easter  Seal  Society  for  Crip- 
pled Children  and  Adults.  In  addition, 
he  has  participated  in  various  TMA 
committees. 

The  Mississippi  native  now  lives  in 
Millsap,  Tex. 

In  his  role  as  chairman  of  the  TDHR 
board,  Dr  Rehfeldt  shares  responsibility 
for  overseeing  the  huge  agency  which 
offers  diverse  services  and  programs 
throughout  the  state.  His  appointment 
by  Governor  Clements  follows  the  1 980 
reorganization  of  TDHR  which  was  de- 
signed to  centralize  the  agency's  ad- 
ministrative structure. 

In  a simultaneous  announcement, 
Robert  K.  Pendergrass,  MD,  was 
named  deputy  commissioner  for  pro- 
grams for  TDHR.  In  that  position,  he 
oversees  programs  that  include  care  for 
children,  the  aged  and  disabled,  institu- 
tional care  services,  and  health  policy 

Robert  K.  Pendergrass,  MD 
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consultation  and  review.  Before  his  cur- 
rent appointment,  Dr  Pendergrass  was 
TDHR  deputy  commissioner  for  health 
policy. 

Dr  Pendergrass  completed  medical 
school  at  the  University  of  Michigan  in 
1 949  and  later  studied  at  Baylor  Univer- 
sity Medical  Center  Hospital.  For  30 
years,  he  was  in  private  practice  and,  at 
the  time  of  his  TDHR  appointment,  was 
owner  and  director  of  Pendergrass 
Clinic  in  Pittsburg,  Tex. 

Dr  Pendergrass  has  extensive  expe- 
rience in  health  planning,  has  been  a 
delegate  to  the  TMA  House  of  Dele- 
gates, and  has  filled  several  positions 
on  the  Northeast  Texas  Health  Sys- 
tems Agency,  Inc,  including  the  presi- 
dency. He  has  served  as  chairman  of 
the  TMA  Committee  on  Health  Plan- 
ning and  at  the  May  1 981  TMA  Annual 
Session  was  commended  by  the  House 
of  Delegates  for  his  “willingness  to  ac- 
cept his  current  responsibilities  in  the 
public  service"  and  for  “his  outstanding 
leadership  and  dedication  to  the  Texas 
Medical  Association  in  the  area  of 
health  planning.” 

Medicare  reimbursement  delays 
examined  by  Executive  Board 

Since  mid-May,  the  Texas  Medical  As- 
sociation has  been  monitoring  the  sta- 
tus of  problems  and  corrective  actions 
taken  regarding  Medicare  claims  pro- 
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cessing  and  delays  in  reimbursement 
for  Medicare  services.  In  July,  the 
Council  on  Socioeconomics  reported  to 
the  TMA  Executive  Board  that  TMA 
representatives  had  met  with  Health 
Care  Financing  Administration  and  car- 
rier officials  twice  since  the  end  of  May. 
The  Association  request  that  interim 
payments  be  made  for  assigned  claims 
was  granted  and  more  than  25  such 
payments  had  been  made  by  the  end  of 
July. 

In  its  report,  the  Council  on  Socio- 
economics explained  the  problems  in 
the  claims  processing.  The  Texas  Medi- 
care carrier  receives  35,000  to  38,000 
claims  daily;  by  1 985  daily  claims  re- 
ceived are  projected  to  be  nearly  50% 
greater.  A new  computer  system  by 
Electronic  Data  Systems  Federal  was 
selected  to  double  the  claims  process- 
ing capacity  and  to  integrate  Medicare 
Parts  A and  B.  However,  several  prob- 
lems occurred.  Only  90,000  claims 
were  processed  in  May  due  to  a loss  of 
productive  clerical  time  and  efficiency 
during  the  system  changeover;  techni- 
cal and  equipment  malfunctions;  and 
edits  and  audits  in  the  complex  system 
which  shunted  many  claims  into  a “sus- 
pense” status.  Permission  for  overtime 
and  added  help  was  denied,  because  of 
President  Reagan’s  austerity  budget, 
after  the  commitment  to  the  new  sys- 
tem had  been  made,  although  overtime 
and  extra  help  had  been  part  of  the 
strategy  to  hold  down  inventory.  This  di- 
rective was  lifted  in  June  but  the  claims 
inventory  had  risen  to  more  than  1 mil- 
lion and  ultimately  to  a peak  of  1 .3  mil- 
lion claims  by  June  27. 

As  of  July  25,  the  Council  reported, 
the  backlog  had  been  reduced  to 
1 ,072,000  unpaid  Medicare  claims.  An 
additional  1 15,528  were  processed,  ex- 
cept for  writing  checks,  and  were  ex- 
pected to  clear  by  July  28,  leaving 
956,472  claims  in  inventory.  Also,  there 
were  1 65,764  claims  that  were  entirely 
processed  but  were  awaiting  clearance 
for  eligibility.  The  inventory  of  unpaid 
claims  was  expected  to  be  down  to 
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around  800,000  by  the  end  of  July  and 
the  backlog  was  projected  to  be  cleared 
by  the  beginning  of  this  month. 

After  reviewing  the  problems  and  the 
current  situation,  the  Executive  Board 
directed  that  monitoring  be  closely 
maintained  in  the  weeks  following  the 
meeting  and,  should  further  projection 
schedule  slips  occur,  other  forms  of  ac- 
tion should  be  considered. 

Despite  the  claims  backlog  and  the 
computer  problems  of  the  Medicare  fis- 
cal intermediary,  there  was  a Medicare 
fee  profile  update  in  July.  The  economic 
index  applicable  to  prevailing  charges 
for  physicians'  services  will  be  1 .790 
(79%  above  1 973  levels)  for  the  1 2- 
month  period  beginning  July  1 , 1981. 
This  represents  a 7.96%  increase  over 
the  economic  index  used  for  the  pre- 
vious 12  months. 


HEALTH  LINE 

DES  information  updated; 
available  free  to  doctors 

Ever  since  researchers  linked  diethyl- 
stilbestrol  (DES)  and  cancer  of  the  fe- 
male reproductive  organs  in  the  early 
1970s,  DES  has  been  a subject  of  con- 
troversy. During  1940-1971 , this  syn- 
thetic estrogen  hormone  was  pre- 
scribed to  women  who  had  complica- 
tions in  pregnancy.  Now,  the  National 
Cancer  Institute  is  providing  physicians 
with  updated  information  pamphlets 
about  DES. 

Three  publications  are  available  free 
of  charge.  One  pamphlet,  titled  “Infor- 
mation for  Physicians,"  includes  expla- 
nations about  the  population  at  risk  and 
conditions  found;  procedures  for  exam- 
ination and  referral  of  daughters  and 
mothers;  an  atlas  of  DES-type  drugs 
that  may  have  been  prescribed  to  preg- 
nant women,  and  other  educational 
material. 

Two  other  publications  directed  at  lay 
persons  on  the  same  subject  are  avail- 
able, also  without  charge.  These  are 


“Questions  and  Answers  about  DES 
Exposure  during  Pregnancy  and  Before 
Birth,”  and  “Were  You  or  Your  Daughter 
or  Son  Born  after  1 940?” 

The  pamphlets  encourage  DES- 
exposed  daughters  to  contact  phy- 
sicians for  examinations.  They  also 
provide  thorough  answers  to  questions 
that  daughters,  sons,  and  mothers 
might  have  if  DES  exposure  is  con- 
firmed. 

Physicians  may  contact  the  National 
Cancer  Institute's  Office  of  Cancer 
Communications,  Bldg  31,  Room 
10A19,  Bethesda,  MD  20205. 

Increased  sorbitol  changes 
polio  vaccine  maintenance 

Last  year,  Lederle  Laboratories  refor- 
mulated its  oral  trivalent  polio  vaccine, 
Orimune,  increasing  the  amount  of  sor- 
bitol in  the  product. 

After  the  new  product  was  dis- 
tributed, clinics  and  physicians  noticed 
that  in  some  freezers  the  vaccine  re- 
mains in  liquid  rather  than  solid  state. 
This  observation  resulted  in  questions 
to  the  Texas  Department  of  Health 
(TDH)  about  the  vaccine's  potency 
when  maintained  in  liquid  state. 

The  TDH  Bureau  of  Communicable 
Disease  Services  (BCDS),  in  its  weekly 
report,  “Texas  morbidity  this  week,"  ex- 
cerpted a Lederle  package  insert  for 
Orimune  dated  February  1980.  It  stated 
that  to  maintain  potency,  the  vaccine 
should  be  stored  at  a temperature 
which  maintains  ice  continuously  in  a 
solid  state.  The  insert  noted  that  the 
vaccine  may  remain  fluid  at  tempera- 
tures above  -14C(  + 7F)  because  of 
its  sorbitol  content. 

Thus,  the  BCDS  report  concluded,  if 
there  is  solid  ice  in  the  freezer  compart- 
ment where  the  vaccine  is  stored,  the 
temperature  is  adequate  to  maintain 
the  vaccine  potency  whether  it  is  in  liq- 
uid or  frozen  state. 


M.D.  Anderson  offers  doctors 
toll-free  referral  service 

Texas  physicians  who  suspect  or  have 
diagnosed  cancer  in  their  patients  may 
arrange  patient  referrals  to  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston  through 
a new  toll-free  number:  1-800-392-1611. 

Fred  G.  Conrad,  MD,  vice  president 
for  patient  care  at  M.D.  Anderson, 
noted  that  since  the  service  started 
May  1 it  has  received  1 0 to  1 5 calls 
each  day.  When  a physician  calls  in,  he 
or  she  should  be  prepared  to  give  the 
type  of  cancer,  a full  medical  back- 
ground of  the  patient,  date  of  diagnosis, 
and  kind  of  treatment  already  given. 

The  new  patient  referral  staff  will  then 
set  up  an  appointment  for  the  patient 
with  a clinic  specialist. 

Physicians  may  also  use  the  referral 
service  to  speak  with  a specialist  about 
the  patient  or  diagnosis  before  deciding 
to  refer.  Referrals  may  be  made  in  writ- 
ing to  the  Vice  President  for  Patient 
Care,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  6723  Bertner  Ave, 
Houston,  TX  77030.  The  office  is  open 
Monday- Friday  from  8 am  to  5 pm. 

“In  addition  to  our  referral  office  staff, 

I encourage  any  Texas  physician  to  call 
me  personally  if  he  or  she  has  a ques- 
tion or  concern  about  a patient,”  Dr 
Conrad  said. 

Burn  unit  opens 
in  West  Texas 

Lubbock  General  Hospital  opened  a 
complete  burn  unit  this  spring  enabling 
severe  burn  victims  to  receive  com- 
prehensive treatment  locally.  Before 
this  center  opened,  Parkland  Memorial 
Hospital  in  Dallas  was  the  nearest  cen- 
ter for  treatment  of  serious  burns. 

A team  of  physicians  and  nurses 
trained  in  the  care  of  burn  patients, 
physical  therapists,  occupational  thera- 
pists, respiratory  therapists,  and  social 
workers  is  on  hand  to  meet  the  needs  of 
burn  patients  from  acute  care  through 
rehabilitation  at  Lubbock  General.  This 
team  is  further  supported  by  medical 
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and  surgical  specialties  available 
through  the  Texas  Tech  University 
Health  Sciences  Center  School  of 
Medicine. 

The  $80,000+  burn  unit  contains 
four  isolated  beds  and  a sterile  hy- 
drotherapy facility.  It  is  equipped  with 
isolation  locks  for  patient  rooms,  a 
Circolectric  bed,  and  stainless  steel 
Hubbard  trauma  tank.  The  tank  in- 
cludes a hoist  for  maneuvering  patients 
and  suspending  them  in  water.  It  is 
used  for  daily 

removal  of  damaged  tissue  and  for 
hydrotherapy. 

Last  year,  some  75  burn  cases  were 
treated  at  Lubbock  General  Hospital. 
Most  of  the  severe  burn  cases  in  the  re- 
gion occur  in  agricultural  and  petroleum 
industry  related  mishaps. 

LCME  grants  Baylor 
ten-year  accreditation 

Baylor  College  of  Medicine  in  Hous- 
ton received  a maximum  ten-year  ac- 
creditation and  was  ranked  at  the  fore- 
front of  biomedical  research  by  the 
Liaison  Committee  on  Medical  Educa- 
tion (LCME),  the  official  accrediting 
agency  for  US  medical  schools. 

William  T.  Butler,  MD,  Baylor  pres- 
ident, commented,  “We  are  quite 
pleased  to  receive  the  LCME’s  highest 
rating  and  particularly  with  the  many 
laudatory  comments  in  their  report.  It  is 
a very  positive  commentary  on  the  abil- 
ity of  Baylor  College  of  Medicine  to 
meet  the  major  health  priorities  of  the 
eighties  and  face  the  challenges  posed 
by  the  difficult  decade  ahead.” 

Baylor  was  last  accredited  in  1 973, 
when  it  received  the  then-maximum  ac- 
creditation of  seven  years.  The  ac- 
creditation process  certifies  the  quality 
of  medical  education  and  physician 
training  at  a medical  school,  and  is  nec- 
essary for  its  continued  function. 

The  May  1981  accreditation  took  into 
account  not  only  Baylor’s  medical  edu- 
cation programs,  but  also  residency 
training  in  the  various  specialties  and 
continuing  education  for  practicing 
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physicians. 

The  LCME  committee  found  Baylor’s 
achievements  in  research,  education, 
and  patient  care  to  be  especially  im- 
pressive, Dr  Butler  said.  This  included 
the  size  and  diversity  of  medical  spe- 
cialties and  accomplishments  of  the 
faculty.  The  committee  said  Baylor  has 
moved  to  a prestigious  position  in  bio- 
medical research.  In  addition,  the 
LCME  praised  the  pride  expressed  in 
the  college  by  Baylor  students  and  their 
positive  view  of  the  overall  education 
opportunities  and  experiences. 

Also  singled  out  for  commendation 
were  the  clinical  facilities  represented 
by  Baylor’s  seven  primary  affiliated 
teaching  hospitals  and  the  fact  that 
each  hospital  took  pride  in  its  role  in 
medical  education.  The  Houston  Acad- 
emy of  Medicine/Texas  Medical  Center 
Library  was  commended  also  as  a valu- 
able resource  to  the  school. 

Accreditation  was  awarded  based  on 
findings  made  during  a January  site 
visit  by  an  LCME  team  and  review  of  an 
intensive  institutional  self-study  initi- 
ated by  the  college  in  November  1 979. 
The  LCME  draws  membership  from 
both  the  American  Medical  Association 
and  the  Association  of  American  Medi- 
cal Colleges. 
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Amendment  permits  agents 
to  call  in  prescriptions 

Except  for  Schedule  II  drugs,  a physi- 
cian’s designated  agent  once  again 
may  telephonically  communicate  all 
prescriptions  to  a pharmacist.  This  ac- 
tion comes  as  a result  of  legislation  (SB 
658  by  Sen  Carl  Parker  and  Reps  Ray 
Keller  and  George  Pierce)  passed  dur- 
ing the  67th  Legislature.  The  desig- 
nated agent  authorization  was  inadver- 
tently pre-empted  when  the  Texas  Con- 
trolled Substances  Act  was  amended 
during  the  1979  session. 

Under  the  new  law  which  went  into 


effect  Sept  1 , a physician  may  delegate 
to  his  or  her  nurse  or  other  "designated 
agent”  the  authority  to  telephone  a 
pharmacist  with  a prescription  order  for 
certain  drugs.  The  physician  must  keep 
on  file  a written  copy  of  the  order  at  his 
or  her  “usual  place  of  business.”  This 
file  shall  be  available  for  inspection  by 
investigators  for  the  Texas  Department 
of  Public  Safety  or  the  prescribers  re- 
spective licensing  agencies. 

The  physician,  on  a pharmacist’s  re- 
quest, also  must  furnish  a copy  of  such 
written  designations  of  an  agent.  The 
physician  remains  responsible  for  the 
acts  of  the  designated  agent  in  commu- 
nicating prescriptions. 

New  laws  to  change 
prescribing  forms 

After  Jan  1, 1982,  physicians’  prescrip- 
tion pads  will  undergo  two  changes:  a 
“two-liner”  prescription  pad  on  all  pre- 
scriptions and  triplicate  prescription 
forms  for  Schedule  II  narcotics.  Both 
changes  are  the  result  of  recent  legisla- 
tion signed  into  law  by  Gov  William  P. 
Clements. 

Under  the  new  law,  all  prescription 
pads  will  be  required  to  have  “two  sig- 
nature lines  of  equal  prominence,  side 
by  side,  at  the  bottom  of  the  form.”  One 
line  will  be  marked  “product  selection 
permitted”  and  the  other  marked  “dis- 
pense as  written.” 

If  the  physician  signs  the  line  marked 
“product  selection  permitted,”  the  dis- 
pensing pharmacist  may  select  a “ge- 
nerically  equivalent”  drug.  Generically 
equivalent  is  defined  as  both  phar- 
maceutically and  therapeutically  equiv- 
alent. Pharmaceutically  equivalent 
drugs  “have  identical  amounts,  the 
same  active  chemical  ingredients,  and 
the  same  dosage  form  which  meets  the 
standards  of  strength,  quality,  and  pur- 
ity set  out  by  the  United  States  Phar- 
macopeia.” 

Therapeutic  equivalence  is  defined 
as  pharmaceutically  equivalent  drug 
products  which,  when  administered  in 
the  same  amounts,  will  provide  the 
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same  therapeutic  effect  in  duration  and 
intensity. 

A pharmacist  may  not  select  a gener- 
ically  equivalent  product  unless  it  has 
been  stipulated  by  the  physician,  satis- 
fies pharmaceutical  and  therapeutic  cri- 
teria, and  “costs  the  patient  less  than 
the  prescribed  drug  product." 

Pharmacists  will  be  required  to  in- 
form the  patient  (or  patient’s  agent) 
when  a substitute  is  used.  The  patient 
may  choose  to  refuse  such  substitution. 
The  pharmacist  must  also  place  on  the 
container  the  words  “substituted  for 
brand  prescribed.” 

Unless  otherwise  indicated  by  the 
physician,  the  pharmacist  when  sub- 
stituting must  indicate  on  the  drug  dis- 
pensed the  brand  or  nongeneric  name, 
its  strength,  and  the  name  of  the  man- 
ufacturer and  distributor. 

If  the  physician  signs  the  adjacent 
line  on  the  prescription  pad  marked 
“dispense  as  written,"  the  pharmacist 
may  not  be  able  to  dispense  a gener- 
ically  equivalent  product. 

The  triplicate  prescription  law  is  one 
of  several  passed  under  the  statewide 
“War  on  Drugs"  effort.  This  law  is  in- 
tended to  stem  the  supply  of  Schedule 
II  narcotics  on  the  street.  A special  pre- 
scription form  will  be  provided  physi- 
cians by  the  Texas  Department  of 
Public  Safety  (DPS). 

If  using  this  new  form,  which  applies 
only  to  Schedule  II  narcotics,  the  pre- 
scribing physician  retains  one  copy  of  a 
prescription  and  the  patient  takes  the 
remaining  two  copies  to  be  filled  at  the 
pharmacy.  The  pharmacist  then  retains 
one  for  his  or  her  records  and  forwards 
the  third  copy  to  the  DPS  for  computeri- 
zation. 

Further  details  on  how  physicians 
can  comply  with  these  two  new  laws — 
the  two-liner  prescription  pad  and  tripli- 
cate prescriptions — are  forthcoming. 


Reagan’s  economy  program 
sails  through  Congress 

The  Reagan  Administration  won  hands- 
down  its  five-month  budget  campaign  in 
the  Congress.  Some  mop-up  opera- 
tions with  an  occasional  skirmish  here 
and  there  is  all  that  remains  in  carrying 
out  the  President's  promise  to  reduce 
federal  spending. 

The  budget  reconciliation  triumph  in 
the  Democratically-controlled  House  of 
a bill  backed  by  the  Administration 
nailed  down  a successful  outcome  in 
Congress  for  the  President’s  economy 
program  to  reduce  federal  expenditures 
next  fiscal  year  by  more  than  $38  bil- 
lion. The  217-21 1 vote  also  made 
clear  that  the  House  is  controlled  effec- 
tively on  major  issues  by  a coalition  of 
Republicans  and  conservative  Demo- 
crats. The  major  impact  on  health  will 
be  a $1  billion  slash  in  federal  Medicaid 
outlays  and  a $1  billion  cut  in  spending 
in  26  categorical  grant  health  programs. 

AMA  opposes  legislation 
defining  when  life  begins 

The  Senate  has  concluded  hearings 
on  the  emotion-laden  issue  of  when 
human  life  begins. 

The  American  Medical  Association 
opposed  the  legislation  that  declares 
human  life  shall  be  deemed  to  exist 
from  conception. 

“The  practical  effects  of  the  proposed 
legislation  are  staggering,”  said  Joseph 
Boyle,  MD,  AMA  Board  chairman.  Dr 
Boyle  told  the  Senate  Judiciary  Sub- 
committee that  “passage  of  this  bill 
would  have  an  adverse  impact  on  crit- 
ical physician-patient  relationships  and 
would  create  endless  medical,  ethical, 
and  legal  difficulties  for  the  people  of 
this  nation.” 

Physicians  could  face  serious  dilem- 
mas in  advising  pregnant  patients,  Dr 
Boyle  said.  Under  the  bill,  he  noted,  the 
physician  would  be  responsible  for  the 
welfare  of  every  fetus  whose  legal  and 
health  interest  would,  in  the  eyes  of  the 
law,  be  equal  to,  but  may  be  in  conflict 
with  those  of  the  woman.” 


The  issues  raised  by  the  bill  go  far 
beyond  the  realm  of  medical  science 
and  into  social,  religious,  philosophical, 
ethical,  and  moral  concerns,  the  wit- 
ness said.  “The  issue  is  unsolvable 
solely  from  a medical  and  scientific 
view.” 

The  bill  in  effect  would  allow  the 
states  to  prohibit  abortion  for  any  rea- 
son. Antiabortion  advocates  also  have 
been  pushing  a constitutional  amend- 
ment that  would  achieve  the  same  pur- 
pose. The  outlook  for  either  approach 
getting  through  Congress  this  year  ap- 
pears dim.  To  date,  the  lawmakers  have 
concentrated  their  efforts  on  limiting  the 
use  of  Medicaid  funds  for  abortions. 

AMA  supports  choice 
for  Medicaid  patients 

Restricting  freedom  of  choice  for  Medi- 
caid beneficiaries  would  have  a “devas- 
tating result”  on  the  poor,  the  AMA  has 
told  Congress. 

“A  system  under  which  Medicaid  re- 
cipients have  their  freedom  of  choice 
restricted  would  result  in  an  officially- 
sanctioned  dual  system  of  health  care: 
one  level  of  service  for  the  poor,  and  a 
superior  level  of  choice  and  options  for 
everyone  else,”  said  Frederick  Acker- 
man, MD,  chairman  of  the  AMA  Council 
on  Legislation. 

The  proposal  was  made  by  the  Rea- 
gan Administration  to  accompany  the 
5%  “cap”  on  federal  Medicaid  expendi- 
tures next  fiscal  year. 

Testifying  before  the  House  Com- 
merce Subcommittee  on  Health,  Dr 
Ackerman  said  the  AMA  endorses  the 
concept  of  a cap  "as  part  of  the  Presi- 
dent’s program  for  improving  the  overall 
economic  situation.  We  believe  that  if 
there  is  to  be  a general  reduction  in 
funds  for  federal  programs  across  the 
board,  health  programs  should  shoul- 
der their  share  of  the  cuts.” 

Taking  issue  with  the  curb  on  free- 
dom of  choice,  however,  Dr  Ackerman 
said  “the  individual  should  have  the  op- 
portunity to  select  and  change  at  will 
the  physicians  who  serve  him,  or  be 
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(permitted  to  choose  to  enroll  in  prepaid 
medical  care  organizations,  or  choose 
to  use  services  provided  by  a closed 
panel  or  group  practice.” 

Supreme  Court  rules 
on  health  planning 

The  Supreme  Court  has  pulled  some 
of  the  teeth  from  the  federal  health 
planning  law,  ruling  that  it  did  not  pro- 
vide blanket  antitrust  immunity  of  the 
sort  that  would  allow  insurors  to  black- 
ball hospitals  that  flout  the  planning 
program. 

By  a unanimous  vote,  the  Supreme 
Court  held  that  Blue  Cross  was  not  jus- 
tified in  boycotting  a Kansas  City,  Mo, 
hospital — National  Gerimedical  Hospi- 
tal and  Gerontology  Center — because 
jthe  hospital's  construction  was  not  ap- 
proved by  the  local  planning  agency  on 
grounds  the  area  had  sufficient  hospital 
beds. 

Most  state  planning  laws  now  require 
a certificate-of-need  for  such  construc- 
tion from  the  planning  agencies,  but  in 
1 976  the  Missouri  planning  agency — 
Mid-America — only  advised  against 
construction.  The  advisory  nature  of 
the  planning  agency’s  objection  was 
stressed  in  the  high  court  opinion. 

Justice  Lewis  Powell  said  the  action 
challenged  in  court  was  neither  com- 
pelled nor  approved  by  any  govern- 
mental regulatory  body.  Instead,  it  was 
a spontaneous  response  to  the  finding 
of  only  an  advisory  planning  body,  he 
said. 

The  court  said  that  there  is  no  reason 
to  believe  that  Congress  specifically 
contemplated  enforcement  of  advisory 
decisions  of  a health  systems  agency 
by  private  insurance  providers. 

High  court  to  hold  hearing 
on  advertising  restrictions 

The  question  of  whether  the  federal 
government  has  the  right  to  forbid  pro- 
fessional associations  such  as  the  AMA 
from  enforcing  ethical  restrictions 
against  advertising  will  be  decided  by 
the  Supreme  Court. 


In  a brief  order,  the  Court  agreed  to 
hear  the  AM  As  appeal  from  the  1 979 
Federal  Trade  Commission  (FTC)  rul- 
ing that  barred  the  AMA  from  involving 
itself  in  physician  advertising  unless  the 
advertising  would  be  "false  or  decep- 
tive” as  defined  by  the  FTC.  After  an 
Appeals  Court  by  a 2-1  vote  upheld  the 
FTC  last  October,  the  AMA  went  to  the 
Supreme  Court,  declaring  the  case  is  of 
“enormous  importance”  because  it  al- 
lows the  government  to  "prevent  pro- 
fessionals who  have  voluntarily  asso- 
ciated together  from  taking  a position 
against  promotional  practices  which 
they  believe  to  be  deceptive.” 

As  is  customary,  the  high  court  gave 
no  explanation  for  accepting  the  case 
for  review.  A hearing  will  be  held  this 
fall,  following  the  summer  recess.  A de- 
cision won’t  be  issued  until  later,  proba- 
bly next  year. 


NEWSMAKERS 

B.  H.  CORUM,  MD,  is  the  new  execu- 
tive director  of  the  Bexar  County  Hos- 
pital District.  He  has  succeeded  C.  E. 
GIBBS,  MD,  San  Antonio,  who  re- 
quested to  return  to  his  medical  staff 
duties  after  having  served  as  interim 
executive  director  for  1 7 months.  A vet- 
eran of  23  years  in  Air  Force  health 
care  administration,  Dr  Corum  has 
served  as  administrator  of  Wilford  Hall 
USAF  Medical  Center  at  Lackland  AFB 
and  as  director  of  personnel  for  the 
Aerospace  Medical  Division  at  Brooks 
Air  Force  Base.  During  the  past  five 
years,  he  has  served  as  military  con- 
sultant to  the  Air  Force  Surgeon  Gen- 
eral for  health  services  administration, 
personnel,  and  management  analysis. 

C.  WILLIAM  DAESCHNER,  JR,  MD, 
chairman  of  the  department  of  pedi- 
atrics at  UT  Medical  Branch,  has  been 
elected  to  three  major  professional 
positions,  including  vice  chairman  of 
the  National  Board  of  Medical  Exam- 


iners (NBME).  In  addition  to  his  two- 
year  election  to  NBME,  Dr  Daeschner 
has  been  chosen  president-elect  of  the 
American  Board  of  Pediatrics,  and  he 
has  been  selected  to  serve  on  the 
American  Pediatric  Society  Council  for 
1 981  - 1 982.  Dr  Daeschner  is  a past 
chairman  of  the  Texas  Medicine  Edi- 
torial Committee  and  is  currently  a 
member  of  the  TMA  Council  on  Scien- 
tific Affairs. 

JOHN  C.  PORTER,  PHD,  Dallas,  has 
been  named  the  Arthur  Grollman  Pro- 
fessor of  Neuroendocrinology  in  the  de- 
partment of  obstetrics  and  gynecology 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas.  Dr  Porter,  a 
member  of  the  medical  school  faculty 
since  1 953,  is  a member  of  the  National 
Institute  of  Health  Reproductive  Biology 
Study  Section  and  serves  on  the  edi- 
torial boards  of  Endocrinology  and 
Progress  in  Reproductive  Biology. 

EDWARD  T.  SMITH,  MD,  a longtime 
orthopedic  surgeon  and  Rice  University 
team  physician,  is  the  recipient  of  the 
National  Athletic  Trainers  Association’s 
1981  President  Challenge  Award.  The 
award  is  presented  annually  to  the  phy- 
sician who  has  contributed  the  most  to 
the  advancement  of  sports  medicine  in 
a way  that  has  direct  impact  on  athlet- 
ics and  athletic  training. 

MARLIN  W.  JOHNSTON,  Austin,  has 
been  named  commissioner  of  the  Tex- 
as Department  of  Human  Resources. 
Before  being  named  associate  commis- 
sioner for  administration  in  1 977  and 
deputy  commissioner  for  regional 
administration  in  1979,  Dr  Johnston 
served  as  executive  director  for  medi- 
cal administration  at  the  agency. 

ROG  G.  TANK  has  been  appointed  di- 
rector of  clinic  administration  at  Texas 
Tech  University  Health  Sciences  Cen- 
ter in  Lubbock.  Mr  Tank  has  been  serv- 
ing as  interim  director  since  November 
1 980.  He  is  a member  of  the  Texas 
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Hospital  Association,  Medical  Group 
Management  Association,  and  Ameri- 
can Society  for  Public  Administration. 

DAN  B.  JONES,  MD,  Houston,  is  the 
new  chairman  of  the  department  of 
ophthalmology  at  Baylor  College  of 
Medicine  and  chief  of  ophthalmology  at 
the  Methodist  Hospital  and  the  Harris 
County  Hospital  District,  two  of  Baylor's 
major  teaching  institutions.  Jones,  who 
came  to  Baylor  in  1 972,  holds  the  Sid 
W.  Richardson  professorship  in  ocular 
microbiology. 

ROBERT  A.  MACLEAN,  MD,  is  the  new 
deputy  commissioner  of  the  Texas  De- 
partment of  Health.  The  former  deputy 
director  of  public  health  for  the  City  of 
Houston  Health  Department,  Dr  Mac- 
Lean  replaces  ALONZO  M.  DONNELL, 
JR,  MD,  who  resigned  May  1 . 

SURENDRA  K.  VARMA,  MD,  Lubbock, 
is  the  new  president  of  the  American 
Diabetes  Association,  North  Texas  Af- 
filiate, Inc.  Dr  Varma  is  associate  pro- 
fessor and  associate  chairman  of  pedi- 
atrics at  Texas  Tech  University  Health 
Sciences  Center. 


MICHAEL  TAYLOR  JARRATT,  MD, 
Houston,  has  been  named  acting  chair- 
man of  the  department  of  dermatology 
at  Baylor  College  of  Medicine  and  act- 
ing chief  of  the  dermatology  service  at 
The  Methodist  Hospital.  He  continues 
to  serve  as  chief  of  the  dermatology 
service  at  Texas  Children’s  Hospital.  Dr 
Jarratt  replaces  JOHN  M.  KNOX,  MD, 
who  asked  that  he  be  relieved  of  his  du- 
ties after  serving  as  chairman  for  18 
years. 

DAVID  CORDOVA,  EDD,  RN,  Gal- 
veston, has  been  named  chairman 
of  the  newly  reorganized  department  of 
health  related  studies  in  The  University 
of  Texas  School  of  Allied  Health  Sci- 
ences (SAHS)  in  Galveston.  Dr  Cor- 
dova has  been  a member  of  the  SAHS 
faculty  for  the  past  seven  years. 

ROBERT  D.  BONE,  MD,  Corsicana, 
has  been  elected  a governor  of  the 
American  College  of  Physicians.  Dr 
Bone,  a clinical  assistant  professor  of 
community  health  at  Southwestern 
Medical  School,  began  his  four-year 
term  as  governor  of  Northern  Texas 
in  April. 


ETHEL  PATTEN,  MD,  director  of  the 
blood  bank  at  UT  Medical  Branch  in 
Galveston,  has  begun  a one-year  re- 
assignment of  duty  at  the  University  of 
Montpellier  in  France.  “My  mission,” 
she  explained,  “is  to  develop  tech- 
niques to  freeze  blood  platelets  and  to 
crossmatch  platelets  and  granulo- 
cytes.” JACK  B.  ALPERIN,  MD,  associ- 
ate professor  of  internal  medicine,  will 
be  acting  director  of  the  blood  bank  in 
Dr  Patten’s  absence. 

JAMES  C.  THOMPSON,  MD,  Galves- 
ton, has  been  chosen  president-elect  of 
the  Society  for  Surgery  of  the  Alimen- 
tary Tract.  Dr  Thompson  is  chairman  of 
the  department  of  surgery  at  The  Uni- 
versity of  Texas  Medical  Branch. 

WILLIAM  C.  LEVIN,  MD,  UT  Medical 
Branch  president,  has  received  notifica- 
tion that  the  French  government  has 
conferred  upon  him  its  highest  aca- 
demic rank — commander  of  the  palms. 
Acknowledging  the  value  of  Dr  Levin’s 
“exceptionally  brilliant  career  devoted 
to  medical  research  and  teaching,”  the 
distinction  also  honors  the  scientific  ex- 
changes between  France  and  the  state 
of  Texas. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  7/31  /81  value  of  $1 0,000  investment  made  one,  three,  and  five  years  ago. 


Date  of  Investment 


7/31/80 

7/31/78 

7/31/76 

Equity  Funds 

Mercantile  R-10  Stock  Fund 

$11,008 

$18,448 

$20,099 

T.  Rowe  Price  Growth  Stock  Fund 

$10,816 

$13,073 

$14,403 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$ 9,299 

$ 9,764 

$11,117 

Rowe  Price  New  Income  Fund 

$ 9,789 

$11,338 

$13,085 

Current  yields  on  interest  bearing  options. 
Mercantile  Bank  Time  Deposits 


2V2  Years  ($500  minimum) 

15.55% 

(Through  8/17/81 ) 

3 Years  ($100  minimum) 

8.00% 

6 Months  ($10,000  minimum) 

15.821% 

(Through  8/10/81) 

Rowe  Price  Prime  Reserve  Fund 

For  the  7 days  ending  8/7/81 

17.45% 

Approximate  unit  prices  as  of  7/31  /81 : 

Mercantile  Bank  HR- 1 0 Stock  Fund  $21  38 

Mercantile  Bank  HR-10  Fixed  Income  Fund  $14.45 
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Stroll  tree-canopied  boulevards  to 
Houston's  museums.  Linger  tit  outdoor 
cafes.  Listen  to  the  quiet  of  the  neigh- 
boring parks. 

5000  Montrose  til  the  Museum  offers  a 
lifestyle  seldom  found  in  luxury  high-rise 
condominiums.  5 minutes  from  the  Medi- 
cal Center  and  10  minutes  from  Down- 
town, here  Houston  '$  finest  designers  have 
created  elegant,  intimate  anti  totally  secure 
living  in  the  heart  of  Houston's  cultural 
community. 

One  and  two-bedroom  homes  are  from 
$174,000  to  $369,000.  Two  and  three- 
bedroom  penthouses  are  also  available. 

Come  discover  the  grace  and  ease  of 
living  that  exists  only  at  5000  Montrose 
at  the  Museum . . . 

Because  there  is  an  art  to  living  well. 


5000  Montrose  at  the  Museum 


Sales  Office:  Mine  Creenway  Plaza,  Suite  1912 
Houston,  Texas  77046  7131520-9696 


■'4i 


A joint  venture  ota  sttteidiani  at  Century  DiTclopinent  Corporation  and  bland  Development  Corporation. 


W’ 
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It 

takes 
skill  and 
etermination 
o carve  a name 
for  yourself 
administering  Medicaid 


At  Electronic  Data  Systems, 
we’ve  built  our  reputation  on 
solid  performance  in  the 
computer  services  industry.  We 
have  hundreds  of  satisfied 
customers  in  commerce  and 
government.  Our  expertise  in 
administering  public  programs 
spans  federal,  state,  local  and 
even  international  boundaries. 
And,  we’ve  been  involved  in 
Medicaid  since  it  was 
conceived  by  Congress. 

We  now  have  Medicaid 


experience  in  18  states, 
including  Texas  through  our 
NHIC  subsidiary.  No  other 
Medicaid  contractor  can  match 
our  experience  or  results.  We 
have  the  resources,  skill  and 
commitment  to  maintain  our 
good  name.  EDS— it’s  as  solid 
as  a rock. 


Electronic  Data  Systems  Corporation 
7171  Forest  Lane 
Dallas,  Texas  75230 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LB  J Freeway  • Dallas,  Tfexas  75234 .214/233-1441 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street*  Austin,  Texas  78763  • 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas 78294  • 512/227-4221 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Tfexas  76101  • 817/335-6471 
Southwest  Motor  Leasing, Inc.  • 6737  Southwest  Freeway  .Houston,  Tfexas  77074 .713/981-3591 
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A Texas  statesman:  Senator  John  Wilson 


It  was  a roller  coaster  legislative  session  for  medicine.  The 
Medical  Practice  Act,  the  Association's  top  priority  for  the 
year,  was  bandied  about,  seemingly  held  hostage  at  various 
stages,  and  sent  toward  passage  only  to  suffocate  on  the  last 
day  of  the  regular  session  for  lack  of  agreement  on  two 
issues.  Reintroduced  during  the  special  session,  the  bill 
quickly  was  batted  out  of  the  Senate  to  the  House,  where  it 
once  again  bogged  down  as  behind-the-scenes  negotiations 
continued  on  the  controversial  optometric  eye  drop  issue. 

Finally,  a breakthrough  in  negotiations  brought  the  Medical 
Practice  Act  to  the  House  floor,  where  it  sailed  through  on  a 
142-0  vote.  The  Senate  concurred  27-1  on  House  amend- 
ments to  the  bill  July  28  and  it  was  signed  into  law  by  Gover- 
nor Clements  on  Aug  5. 

Three  legislators  threaded  this  important  bill  through  the 
intricacies  and  pitfalls  of  the  legislative  process.  Sen  John 
Wilson  of  LaGrange  and  Rep  Bill  Messer  of  Belton,  aided  by 
Rep  Lynn  Nabors  of  Brownwood,  were  the  lead  sponsors 
guiding  the  legislation  which  recreates  the  Texas  State  Board 
of  Medical  Examiners.  They  were  supported  in  their  efforts 
by  approximately  70  cosponsors  in  both  houses. 

This  article  looks  at  one  of  the  men  behind  the  Medical 
Practice  Act — Sen  John  Wilson — highlighting  his  political 
courage  and  efforts  on  behalf  of  medicine.  The  senator's  lead 
role  with  the  Medical  Practice  Act  is  especially  interesting  be- 
cause in  1977,  as  a House  member,  Wilson  sponsored  the 
law  that  caused  the  automatic  review  and  "sunset"  of  state 
agencies,  including  the  Texas  State  Board  of  Medical  Exam- 
iners. In  that  respect,  Wilson  was  uniquely  qualified  to  shep- 
herd a major  Sunset  bill — the  Medical  Practice  Act — through 
its  review  and  ultimate  reenactment.  The  senator  also  is 
uniquely  qualified  about  medical  matters  in  another  re- 


Vice  chairman  of  the  Senate  Human  Resources  Committee,  Senator  Wilson 
discusses  the  Medical  Practice  Act  in  committee. 
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spect — he  was  diagnosed  as  having  bronchial  alveolar  cell 
sarcoma  in  May  1 980.  The  subsequent  intensive  regimen  of 
chemotherapy  and  hyperthermia  treatments  during  frequent 
visits  to  Hermann  Hospital  in  Houston  placed  him  literally  and 
legislatively  in  the  middle  of  the  medical  profession.  His  as- 
sociation with  the  medical  profession  also  includes  the  1 7 
years  that  his  wife,  Pinky,  worked  as  a registered  nurse. 

Texas  physicians  and  their  patients  were  fortunate  to  have 
as  dedicated  and  able  a defender  as  Sen  John  Wilson,  42, 
of  LaGrange,  to  guide  the  Medical  Practice  Act  through  the 
Senate  during  the  67th  Texas  Legislature.  An  architectural 
engineer  by  education,  a rancher-farmer-realtor  by  profes- 
sion, he  understood  and  effectively  debated  the  complexities 
of  issues  affecting  medicine  in  the  Senate  floor  and  in  Senate 
committee. 

Wilson  impressed  physicians  with  his  quick  grasp  of  com- 
plex subjects.  Dr  Gary  Williamson,  chairman  of  the  TMA 
Council  on  Legislation  said,  "Anyone  who  can  assimilate  and 
understand — not  to  mention  publicly  defend — medicine,  is  to 
be  admired.  In  our  private  meetings  and  discussions,  Sena- 
tor Wilson  would  always  go  back  to  the  fundamental  ques- 
tion, ‘Is  this  right  for  the  patient?’  He  was  masterful  in  floor 
debate  and  in  his  leadership  of  the  special  conference  com- 
mittee as  well  as  in  his  service  on  the  Senate  Human  Re- 
sources Committee.  I have  the  utmost  respect  for  Senator 
Wilson.” 

Sen  Buster  Brown  of  Galveston,  a fellow  member  of  the 
Senate  Human  Resources  Committee  and  the  special  con- 
ference committee  that  tried  to  hammer  out  House  and  Sen- 
ate differences  in  the  bill,  commented,  "John  does  the  work 
of  a senator.  He  participates  in  committee  work  and  does  not 
rely  on  other  committee  members  to  tell  him  what  the  legisla- 
tion is  all  about.”  He  added,  “He  has  an  openness  that  is 
hard  to  find.  In  this  situation  (the  Legislature)  where  people 
ask  the  time  of  day,  you  never  are  quite  sure  if  they  are  talk- 
ing standard  or  central  time.  But  when  I deal  with  John,  I can 
go  to  the  bank  on  what  he  tells  me  . . . John  did  an  excellent 
job  representing  the  Medical  Practice  Act  in  the  special  con- 
ference committee.  He  eliminated  all  of  the  unnecessary 
areas,  and  narrowed  the  committee  to  the  specific  areas 
which  needed  to  be  discussed. 

How  does  a non  lawyer,  rancher-farmer  get  into  politics? 
With  Wilson,  it  was  frustration  with  a government  program.  In 
1 971 , the  young  ranch  manager  was  involved  with  a federal 
program  which  was  trying  to  eradicate  brucellosis  in  cattle. 
The  disease  results  in  abortions  in  newly  infected  animals. 
Wilson  felt  this  program  was  “ill-advised,  ill-conceived,  and 
must  be  changed.”  In  an  attempt  to  effect  change,  he  de- 
cided to  become  involved  personally  in  the  bureaucratic 
process. 

Wilson  is  the  first  to  admit  that  he  had  no  previous  political 
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Mr  President  and  members:  I,  for 
one,  have  never  questioned  the 
motivation  of  any  member  of  the 
Legislature  and  don’t  tonight. 

But  I want  to  tell  you  personally 
that  I doubt  there’s  any  citizen  or 
member  of  the  Legislature  that 
has  had  as  much  experience  with 
the  medical  profession  as  I have. 
I want  to  tell  you  secondly  that 
I’ve  lived  with  a person  who  has 
practiced  with  the  medical  pro- 
fession for  some  1 7 years,  and 
the  public  did  win  here  today.  The 
public  interest  has  been  served. 

. . . The  doctors  in  this  state  are 
here  to  serve  the  health  of  the 
people  of  Texas.  We  are  very 
privileged  in  this  state  to  have 
the  highest  quality  of  health  care 
in  the  world.  People  come  from 
all  over  the  United  States — from 
all  over  the  world — to  be  treated 
in  the  State  of  Texas.  We  have 
the  highest  quality  of  research  in 
the  State  of  Texas.  This  is  be- 
cause the  Texas  Legislature,  phi- 
lanthropists, and  the  Board  of 
Medical  Examiners  have  pro- 
vided that  atmosphere.  This  bill 
is  in  the  public  interest. 


experience.  With  no  formal  background  or  training,  he  filed 
as  a candidate.  It  was  a lonely  road.  He  commented,  “Once 
you  put  your  name  down  as  a candidate,  you  are  not  the 
same  John  Wilson  who  drank  coffee  down  in  the  corner  cof- 
fee shop.  You  become  a young  ambitious  fool  who  has  taken 
on  an  insurmountable  task.  All  of  the  people  you  thought 
would  be  behind  you  disappear,  and  suddenly  you  are  out 
there  all  alone.” 

With  only  a few  close  friends  and  his  wife  Pinky,  he  put 
together  a successful  home-run  campaign.  The  Texas 
Medical  Association  Political  Action  Committee  (TEXPAC) 
was  the  only  organized  group  that  contributed  to  his  first 
campaign. 

Recalled  Wilson,  “I  had  no  idea  of  what  I was  getting  into.  I 
came  to  the  Texas  Legislature  with  one  group  of  organized 
friends  and  one  goal,  that  is,  to  stop  the  brucellosis  program.” 

Sworn  into  office  in  1 973,  Wilson  spent  many  hours  of  his 
first  term  at  the  animal  health  commission  to  no  avail.  From 
this  experience,  he  said,  “I  learned  that  hell  raising  does  no 
good  and  telling  the  truth  is  not  always  welcome."  Finally, 
seeing  that  it  was  impossible  to  change  the  brucellosis  pro- 
gram on  a state  level,  the  young  representative  turned  his 
energies  to  more  immediate  projects. 

In  Austin,  the  LaGrange  rancher  quickly  made  a name  for 
himself.  Wilson,  who  sometimes  refers  to  himself  as  a "red- 
neck,” served  as  a state  representative  for  four  terms  before 
running  for  the  Senate  seat  last  year.  During  his  tenure  in  the 
House,  Texas  Monthly  listed  him  as  one  of  the  top  ten  legis- 
lators in  both  1 975  and  1 977  and  also  selected  him  as  “Star 
of  the  Session”  in  1 975.  The  monthly  magazine  wrote,  "Wil- 
son has  no  peer  in  the  House  in  understanding  the  issues. 
Nothing  eludes  his  grasp  ...  He  is  strong  in  floor  debate  and 
has  a quick  agile  mind  which  can  penetrate  to  the  core  of  any 
problem.” 

Wilson  impressed  his  House  colleagues  with  his  quick 
grasp  of  branch  banking  and  bank  holding  companies.  He  is 
credited  with  sponsoring  legislation  which  created  the  Texas 
Public  Utilities  Commission.  In  1977,  he  and  Sen  Lloyd  Dog- 
gett  of  Austin  authored  the  Texas  Sunset  Act  in  their  respec- 
tive houses.  They  would  become  adversaries  in  1981  when 
Wilson  carried  the  Medical  Practice  Act  through  the  Sunset 
process,  with  Doggett  casting  one  of  two  or  three  dissenting 
votes  during  Senate  debate. 

Under  the  Sunset  Law,  each  state  agency  is  scheduled  for 
automatic  termination  on  a 12-year,  staggered  start  cycle. 
Each  is  reviewed  by  the  Sunset  Commission  to  determine  if 
the  agency  fulfills  its  original  legislative  intent.  Senator  Wil- 
son is  skeptical  about  the  law’s  efficacy.  Having  watched 
agencies  go  through  the  Sunset  process  in  1 979  and  1 981 
he  observed,  “The  Sunset  review  has  not  worked  as  I had 
hoped  it  would.  We  have  recreated  almost  all  of  the  agencies 
reviewed  so  far,”  he  said.  “The  act  has  allowed  some  agen- 
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cies  to  entrench  themselves  more  instead  of  less.  It  has 
given  them  a cause  to  rally  about,  and  resulted  in  legislation 
to  back  them  up.” 

‘‘For  the  Sunset  process  to  really  work,”  he  said,  "would 
require  strong  positions  from  leadership  to  do  away  with 
those  boards  and  agencies  which  could  be  consolidated  with 
the  functions  performed  by  some  other  board  or  agency. 

And  we  haven’t  done  that.  We  have  recreated  almost  every 
agency  that  has  come  up  ...  I don't  think  that  serves  the 
public  interest.” 

Some  agencies,  however,  must  be  recreated  in  generally 
the  same  form.  Wilson  said,  “I  don’t  think  it  was  ever  the 
intent  of  the  Sunset  Act  to  broaden  or  totally  change  the  con- 
cept of  the  Texas  State  Board  of  Medical  Examiners  structure 
or  regulatory  process.  The  BME  was  never  interested  in  hav- 
ing regulatory  power  over  hospitals.” 

One  of  the  most  frequent  complaints  by  groups  undergoing 
Sunset  is  their  vulnerability  to  political  rather  than  public  in- 
terests. Says  Wilson,  “If  it  is  in  the  public  interest  to  regulate 
the  practice  of  medicine,  architecture,  nursing,  chiropractic, 
or  whatever,  and  I have  a vendetta  against  some  individual 
who  happens  to  practice  that  special  profession,  I sure  ought 
not  come  to  Austin  and  try  to  foul  up  the  regulatory  proce- 
dures. This  is  contrary  to  what  the  Sunset  Act  is  about.  The 
act  is  there  to  see  that  we  have  a regulatory  system  that  does 
act  in  the  public  interest,  and  not  to  have  one  that  is  devised 
to  be  punitive  to  some  professions.” 

The  senator  from  LaGrange  emphasized,  “The  medical 
profession  should  be  100%  licensed  and  regulated.  Many 


Lt  Gov  Bill  Hobby  presents  Senator  Wilson  with  a gavel  for  his  service  on  the 
Human  Resources  Committee  on  the  last  day  of  the  regular  session 


feel  the  profession  is  overregulated,  but  there  are  so  many 
charlatans  and  frauds  preying  on  the  public.  The  profession 
needs  to  be  regulated  . . . maybe  more  so  than  it  is  now.” 

“In  health  care,  as  in  public  utilities,"  he  explained,  “there 
is  an  inelastic  demand.  No  matter  what  the  cost,  people  will 
pay.  We  must  regulate  those  monopolies  with  inelastic  de- 
mands ...  In  some  professions,  licensing  and  regulation 
have  provided  an  impetus  to  pull  up  the  ladder  and  restrict 
competition  . . . But  public  health  is  served  by  the  practice  of 
medicine,  thus  it  should  be  regulated.” 

The  Medical  Practice  Act  was  the  product  of  numerous  re- 
views, recommendations,  and  compromises.  It  incorporated 
most  of  the  Sunset  recommendations  for  the  Board  of  Medi- 
cal Examiners  internal  procedures  and  numerous  other  ne- 
gotiated changes.  The  senator  commented,  "SB  31 5 enjoyed 
great  success  in  the  Senate.  This  was  not  a perfect  bill,  but  it 
was  close  to  perfect.  I don’t  argue  with  the  Sunset  Commis- 
sion amendments.” 

It  is  impossible  to  write  about  John  Wilson  without  speak- 
ing of  his  “1 00%  Bohemian  wife"  Pinky.  Judy  Walsh,  Wilson’s 
sister,  observed,  “They  have  the  most  fantastic  relationship 
of  husband  and  wife  as  I’ve  ever  seen.  She  is  totally  dedi- 
cated to  him  as  he  is  to  her.  They  respect  each  other.” 

When  the  Legislature  is  in  session,  Pinky  moves  to  Austin 
with  John  to  listen  in  on  proceedings.  Only  once,  laughed 
Wilson,  did  he  caution  her  to  restrain  her  sentiment  on  an 
issue  saying,  “We  didn’t  need  another  Martha  Mitchell.” 

Wilson  said,  “I  am  convinced  that  the  legislative  system 
works  best  when  Pinky  and  I function  as  a team.  It’s  good  to 


Sen  John  Wilson  addresses  Senate  members  from  his  desk  on  the  Senate 
floor. 
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have  your  family  with  you.  A spouse  can  grab  you  by  the 
coattails  and  say  back  off . . And,  he  added,  "You  employ 
more  diplomacy  with  your  best  friends  because  you  want  to 
keep  them  as  best  friends." 

Ever  since  he  was  diagnosed  as  having  cancer  last  year, 
Wilson  has  placed  an  emphasis  on  his  "quality  time."  Out  of 
the  legislative  session,  he  and  Pinky  love  to  go  fishing  on  the 
Texas  coast  or  dove  hunting.  Wilson  trains  Labrador  re- 
trievers and  English  pointers  for  this  latter  sport.  Commented 
one  friend,  "John  always  has  a raft  of  dogs  with  him.  We  went 
hunting  once  in  South  Texas  and  John  brought  along  Bunny, 
a black  Lab,  along  with  four  English  pointers.  That  night, 

John  staked  the  four  pointers  in  the  yard.  But  he  allowed 
Bunny  to  come  up  on  the  porch  and  into  the  house.  When  the 
host  asked  why  he  discriminated  against  the  other  dogs, 

John  said,  ‘You  don’t  understand,  pointers  aren't  pets,  they're 
hunting  dogs.  ” 

Those  who  have  walked  into  the  senator's  line  of  fire  on  the 
House  or  Senate  floor  would  take  no  comfort  in  knowing  that 
Wilson  also  enjoys  the  reputation  off  the  floor  of  being  an 
excellent  shot.  One  friend  tells  the  story  of  the  time  a small 
hunting  party  set  out  dove  hunting  and  left  Wilson,  who  was 
nursing  a broken  leg,  under  a mesquite  tree  with  50  shells 
and  his  retriever.  When  they  returned  a few  hours  later,  he 
was  sitting  there  with  20  doves  at  his  feet.  Since  it  was  ob- 
vious that  the  rest  of  the  hunting  party  would  not  reach  its 
permitted  dove  quota,  the  hunters  told  him  to  go  ahead  and 
use  the  remaining  shells.  Returning  at  the  end  of  the  day, 
there  sat  Wilson  with  46  doves  and  two  shells  remaining. 

When  one  speaks  of  the  senator’s  skills  and  ability,  refer- 
ence must  be  made  also  to  his  loyal  and  capable  staff.  Wil- 
son said,  “My  success  in  the  Legislature  is  more  attributable 
to  my  staff  than  to  me.  I only  vocalize  a viewpoint.  They've 
done  the  research.” 

Ken  Short,  JD,  the  Senator’s  legislative  assistant  for  sev- 
eral years,  observed,  “John  has  the  best  grasp  of  the  issues 
and  is  able  to  see  what  the  long  term  effect  of  legislation  will 
be.  There  are  times  when  he  seems  not  to  be  paying  atten- 
tion to  testimony  and  debate.  Then  suddenly,  he  will  be  totally 
present,  asking  questions  which  need  to  be  asked. 

Wilson’s  personal  secretary,  Pat  Settle,  has  been  with  him 
since  his  first  election  in  1971 . "John  has  an  uncanny  vision," 
she  said.  “He  rarely  needs  to  take  a bill  home  to  study,  but 
simply  pays  attention.  He  understands  how  the  issues  are 
interconnected.  Many  in  the  Legislature  never  achieve  that 
ability.” 

Ken  said,  “I  have  a great  respect  for  John.  While  I don't 
necessarily  always  agree  with  his  position,  I can  see  his  rea- 
soning. John  really  does  vote  how  he  feels  or  how  he  thinks 
his  district  feels.  He  takes  this  responsibility  seriously  and 
isn’t  concerned  about  the  consequences  to  his  political  future 
...  He  definitely  is  not  here  for  personal  gain.  He  is  not  a 


partisan  politician,  and  is  sometimes  criticized  for  this.” 

Wilson  is  a man  with  his  own  sense  of  style  in  dress  and 
manner.  In  a legislature  where  many  members  show  off  their 
cowboy  boots  and  western  wear,  he  seems  almost  old-fash- 
ioned in  his  dress  shoes  and  conservative  suits.  Laughed 
Ken  Short,  "John  thinks  you  should  dress  up  when  you  come 
into  town.”  He  saves  his  khakis  and  boots  for  LaGrange. 

The  senator  is  known  and  respected  throughout  the  Legis- 
lature as  a man  who  speaks  his  mind.  One  close  friend  com- 
mented, “No  one  in  his  right  mind  wants  to  debate  Wilson.  It’s 
too  intense.  He  has  absolute  control  over  himself.  You  can  t 
catch  him  talking  about  things  he  doesn’t  know  anything 
about.  John  is  an  individualist.  He  has  his  close  friends  and 
his  associates.  Each  knows  where  the  other  stands.  He  is 
very  outspoken  and  doesn’t  hesitate  to  tell  a person  what  he 
is  thinking  about.” 

TMA  chief  lobbyist  Greg  Hooser,  who  has  worked  with  Wil- 
son during  the  past  six  years  and  who  recruited  the  senator 
to  carry  the  Medical  Practice  Act  for  TMA  this  session,  noted, 
“I  found  him  very  thorough,  and  one  to  hold  firm  once  he  has 
taken  a position.  Based  on  past  experience  I knew  him  as  a 
well-respected  leader  in  the  House  and  he  has  been  a sup- 
porter of  medical  issues  throughout  his  legislative  service.” 

Dr  Bill  Ross,  TMA  president,  called  Wilson  a “straight  up 
man.”  “He  makes  no  bones  about  where  he  is,”  said  Ross. 
And,  he  added,  “Best  of  all,  he  doesn’t  use  those  terms, 
‘whereas’  and  not  to  be  construed  as.’” 

Dr  Tom  Hancher,  Colorado-Fayette  County  Medical  So- 
ciety president,  has  known  the  Wilson  family  as  members  of 
the  community  and  as  patients.  Upon  first  meeting  Wilson, 

Dr  Hancher  recalled,  “John  has  always  been  a very  conge- 
nial, down  to  earth,  dynamic  individual.  He  is  always  willing  to 
discuss  political  issues  and  is  interested  in  hearing  other 
viewpoints.  As  a patient,”  he  continued,  “John  is  a physically 
and  emotionally  hardy  person.  It  is  remarkable  to  watch  pa- 
tients like  John  go  through  the  stress  of  cancer  and  come 
through  emotionally  intact.” 

Sen  Ed  Howard  of  Texarkana  noted,  “The  only  criticism 
that  can  be  made  of  John  is  that  once  he  gets  an  idea  into 
his  head  and  is  convinced  he  is  right,  it  is  hard  to  shake  him 
of  his  idea.”  It  was  this  tenacity  that  prompted  Joel  Schroe- 
der,  a legislative  assistant  with  the  Farm  Bureau,  to  present 
Wilson  with  a studded  dog  collar  during  the  regular  session, 
quipping,  “He’s  meaner  than  a junkyard  dog.” 

Senator  Howard  observed,  “John  is  a man  dedicated  to 
the  process  and  the  principles  of  legislation.  He  sees  his  job 
as  representing  the  people  and  he  has  done  this  successfully 
over  the  years.  When  John  first  came  to  the  Legislature, 
LaGrange  had  a somewhat  different  reputation,  but  now, 
LaGrange  is  known  as  the  home  of  John  Wilson.” 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 
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IT’S  BEST  FOR  YOU 

The  Best’s  Insurance  Reports  now  lists  API  as  the  second 
largest  professional  liability  carrier  in  Texas  — also  true  in 
Arkansas.  That’s  remarkable  progress  in  just  5 years,  con- 
sidering that  the  number  one  company  has  been  in  Business 
over  80  years. 

But  it’s  not  surprising,  because  API  is  the  only  company 
operated  solely  in  the  interest  of  its  physician  owner/mem- 
bers —and  the  members  can  see  proof  of  this. 

■ Profits  accrue  to  owner/members  In  the  past  two 
years,  over  $1,200,000  was  returned  to  policyholders  in 
dividends. 

■ Interest  on  deposits  Over  $428,000  interest  paid  on 
owner/member  deposits  — twice  each  year  since  the 
company’s  inception. 

■ Rate  reductions  Rates  were  reduced  in  1977,  1978,  1979 
and  1980. 

■ Claims  philosophy  No  claim  will  be  settled  without 
the  doctor’s  written  approval.  Claims  without  merit  are 
fought  in  court  — and  API  has  won  them  all. 

API,  a financially  secure,  all-physician-owned  company  is 
your  best  source  of  professional  liability  protection. 

To  join  your  colleagues  in  API,  a company  second  to  none 
in  service,  call  or  write  today. 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 
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How  to  stop  filling  out 

H claims  forms 

and  help  Blue 
Cross  and 
Blue  Shield 
of  Texas  to  pay  your 
claims  up  to  60%  faster. 

With  the  new  Paperless  Claims  System,  your  business  office  can  use  a 
typewriter-like  computer  terminal  to  enter  claims  directly  into  the  Blue 
Cross  and  Blue  Shield  computer.  There’s  no  need  to  complete  a paper  claim 
form.  □ Since  the  Paperless  Claims  System  also  eliminates  paperwork  for 
us,  we  can  process  your  claims  up  to  60%  faster.  In  our  statewide  pilot  test, 
Paperless  Claims  were  paid  in  an  average  of  just  six  working  days.  Current 
average  for  conventionally  filed  claims  is  fifteen  working  days.  □ The 
Paperless  Claims  System  also  reduces  claim  preparation  time.  The  terminal 
guides  the  operator  through  each  step.  In  some  cases,  it  automatically 
provides  required  information.  All  it  takes  to  enter  physician  ID  numbers 
and  any  of  your  ten  most  frequently  billed  procedures  is  pressing  a single 
key.  □ The  terminal  provides  a copy  of  the  claim  for  your  records  as  well  as 
confirmation  that  the  data  has  been  received.  □ There’s  another  reason  to 
look  into  the  Paperless  Claims  System.  It  also  can  be  used  to  file  Paperless 
Medicaid  and  Medicare  Claims.  □ For  information  on  how  to  put  the 
Paperless  Claims  System  to  work  in  your  # 

business  office,  contact:  Blue  Cross  VO11VS0I I 

and  Blue  Shield  of  Texas,  Provider  i *** 

Automation  Department,  PO.  Box  tilC  DCIlCtlt  Ol  tilC  DCSl. 
225730,  Dallas,  Texas  75265. 

Or  phone:  (214)  669-6304. 


Blue  Cross 
Blue  Shield 

of  Texas 
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PRACTICE 
MANAGEMENT 
IN  TOUGH  TIMES 

The  focus  of  this  program  is  on 
the  ways  effective  management, 
marketing  and  motivation  can 
dramatically  improve  your  prac- 
tice in  these  uncertain  economic 
times. 

conducted  by  BOB  LEVOY 


THE  BRASS  TACKS 
OF  MOTIVATING 
YOUR  EMPLOYEES 

The  objective  of  this  program  is  to 
provide  you  with  the  action-steps 
to  make  your  employees  happier, 
harder- working  and  more  pro- 
ductive. 

conducted  by  BOB  LEVOY 


Registration  One  Day 

Doctors  $95 

Auxiliaries  45 

SPACE  LIMITED  TO  175  ATTENDANCE 


Both  Days 

$160 

75 


Send  your  registration  to- 

PROFESSIONAL  ADVANCEMENT  SEMINARS 
P.0.  Box  13875  • Arlington,  Texas  76013 
(817)  460-4127 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

JOSEPH  F.  McNALLY,  JR.,  M.D.,  D.A.B.P.,  D.A.B.A.I 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.D  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS,  TEXAS 

W.B.  KINZIE,  M.D.,  D.A.B.F.P. 

BILL  R.  LEE,  M.D.,  D.A.B.F.P. 

DALE  R.  LUCUS,  M.D.,  D.A.B.F.P 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B.  REAGAN,  M.D.,  F.A.C.S* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 


OPHTHALMOLOGY 

ROBERT  D MERTZ,  M.D.,  F.A.A.O  * 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 

HALSEY  M.  SETTLE  III,  M.D.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D.* 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F FAHEY,  JR.,  M.D. 

OTOLARYNGOLOGY— HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D.,  F.A.A.O. -HNS,  F.A.C.S* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W GRIFFIN,  M.D.,  FA  A P* 

JAMES  E.  SPEIER,  M D , FA. A P* 

MASON  P GILFOIL,  M.D.,  FA  A P* 

THORACIC  SURGERY 

ROSS  B REAGAN,  M.D. , F.A.C.S* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D.* 

EXECUTIVE  DIRECTOR 
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WHAT’S  NEW 


What’s  new  in  the  management  of  snakebite 

Edgar  0.  Ledbetter,  MD 

Much  emotion  prevails  regarding  snakebite  and  the  manage- 
ment of  victims  despite  the  fact  that  mortality  from  enveno- 
mation  by  North  American  pit  vipers  and  coral  snakes  is  less 
than  1%.'  The  overall  US  mortality  is  even  lower  when  fatali- 
ties secondary  to  bites  associated  with  religious  ceremo- 
nies or  the  handling  of  more  exotic,  deadly  snakes  are  dis- 
counted. Additional  deaths  and  significant  morbidity  might 
be  prevented  by  the  expedient  administration  of  appropriate 
volumes  of  specific  antivenin  whenever  moderate  or  severe 
envenomation  has  occurred,1  particularly  among  young  chil- 
dren. Most  snakebites  in  children  result  in  mild  or  no  enven- 
omation which  can  be  managed  with  careful  observation  and 
supportive  care.  Surgical  procedures  alone  have  not  reduced 
snakebite  mortality  and  in  most  cases  add  little  or  nothing 
therapeutic  for  the  victim  beyond  that  which  could  more  eas- 
ily be  accomplished  by  antivenin  administration.  A critical  re- 
view of  published  data  suggests  that  various  surgical  proce- 
dures presently  in  vogue  may  be  more  deleterious  than  the 
actual  envenomation,  particularly  when  antivenin  is  withheld 
or  delayed.2  3 Some  proponents  of  fasciotomy  have  appeared 
so  eager  to  prove  the  value  of  this  procedure  and  to  “protect 
the  victim  from  the  potential  side  effects  of  antivenin”  that 
antivenin  has  been  denied  even  the  seriously  poisoned 
patient.  Surgical  approaches  for  the  management  of  snake- 
bite are  popular  in  Texas,  but  in  other  states  where  serious 
envenomation  is  a frequent  problem,  experienced  research- 
ers and  clinicians  continue  to  obtain  outstanding  results  with 
the  use  of  intravenous  antivenin  and  supportive  medical 
measures  without  surgical  intervention.4  5 It  therefore  seems 
illogical  to  rely  on  unproved,  sometimes  disfiguring  surgi- 
cal methodologies  when  effective  antivenins  are  available 
for  use. 

A majority  of  snakebite  victims  now  reach  a medical  facility 
within  30  minutes  following  envenomation,  allowing  for  early 
antivenin  administration.  Therefore,  first  aid  measures  are  of 
relatively  minor  importance.  Animal  and  human  studies  dem- 
onstrate that  significant  quantities  of  venom  may  be  removed 
by  vigorous  incision  and  suction  when  initiated  within  30 
minutes  following  pit  viper  envenomation.1  However,  large 
amounts  of  tissue  fluid  may  also  be  removed  which  could 
result  in  volume  and  hemoglobin  reduction.  When  performed 
under  nonsterile  conditions,  secondary  infection  may  compli- 
cate incision  and  suction,  perhaps  the  earliest  surgical  ap- 
proach to  snakebite. 

More  drastic  surgical  approaches  advocated  include  fasci- 
otomy and  excision  of  envenomated  tissue.  Advocates  of 
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fasciotomy  propose  that  it  is  necessary  to  explore  the  muscle 
compartments  adjacent  to  the  area  of  envenomation  to  de- 
termine the  degree  and  depth  of  envenomation  and  the  via- 
bility of  muscle  tissue.6  When  adequate  antivenin  is  not  ex- 
pediently administered,  venom  can  diffuse  into  the  muscle 
compartments  anyway;7  therefore,  fasciotomy  is  not  justified 
as  a “diagnostic  measure."  The  presence  of  envenomation 
can  be  determined  without  fasciotomy,  but  the  degree  of  en- 
venomation is  not  accurately  assessed  by  this  procedure. 
Edema  secondary  to  envenomation  is  primarily  subcutane- 
ous rather  than  within  the  muscle  compartments,  and  vascu- 
lar compromise  or  muscle  necrosis  is  rare  when  appropriate 
amounts  of  antivenin  are  administered.7  Fasciotomy  has  in- 
appropriately been  accepted  by  some  as  a replacement  for 
antivenin,  despite  the  fact  that  neither  the  local  nor  the  sys- 
temic complications  of  envenomation  are  obviated  by  this 
surgical  procedure.  Large  numbers  of  patients  severely  en- 
venomed by  Eastern  and  Western  diamondback  rattlesnakes 
have  suffered  little  or  no  muscle  destruction  or  loss  of  func- 
tion when  treated  early  with  appropriate  antivenin  without 
fasciotomy  or  excisional  procedures.4  5 Fasciotomy  should  be 
reserved  for  patients  with  vascular  compromise  not  relieved 
by  antivenin  administration. 

Excision  of  the  bite  site  and  surrounding  tissue  could  only 
be  justified  in  the  patient  presenting  very  early  following  se- 
vere rattlesnake  envenomation  and  who  cannot  tolerate  anti- 
venin; this  would  be  a rare  circumstance.  Attempts  at  exci- 
sion may  necessitate  reconstructive  surgery  at  a later  date, 
particularly  whenever  a hand  or  foot  is  involved.  Serious  sec- 
ondary infections  including  osteomyelitis  have  occurred 
among  patients  where  excision  was  the  primary  mode  of 
treatment.  Antivenin  neutralization  of  venom  with  prevention 
of  tissue  necrosis  is  probably  the  most  effective  way  to  pre- 
vent infection. 

Fasciotomy  and/or  excision  should  not  be  considered  be- 
nign procedures  because  of  inherent  risks  and  recognized 
complications.  A general  anesthetic  is  utilized  for  most  pa- 
tients. In  addition,  surgical  blood  loss  may  result  in  otherwise 
unnecessary  blood  transfusions  which  could  result  in  transfu- 
sion reactions,  hepatitis,  or  blood  group  sensitization.  With 
even  mild  envenomation,  especially  when  antivenin  is  not 
utilized,  there  may  be  persistent  swelling  of  the  extremity  re- 
sulting in  a wide  fasciotomy  wound  which  cannot  be  closed 
primarily.  Prolonged  hospitalization  may  be  necessary  for 
secondary  wound  healing  or  for  skin  grafting.  These  pro- 
cedures may  result  in  unnecessary  scarring  and  disfigure- 
ment with  long-standing  psychologic  implications  for  the 
patient,  particularly  a child.  Hospital-acquired  infections  may 
also  be  encouraged  by  extensive  surgical  wounds,  by  the 
additional  restorative  procedures  necessitated,  and  by  ex- 
tended hospitalization.  Surgery,  anesthesia,  and  the  man- 
agement of  these  potential  complications  are  not  without 
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considerable  expense  to  the  patient.  The  fact  that  a signifi- 
cant number  of  patients  have  survived  “without  loss  of  func- 
tion” does  not  in  itself  justify  these  traumatic  and  expensive 
procedures. 

Antivenin  should  not  be  given  to  patients  with  previously 
documented  anaphylaxis  secondary  to  medications  derived 
from  horse  serum.  The  potential  side  effects  of  antivenin  are 
real  and  hospital  personnel  should  be  prepared  before  anti- 
venin administration  to  manage  anaphylaxis.  Ideally,  the  vic- 
tim should  be  in  an  intensive  care  unit  with  availability  of 
intravenous  fluids,  epinephrine,  and  respiratory  support  if 
needed.  Antivenin  should  not  be  administered  until  careful 
assessment  has  been  completed  and  significant  envenoma- 
tion  has  been  verified.  Signs  of  envenomation  vary  with  the 
species  of  snake  and  is  often  underestimated,  particularly 
among  victims  of  Mohave  rattlesnake  and  coral  snake  en- 
venomation where  signs  and  symptoms  may  be  absent,  mild, 
or  delayed.3  Obviously,  the  earlier  antivenin  is  administered, 
the  more  rapid  and  complete  will  be  its  neutralizing  effect  on 
the  venom.  As  soon  as  antivenin  therapy  is  initiated,  tourni- 
quets, cryotherapy,  and  other  first  aid  measures  are  con- 
traindicated because  they  may  decrease  circulation  to  the 
poisoned  area  and  prevent  access  of  the  antivenin  to  the 
venom.7 

Unfortunately,  many  snakebite  victims  are  taken  to  surgery 
for  fasciotomy  or  excision  of  the  envenomation  site  without 
receiving  appropriate  dosages  of  antivenin.  Some  physicians 
have  also  tried  to  rely  on  steroids  as  a replacement  for  anti- 
venin. Steroids  are  not  of  proven  value  in  the  management  of 
envenomation  and  should  be  reserved  for  hypersensitivity 
manifestations  such  as  serum  sickness  which  may  compli- 
cate antivenin  usage.234 

The  effectiveness  of  various  snakebite  antivenins  has 
been  well  proven  throughout  the  world  where  envenomations 
of  a much  more  serious  nature  than  commonly  seen  in  the 
United  States  occur  regularly.6  It  is  therefore  surprising  that  a 
reluctance  to  rely  on  antivenin  persists  among  many  US  phy- 
sicians. This  is  not  to  imply  that  antivenins  could  not  be  im- 
proved to  obviate  their  potential  side  effects.  Many  physi- 
cians feel  insecure  about  the  management  of  snakebite  and 
provoke  further  delay  in  the  administration  of  antivenin  by 
transporting  the  patient  to  an  “experienced  physician”  or  ter- 
tiary care  facility,  thereby  directly  or  indirectly  encouraging 
surgical  treatment.  Surgical  debridement  may  be  required 
later  in  some  patients  with  severe  envenomation,  particularly 
those  receiving  delayed  or  inadequate  medical  care. 

Knowledgeable  physicians  should  be  able  to  medically 
manage  most  snakebite  victims.  The  patient  in  shock  ob- 
viously requires  immediate  supportive  care,  including  appro- 
priate fluid  therapy  with  plasma  expanders  or  whole  blood 
and  close  observation  for  electrolyte  imbalance  or  hema- 
tologic complications.  Thrombocytopenia  not  infrequently  oc- 
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curs,  but  rarely  necessitates  platelet  transfusions.  Hemolysis 
is  a late  finding  which  may  be  recognized  by  sequential  he- 
matocrits, peripheral  blood  smears,  and  bilirubin  determina- 
tions. Disseminated  intravascular  coagulation  (DIG),  not 
unusual  in  victims  of  pit  viper  envenomation,  fortunately 
rarely  results  in  severe  bleeding  and  is  best  reversed  or  pre- 
vented by  the  use  of  intravenous  antivenin.  Defibrination  may 
be  transient  and  self-limited;  when  venom-induced  hemor- 
rhagic syndromes  are  evident,  antivenin  is  indicated.8 

Surgical  approaches  to  the  treatment  of  snakebite  do  not 
reverse  the  hematologic  and  other  systemic  manifestations 
of  envenomation  and  may  encourage  additional  complica- 
tions, particularly  when  antivenin  is  withheld.  Excision  could 
be  more  or  less  disfiguring  than  fasciotomy,  depending  upon 
the  location  of  the  bite,  local  tissue  changes  found,  and  the 
“enthusiasm”  of  the  surgeon.  This  procedure  seems  drastic 
and  hopefully  will  not  become  routine.  Despite  the  proven 
effectiveness  of  medical  management  for  most  cases,  surgi- 
cal procedures  will  likely  remain  popular  as  long  as  emer- 
gency rooms  are  supervised  by  surgically  oriented  personnel 
and  as  long  as  other  physicians  remain  reluctant  to  manage 
these  victims  medically.  Surgery  as  the  primary  mode  of 
management  for  the  treatment  of  snakebite  may  be  more 
harmful  than  helpful  and  may  indeed  be  worse  than  the  bite. 
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Clinical  pharmacology 
of  commonly  used 
antihypertensive 
agents 

Hypertension,  which  affects  more  than  20  million  people 
in  the  United  States,  is  usually  controllable  with  the  anti- 
hypertensive agents  available  at  this  time.  The  effective- 
ness of  these  agents  is  largely  dependent  upon  their 
method  of  use,  and  the  “stepped-care”  approach  has 
been  very  effective  in  this  regard.  The  following  is  a dis- 
cussion of  the  commonly  used  antihypertensive  agents 
with  reference  to  their  clinical  pharmacology  and  use. 


The  “stepped-care"  approach  to  the  treatment  of  hyper- 
tension involves  the  sequential  use  of  diuretics,  adrenergic 
blockers,  and  peripheral  vasodilators.1 

Diuretics 

Chlorothiazide  (Diuril)  was  the  first  available  thiazide  diuretic 
but  was  soon  replaced  by  hydrochlorothiazide  (Hydrodiuril, 
Esidrix,  Oretic)  which  is  better  absorbed.2  Thiazide  diuretics 
are  excreted  unchanged  by  the  kidneys,  and  hydrochloro- 
thiazide is  effective  in  two  hours  with  a maximum  effect  in 
four  to  six  hours.  The  effect  from  a single  dose  lasts  1 2 hours.3 
A thiazide-related  diuretic,  chlorthalidone  (Hygroton),  is  90% 
bound  to  RBCs  which  accounts  for  its  long  action,  while  the 
thiazides  are  evenly  distributed  throughout  the  body. 

Thiazides  inhibit  the  reabsorption  of  sodium  in  the  cortical 
portion  of  the  ascending  tubule  and  in  the  distal  convoluted 
tubule.4  The  hypotensive  effect  is  mediated  by  a reduction  in 
blood  volume  and  subsequently  by  a reduction  in  peripheral 
resistance.5  Serious  allergic  side  effects  such  as  thrombo- 
cytopenia, leukopenia,  and  vasculitis  are  quite  rare,3  and  the 
subjective  side  effects  of  headache,  weakness,  and  fatigue 
are  likewise  infrequent.  The  physiological  side  effects  of  the 
drug  are  much  more  important.  Hypokalemia  is  the  most  im- 
portant pharmacological  side  effect  and  may  occur  in  30%  to 
50%  of  patients  taking  thiazides.4  This  is  particularly  impor- 
tant in  patients  taking  digitalis,  because  hypokalemia  en- 
hances the  possibility  for  digitalis  toxicity.3  Corticosteroids, 
which  increase  sodium-potassium  exchange,  can  produce 


low  serum  potassium  levels  when  used  with  thiazides.  Ordi- 
narily, 50  mg  of  hydrochlorothiazide  per  day  will  not  produce 
significant  hypokalemia,  provided  the  patient  is  on  salt  re- 
striction.6 Less  salt  in  the  diet  causes  less  sodium  to  be  pre- 
sented to  the  distal  tubule  for  exchange  with  potassium,  and 
hence  decreased  potassium  loss.  If  potassium  supplementa- 
tion is  necessary,  potassium  chloride  is  the  only  effective 
preparation.3  Salt  substitutes  are  mostly  potassium  chloride 
and  can  provide  considerable  potassium  in  a relatively  pala- 
table way.  Most  popular  brands  contain  between  40  mEq  and 
60  mEq  of  potassium  per  teaspoon.  Potassium-sparing  diu- 
retics such  as  spironolactone  or  triamterene  may  be  added 
to  the  thiazide  if  necessary,4  but  one  should  never  use  a 
potassium-sparing  diuretic  in  combination  with  potassium 
supplements  because  of  the  possibility  of  severe  hyper- 
kalemia.1 Neither  potassium  supplements  nor  potassium- 
sparing diuretics  should  be  given  to  patients  in  renal  failure 
except  with  extreme  caution. 

Hyperuricemia  occurs  in  30%  of  hypertensive  patients, 
and  this  may  double  with  thiazide  use.7  Should  gout  or  uric 
acid  levels  in  excess  of  10-12  mg/dl  necessitate  treatment, 
probenecid  (Benemid)  or  allopurinol  (Zyloprim)  have  been 
shown  to  be  effective.8  9 

Hyperglycemia  is  an  occasional  side  effect  of  thiazide 
therapy,10  as  is  hypercalcemia.11  The  latter  is  reversible  upon 
withdrawal  of  the  thiazide,  and  may  even  abate  during  con- 
tinued administration  of  the  drug.  Whenever  hypercalcemia 
is  noted,  thiazide  administration  should  be  kept  in  mind  as  a 
possible  cause.  This  is  in  contrast  to  the  loop  diuretics  which 
reduce  serum  calcium  and  may  be  used  in  the  treatment  of 
hypercalcemia.12 

The  usual  dose  of  hydrochlorothiazide  is  50  mg  per  day,  or 
50  mg  twice  daily.  Hypokalemia  is  rarely  a problem  with  50 
mg  per  day  if  the  patient  is  on  a salt-restricted  diet,  but  may 
be  a problem  at  1 00  mg  per  day. 

The  loop  diuretics,  as  exemplified  by  ethacrynic  acid  (Ede- 
crin)  and  furosemide  (Lasix),  are  so  called  because  they  not 
only  inhibit  the  reabsorption  of  sodium  in  the  distal  tubule,  but 
in  the  loop  of  Henle  as  well. 

Because  of  its  loop  activity,  furosemide  is  a potentially 
more  powerful  diuretic  than  the  thiazides.  Orally  it  is  effective 
within  one  hour,  has  a peak  effect  in  about  two  hours,  and 
lasts  four  to  six  hours.  Because  of  its  short  half-life,  it  should 
be  given  twice  a day,  usually  in  a dose  of  40  mg.  It  has  no 
particular  advantage  over  hydrochlorothiazide 13  and  does 
have  some  potential  hazards  in  addition  to  the  usual  thiazide 
side  effects  of  hypokalemia,  hyperuricemia,  and  hypergly- 
cemia. In  contrast  to  thiazides,  furosemide  increases  urinary 
calcium  excretion,  and  hypercalcemia  is  not  seen  as  a result 
of  its  use.  At  increased  doses,  dehydration  with  reduction  in 
intravascular  volume  and  compromised  cerebral  and  cardiac 
blood  flow  is  possible.  Because  of  the  extensive  blocking  of 
sodium  reabsorption  in  the  kidney  by  furosemide,  hypo- 
natremia may  develop,  particularly  if  free  water  intake  is  al- 
lowed. Being  a sulfonamide  diuretic  related  to  the  thiazides, 
furosemide  may  cause  photosensitivity  reactions  and  skin 
rashes.  Ethacrynic  acid  is  not  a sulfonamide  and  can  be  used 
in  patients  with  such  reactions.4  Furosemide  is  easier  to  pre- 
pare and  use  intravenously  than  ethacrynic  acid,  and  per- 

43 


Volume  77  September  1981 


Antihypertensive  agents 


haps  because  of  this  it  is  more  popular.  Both  can  cause 
temporary  nerve  deafness  if  injected  rapidly  intravenously, 
particularly  in  patients  with  renal  failure.  Ethacrynic  acid  is 
more  notorious  in  this  regard.'1 2 3 4 

Adrenergic  blockers 

Adrenergic  blockers,  used  as  "second-step'’  therapy  when 
more  than  diuretics  are  needed  to  control  blood  pressure, 
block  adrenergic  receptors  by  various  means,  the  end  result 
being  to  lower  blood  pressure.  They  may  be  classified  as 
beta  blockers  and  adrenergic  neuron  blockers. 

Beta  adrenergic  receptors,  when  stimulated,  cause  periph- 
eral vasodilation  and  increased  cardiac  contractility.  Beta 
blockers  such  as  propranolol  (Inderal)  block  these  receptors, 
and  in  the  case  of  the  heart  they  decrease  both  the  heart  rate 
and  its  contractility,  thus  producing  reduced  cardiac  output.'5 6 
Propranolol  has  been  found  to  inhibit  renin  release  in  the 
kidney  and  decreases  blood  pressure  by  that  mechanism 
also.16 

Propranolol  is  well  absorbed  orally,  and  peak  plasma  levels 
are  reached  in  1 V2  hours.  Liver  uptake  and  metabolism  occur 
rapidly  and  the  primary  metabolite,  4-hydroxy-propranolol, 
is  equally  as  effective  but  has  a shorter  half-life  than  pro- 
pranolol.’7 The  half-life  of  propranolol  is  3'/2  to  6 hours,  but 
twice-daily  dosage  is  effective  for  control  of  blood  pressure  in 
most  patients.'8  Doses  do  not  need  to  be  altered  in  renal  in- 
sufficiency,19 but  phenobarbital  causes  enzyme  induction  in 
the  liver  and  may  necessitate  more  propranolol  in  patients 
taking  both  drugs.20 

Because  of  the  many  actions  of  the  beta  blockers,  side 
effects  must  always  be  kept  in  mind.  Some  side  effects  and 
contraindications  of  beta  blockers  are  listed  in  Fig  1 . The  con- 
traindications are  relative,  not  absolute.  Congestive  heart 

1 Some  side  effects  and  contraindications  for  beta  blockers 


1 . Increases  A-V  block;  should  not  be  used  in  patients  with  first  or  second 
degree  A-V  block 

2.  Prevents  relaxation  of  bronchial  smooth  muscle;  should  not  be  used  in  pa- 
tients with  bronchial  asthma  or  chronic  obstructive  lung  disease. 

3.  Decreases  cardiac  contractility;  should  not  be  used  in  patients  with  con- 
gestive heart  failure. 

4.  Slows  the  heart  rate;  should  not  be  used  in  persons  with  sinus  bradycardia. 

5.  Masks  the  adrenergic  effects  of  the  hypoglycemic  reaction;  should  not  be 
used  in  diabetics  taking  insulin. 

6.  Blocks  the  beta  (vasodilating)  effect  on  peripheral  vessels  leaving  the  alpha 
effect  unopposed;  should  not  be  used  in  patients  with  Raynaud’s  disease  or 
peripheral  vascular  disease. 

7 Blocks  the  beta  effect  upon  mast  cells  and  allows  the  cells  to  release  his- 
tamine and  other  substances;  should  not  be  used  in  persons  with  hay  fever 
during  the  poilen  season. 21 


failure  and  asthma  are  the  major  contraindications,  whereas 
a well-controlled  case  of  diabetes  or  a patient  with  mild  pe- 
ripheral vascular  disease  may  be  able  to  take  propranolol  if 
the  risk  justifies  its  trial.  Generally  80  to  160  mg  of  proprano- 
lol per  day  are  required  to  effect  a beta  blockade  which  is 
necessary  in  treating  hypertension.  The  dose  of  propranolol 
is  most  important,  and  it  should  be  titrated  to  effect  unless 
side  reactions  intervene.  If  a beta  blocker  is  indicated  in  a 
patient  with  obstructive  airway  disease  or  peripheral  vascular 
disease,  metaprolol  (Lopressor),  which  is  a cardioselective 
beta  blocker,  may  be  used  instead  of  propranolol.  Stopping 
propranolol  should  be  done  gradually  because  of  the  re- 
ported exacerbation  of  coronary  events  associated  with  sud- 
den withdrawal  of  the  drug.22 

At  least  two  different  types  of  beta  receptors  have  now 
been  identified.  Beta,  receptors  are  found  mostly  in  the  heart 
and  kidneys,  and  blocking  beta,  activity  results  in  a decrease 
in  the  heart  rate  and  contractility  as  well  as  a reduction  in  the 
renin  activity.  Beta2  receptors  are  located  in  the  smooth  mus- 
cles of  the  bronchial  tree  and  peripheral  blood  vessels  with 
some  receptors  in  the  liver  and  pancreas.  Beta2  blockade 
results  in  peripheral  vasoconstriction  as  well  as  reduction  in 
glycogenolysis  and  insulin  production.  Since  propranolol  has 
both  beta,-  and  beta2-blocking  effect  and  since  metaprolol 
has  primarily  beta, -blocking  effect,  metaprolol  may  well  be 
superior  to  propranolol  in  the  treatment  of  hypertension  when 
diabetes,  obstructive  lung  disease,  or  peripheral  vascular 
disease  appear  concomitantly.  Metaprolol,  like  propranolol,  is 
extensively  metabolized  in  the  liver  and  has  a serum  half-life 
of  three  to  four  hours.  In  spite  of  this,  the  recommended  dos- 
ing interval  is  1 2 hours,  starting  with  50  mg  twice  a day  and 
progressing  to  1 00  to  200  mg  twice  daily,  according  to  effect. 
Even  though  metaprolol  is  primarily  a beta,  blocker,  there  is 
some  beta2  effect,  particularly  at  doses  in  excess  of  100  mg 
per  day.  Accordingly,  its  use  is  not  recommended  in  persons 
with  active  asthma  or  severe  obstructive  lung  disease,  ex- 
cept with  extreme  caution.  Its  contraindications  otherwise  re- 
late to  the  heart  and  it  should  not  be  used  in  persons  with 
congestive  heart  failure  or  a heart  rate  less  than  60  beats  per 
minute.23 

The  adrenergic  neuron  blockers  include  reserpine,  alpha- 
methyldopa,  clonidine,  and  guanethidine.  They  act  in  various 
ways,  some  not  well  understood,  to  inhibit  or  block  the  func- 
tion of  the  adrenergic  nerves.  They  share  several  common 
traits,  including  avid  salt  retention  (It  is  necessary  to  use 
thiazide  or  loop  diuretics  with  them),  blockade  of  reflex  tachy- 
cardia when  used  with  vasodilating  antihypertensives  (may 
be  used  in  place  of  propranolol  with  peripheral  vasodilators), 
and  possible  serious  side  effects. 

One  of  the  oldest  antihypertensive  drugs,  reserpine  (Ser- 
pasil)  has  been  in  use  almost  30  years.  It  is  not  used  as  much 
now  as  in  years  past  because  of  the  development  of  other 
effective  antihypertensive  drugs  with  less  serious  side  ef- 
fects. In  combination  with  a diuretic  it  is  a very  effective  drug 
for  mild  to  moderate  hypertension,  and  it  remains  the  cheap- 
est of  the  antihypertensive  drugs. 

Reserpine  depletes  stores  of  catecholamines  in  many 
organs  including  the  brain,  heart,  blood  vessels,  and  adre- 
nergic nerve  endings.  The  central  nervous  system  effects  of 
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tranquilization  and  depression  result  from  depletion  of  5-hy- 
droxytryptophan  from  the  brain.24  Reserpine  is  readily  ab- 
sorbed from  the  gastrointestinal  tract,  but  should  be  taken 
with  food  to  avoid  gastrointestinal  upsets.  It  is  taken  up  rap- 
idly by  lipid-containing  tissues,  particularly  the  brain,  and 
binds  to  sites  involved  with  biogenic  amine  storage.  Amine 
depletion  occurs  rather  slowly  and  persists  long  after  reser- 
pine has  been  metabolized  and  excreted  because  some  time 
is  required  for  the  body  to  replace  catecholamines  once 
depletion  occurs.  The  dose  should  be  reduced  with  renal 
disease.25 

Depression  is  the  main  side  effect  and  is  the  prime  reason 
clinicians  have  turned  to  other  drugs  for  a condition  requiring 
long-term  treatment.26  Tricyclic  antidepressants  antagonize 
the  antihypertensive  effects  of  all  antiadrenergic  agents,  in- 
cluding reserpine,  and  reserpine  interferes  with  the  “dopa 
effect"  of  L-dopa  in  the  treatment  of  Parkinsonism,  and  thus 
is  contraindicated  in  such  cases.25  Reserpine  aggravates 
peptic  ulcer  disease  and  ulcerative  colitis  and  should  not  be 
used  in  patients  with  these  conditions.  It  should  be  stopped 
two  weeks  before  anticipated  surgery  with  general  anesthe- 
sia because  of  possible  hypotension  during  surgery.27  Nasal 
congestion  and  lethargy  are  sometimes  seen  but  pose  no 
serious  threat  to  the  patient.  The  recent  controversy  regard- 
ing reserpine  and  breast  cancer  seems  now  to  be  resolved  in 
favor  of  there  being  no  consistent  relationship  between  the 
two.28 

Because  it  does  not  reduce  renal  blood  flow,  methyldopa  is 
often  used  in  treating  hypertension  associated  with  azote- 
mia.29 Salt  retention  with  weight  gain  and  edema  is  a prob- 
lem, and  methyldopa  should  never  be  used  without  a di- 
uretic.30 It  is  a reasonable  second-step  drug  if  the  use  of 
propranolol  is  contraindicated,  and  may  be  used  with  periph- 
eral dilators  because  it  will  block  the  reflex  tachycardia  asso- 
ciated with  their  use.  There  are  some  possible  serious  side 
effects  which  have  tended  to  militate  against  methyldopa’s 
widespread  use. 

Controversy  surrounds  the  way  methyldopa  works.  Be- 
cause methyldopa  interferes  with  decarboxylation  of  both 
dopa  and  5-hydroxytryptophan,  peripheral  levels  of  dopa- 
mine and  norepinephrine  are  reduced.  This  was  the  original 
postulated  action  but  was  later  replaced  by  the  “false  trans- 
mitter” theory  in  which  the  metabolic  product  of  methyldopa, 
alpha-methyl-norepinephrine,  displaces  norepinephrine  and 
acts  as  a “false  transmitter.”  There  are  reasons  to  believe 
this  does  not  really  happen,  so  the  current  thought  is  that 
methyldopa  exerts  its  antihypertensive  effect  through  central 
stimulation  of  inhibitors  of  alpha  adrenergic  receptors  with 
resultant  decreased  peripheral  resistance.3'  Methyldopa  is 
about  50%  absorbed  from  the  gastrointestinal  tract  with  con- 
siderable variation  from  patient  to  patient.  Peak  plasma  lev- 
els occur  three  to  six  hours  and  maximal  blood  pressure 
reduction  is  seen  four  to  six  hours  following  an  oral  dose.  It  is 
metabolized  in  the  liver  and  excreted  in  the  urine.  Doses 
should  be  reduced  in  patients  with  liver  or  renal  disease,  but 
concomitant  barbiturate  therapy  will  induce  liver  enzymes 
and  accelerate  methyldopa  metabolism.32 

Drug  fever,  hepatitis,  lupus  syndrome,  Coombs’-positive 
hemolytic  anemia,  and  hematologic  abnormalities  some- 


times occur  with  the  use  of  methyldopa.33  34  Hepatitis  has 
been  reported  to  occur  in  up  to  2.8%  of  patients  taking  meth- 
yldopa. It  apparently  takes  one  of  two  forms:  (1)  gradual 
onset  of  hepatitis  eight  weeks  after  the  start  of  therapy,  and 
(2)  hepatitis  associated  with  acute  onset  of  chills,  fever,  my- 
algia, and  anorexia  within  four  days  after  administration  of 
the  drug.  Both  types  disappear  following  discontinuation  of 
therapy.35 

Drug  fever  occurs  in  1 % to  3%  of  patients  taking  the  drug 
and  is  frequently  associated  with  eosinophilia,  elevated 
erythrocyte  sedimentation  rate,  and  liver  function  abnor- 
malities. It  usually  follows  a latent  period  of  nine  to  1 9 days 
and  the  temperature  returns  to  normal  within  two  days  after 
the  drug  is  stopped.36 

Coombs’  test  results  are  positive  in  1 0%  to  20%  of  patients 
on  prolonged  methyldopa  therapy.37  This  may  be  associated 
with  hemolytic  anemia  which  usually  responds  to  stopping 
methyldopa.38  Corticosteroids  may  be  necessary  to  correct 
the  anemia,  however. 

There  is  an  apparent  association  between  methyldopa  and 
the  development  of  a positive  antinuclear  antibody  (ANA), 

LE  cell  preps,  and  rheumatoid  factor.  Lupus  symptoms  have 
been  reported  in  rare  instances  and  it  is  suggested  that  meth- 
yldopa be  discontinued  should  a patient  develop  a positive 
ANA.39 

Methyldopa  is  best  indicated  as  a second-step  drug  where 
beta  blockers  are  contraindicated  or  where  renal  insuffi- 
ciency is  present.  The  usual  dose  is  1 .0  to  1 .5  gm  daily  in  four 
divided  doses. 

A relatively  new  drug  (1974),  clonidine  (Catapres),  is  an 
effective  agent  in  treating  mild  to  moderate  hypertension.  It 
does  not  decrease  renal  blood  flow,  nor  does  it  cause  pos- 
tural hypotension.  It  does  have  a rather  severe  sedative 
effect  and  persons  operating  machinery  or  driving  should  be 
made  particularly  aware  of  this  side  effect. 

Clonidine  appears  to  exert  its  antihypertensive  effect  by  a 
central  action  in  the  medulla  which  decreases  efferent  sym- 
pathetic outflow  to  peripheral  receptors.  This  produces  a 
slowing  of  the  heart  rate,  decrease  in  cardiac  output,  and 
lowering  of  peripheral  resistance.40  It  is  well  absorbed  orally 
with  peak  plasma  levels  occurring  in  three  to  five  hours.  The 
antihypertensive  effect  may  last  24  hours,  with  a reported 
half-life  of  1 2 to  1 6 hours.  Dosing  initially  should  be  four  times 
daily,  but  after  a few  days  twice-a-day  dosing  is  equally  effec- 
tive. Clonidine  is  metabolized  in  the  liver,  but  not  extensively 
on  its  first  pass.  Following  oral  dose,  60%  of  the  drug  is  ex- 
creted unchanged  in  the  urine,  which  is  the  main  excretory 
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portal  for  the  drug  and  its  metabolites.41  With  severe  renal 
impairment,  doses  have  to  be  reduced  as  the  half-life  may 
extend  to  as  long  as  35  hours.42 

Sedation  has  been  mentioned.  The  acute  withdrawal  syn- 
drome, which  characterizes  the  withdrawal  of  any  adrenergic 
or  beta-blocking  drug,43  is  particularly  troublesome  with 
clonidine.  When  this  drug  is  withdrawn  suddenly  without 
tapering,  an  acute  exacerbation  of  hypertension  with  tachy- 
arrhythmias, nervousness,  sweating,  anxiety,  abdominal 
cramps,  and  headache  may  occur.44  The  higher  the  daily 
dose  of  clonidine,  the  more  likely  is  the  syndrome  to  occur  on 
sudden  withdrawal.  This  is  markedly  so  if  the  dosage  ex- 
ceeds 1 .2  mg  daily.41 

Clonidine  is  an  effective  second-step  drug  when  used  with 
diuretics,  but  its  side  effects  of  sedation,  drowsiness,  and 
lethargy  detracts  from  its  popularity.  It  is  not  as  effective  as 
propranolol  in  treating  severe  hypertension. 

One  of  the  older  antihypertensives  (1959),  guanethidine 
(Ismelin),  is  one  of  the  most  effective  agents  for  hyperten- 
sion. It  is  used  primarily  as  a fourth-step  drug  after  sequential 
use  of  diuretics,  blockers,  and  vasodilators  have  failed  to 
properly  control  the  blood  pressure.  It  is  used  especially  in 
cases  of  accelerated  or  malignant  hypertension. 

Guanethidine  is  a peripheral  adrenergic  blocker  which  de- 
pletes the  nerve  endings  and  myocardium  of  catechola- 
mines. It  also  blocks  the  release  of  catecholamines  normally 
produced  by  nerve  endings,  the  sum  effect  being  to  decrease 
arteriolar  vasoconstriction.45  Guanethidine  is  poorly  ab- 
sorbed orally,  only  3%  to  27%  of  the  administered  dose  even- 
tually getting  into  the  systemic  circulation.46  There  is  some 
first-pass  metabolism  by  the  liver,  but  the  majority  of  the  ab- 
sorbed drug  leaves  the  circulation  for  storage  sites,  including 
sympathetic  nerve  endings.  After  distribution  in  the  body, 
guanethidine  is  eliminated  with  a half-life  of  five  days,  so  the 
drug  dosage  should  not  be  changed  more  often  than  once 
per  week.  For  the  same  reason,  administering  the  drug  more 
often  than  once  a day  is  not  necessary.  In  cases  of  severe 
hypertension  where  control  in  a few  days  is  necessary,  gua- 
nethidine may  be  given  in  an  initial  large  loading  dose  over  a 
four-day  period.47  Because  of  the  close  observation  neces- 
sary, patients  should  be  hospitalized  for  the  loading  regimen. 
Approximately  half  the  drug  is  excreted  unchanged  in  the 
urine.  The  rest  is  metabolized  by  the  liver,  and  severe  renal 
or  hepatic  disease  dictates  reduced  drug  dosages.  Guanethi- 
dine produces  postural  hypotension  which  is  potentiated  by 
hot  weather,  alcohol,  or  exercise.  Drug  dosage  adjustments 
should  be  based  on  blood  pressure  measurements,  prefera- 
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bly  taken  when  the  patient  is  standing  or  following  exercise. 
Elevating  patients’  beds  on  4 to  6 inch  head  blocks  increases 
the  effectiveness  of  the  treatment. 

Postural  hypotension,  ejaculatory  impairment,  and  diar- 
rhea are  the  main  side  effects  associated  with  the  use  of 
guanethidine.47  Careful  regulation  of  the  drug  dose  with 
standing  blood  pressures,  preferably  by  having  the  patient 
monitor  blood  pressure  at  home,  is  effective  in  minimizing  the 
postural  hypotension.  The  other  two  side  effects,  sexual  dys- 
function and  diarrhea,  are  possibly  more  troublesome  to  the 
patient  and  are  major  factors  in  patient  noncompliance. 
Guanethidine,  like  all  adrenergic  blockers,  causes  salt  reten- 
tion and  should  always  be  used  with  a diuretic. 

Vasodilators 

The  vasodilator  drugs  act  by  reducing  peripheral  vascular  re- 
sistance and  are  generally  thought  of  as  third-step  drugs  to 
be  used  after  diuretics  and  blockers.  Peripheral  vasodilators 
cause  a reflex  tachycardia  with  subsequent  increased  car- 
diac output,  and  thus  must  be  used  with  a blocker  such  as 
propranolol  to  break  this  reflex  arc.  The  exception  to  this  is 
prazosin  (Minipress)  which  may  be  used  as  a second-stage 
drug  without  concomitant  use  of  a blocking  drug 

Introduced  in  1 951 , hydralazine  (Apresoline)  is  the  proto- 
type vasodilator.  It  fell  into  disfavor  in  its  early  years  because 
of  the  reflex  tachycardia  it  caused,  necessitating  increasing 
doses  of  the  drug  to  toxic  levels.  With  the  availability  of  pro- 
pranolol for  use  in  hypertension  in  1976,  hydralazine  has  en- 
joyed renewed  popularity  and  is  now  the  prime  third-stage 
drug  in  current  use. 

Hydralazine  causes  direct  relaxation  of  smooth  muscle  in 
the  peripheral  vascular  bed.48  It  is  quickly  and  extensively  ab- 
sorbed orally  and  is  distributed  in  the  muscular  arteries  of  the 
heart,  liver,  kidneys,  brain,  and  skeletal  muscles.  Peak  serum 
levels  are  reached  in  one  to  two  hours.  The  usual  initial  dose 
is  25  mg  given  three  to  four  times  a day  although  recent  evi- 
dence suggests  twice-daily  doses  are  equally  effective.49 
There  is  considerable  biotransformation  in  the  gut  and  liver 
on  a first  pass  mechanism.  This  is  an  acetylation  process 
and  “slow  acetylators”  (approximately  50%  of  the  US  popu- 
lation) are  more  likely  to  develop  an  adverse  reaction  to 
hydralazine,  particularly  the  lupus  syndrome.50  High  serum 
levels  of  the  drug  are  found  in  patients  with  renal  insuffi- 
ciency and  this  is  thought  to  be  related  to  slower  biotransfor- 
mation of  hydralazine  in  uremia.49  For  this  reason,  dosages 
should  be  reduced  with  renal  insufficiency. 

Minor  side  effects  such  as  anorexia,  nausea,  headache, 
weakness,  and  dizziness  are  occasionally  seen.51  When 
used  without  a blocker,  hydralazine  causes  tachycardia  and 
can  aggravate  angina.49  The  major  side  effect  is  the  late  tox- 
icity or  lupus  syndrome.  The  incidence  is  reported  to  be  be- 
tween 6%  and  1 3%  and  seems  to  occur  in  slow  acetylators 
taking  more  than  200  mg  hydralazine  per  day  for  more  than 
six  months.  The  initial  symptoms  are  arthritis,  arthralgia,  and 
fever,  and  the  ANA  is  positive  in  over  90%. 52  It  occurs  more  in 
the  summer  and  most  of  the  affected  patients  are  noted  to 
have  had  early  toxicity  symptoms  such  as  fever  and  arthral- 
gia in  the  first  few  weeks  of  therapy.  By  keeping  the  dose  to 
less  than  200  mg  per  day  and  checking  the  ANA  periodically 
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in  patients  on  long-term  therapy,  the  lupus  syndrome  can  be 
avoided.  When  the  lupus  syndrome  does  occur,  it  is  usually 
reversible  within  six  months  upon  omission  of  hydralazine, 
although  the  ANA  may  remain  positive  for  as  long  as  ten 
years.52 

Introduced  in  1976,  prazosin  (Minipress)  promised  to  be  an 
improved  vasodilator  in  that  it  does  not  produce  reflex  tachy- 
cardia. Accordingly  it  can  be  used  as  a second-stage  agent 
without  adrenergic  blockade,  although  it  is  more  effective  as 
a third-step  drug  after  thiazides  and  propranolol  in  cases  of 
severe  hypertension.53 

Prazosin  produces  arterial  vasodilation  without  reflex 
tachycardia  because  it  is  a postsynaptic  alpha  blocker  rather 
than  a presynaptic  and  postsynaptic  alpha  blocker  such  as 
phenoxybenzamine  (Dibenzyline)  and  phentolamine  (Regi- 
tine).55  This  is  thought  to  limit  the  overflow  of  norepinephrine 
causing  recruitment  of  closely  associated  beta  receptors.56 
Additionally,  the  tachycardia  and  renin  release  associated 
with  the  use  of  the  direct  acting  vasodilators  such  as  hydral- 
azine and  minoxidil  is  lacking  with  prazosin.  This  is  thought 
to  be  due  to  prazosin's  combined  action  on  both  the  venous 
as  well  as  the  arterial  side  of  the  circulation,  producing  a de- 
creased venous  return  to  the  heart  with  no  change  in  right 
atrial  pressure,  cardiac  output,  and  heart  rate.57  Prazosin  is 
well  absorbed  orally,  peak  serum  levels  are  reached  in  two  to 
three  hours,  and  the  half-life  is  four  hours.54  It  is  metabolized 
in  the  liver,  and  blood  levels  are  increased  in  hepatic  disease. 
Renal  excretion  is  minimal  as  the  metabolites  are  excreted 
by  the  bile  into  feces,  and  the  dosage  need  not  be  reduced 
significantly  in  renal  failure.55 

Prazosin  has  been  reported  to  cause  syncope  and  sudden 
loss  of  consciousness.  This  occurs  as  a “first-dose  phenom- 
enon’’ and  usually  within  60  to  90  minutes  of  administration.56 
This  may  also  occur  when  the  dosage  is  increased,  but  it  is 
more  often  seen  with  the  first  dose.  This  may  be  avoided  by 
giving  only  1 mg  as  the  first  dose,  and  giving  the  first  dose  at 
bedtime59  with  instructions  not  to  get  out  of  bed  for  several 
hours.  Other  possible  side  effects  include  headache,  dizzi- 
ness, lethargy,  weakness,  and  nausea,  but  these  are  not 
common.57  No  serious  renal,  hepatic,  or  hematologic  side 
effects  are  yet  reported. 

Prazosin  should  be  given  in  a dose  of  1 mg  three  times  a 
day  (first  dose  at  bedtime),  and  gradually  increased  to  effect 
or  a total  dose  of  20  mg  per  day.  Higher  doses  to  40  mg  per 
day  may  be  indicated  in  certain  cases.57 

Minoxidil  (Loniten),  a new  vasodilator,  appears  to  have 
unique  potency  in  severe  or  malignant  hypertension  where 
other  agents  have  failed  to  control  the  blood  pressure.58  59  As 
a direct  vasodilator,  it  must  be  used  with  a blocking  drug, 
preferably  propranolol,  to  prevent  reflex  tachycardia.  It  is  also 
necessary  to  use  diuretics  with  minoxidil  as  it  is  a potent  salt 
retainer.  Because  of  the  serious  potential  side  effects,  minox- 
idil should  be  reserved  for  those  cases  in  which  all  other 
agents  have  failed  to  provide  a suitable  response. 

Minoxidil  is  an  orally  effective  agent  that  appears  to  act  di- 
rectly on  the  vascular  wall.60  It  is  well  absorbed  orally  and  ap- 
pears in  the  plasma  within  30  minutes.  Maximal  concentra- 
tions occur  at  one  hour  and  the  mean  half-life  is  4.2  hours, 
but  the  pharmacologic  effect  of  the  drug  exceeds  24  hours. 61 


It  is  thought  that  the  disparity  between  the  plasma  half-life 
and  the  duration  of  the  hypotensive  effect  is  due  to  accumu- 
lation of  the  drug  at  receptor  sites.  The  drug  is  metabolized 
rapidly  by  the  liver  and  cleared  through  the  kidneys,  princi- 
pally by  filtration  without  a significant  renal  tubular  contribu- 
tion.61 Renal  insufficiency  is  not  associated  with  significantly 
elevated  serum  levels  of  the  drug. 

Aside  from  intense  salt  and  water  retention,  minoxidil 
causes  hair  growth  on  the  face,  arms, and  back.58  62  Pericar- 
dial effusion  has  been  reported  to  occur,63  64  and  this  should 
always  be  considered  in  patients  taking  minoxidil.  It  probably 
relates  to  the  avid  sodium  retention  associated  with  the 
drug’s  use. 

Minoxidil  is  usually  started  at  1 0 mg  per  day  and  increased 
gradually  to  effect  or  40  mg  per  day.  It  may  be  given  once 
daily  if  the  supine  diastolic  blood  pressure  reduction  is  30 
mm  Hg  or  less.  If  the  blood  pressure  reduction  is  greater  than 
30  mm,  the  dose  should  be  divided  and  given  twice  daily. 

Summary 

The  “stepped-care”  method  is  the  current  recommended  ap- 
proach to  antihypertensive  therapy.  It  involves  the  sequential 
additive  use  of  diuretics,  adrenergic  blockers,  and  vasodila- 
tors as  necessary  to  control  blood  pressure.  Ideally,  one 
should  start  with  hydrochlorothiazide,  add  propranolol  as 
necessary  to  maximum  dose,  then  add  hydralazine  if  indi- 
cated. If  the  blood  pressure  is  still  too  high  with  maximum 
doses  of  these  drugs,  guanethidine  is  added,  or  possibly 
minoxidil  if  guanethidine  cannot  be  used.  At  times  certain  of 
these  drugs  cannot  be  used,  and  other  drugs  within  the  same 
class  will  have  to  be  substituted. 
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Motrin"  Tablets (ibuprofen,  Upjohn) 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema,  and  bronchospastlc  reactivity  to  aspirin,  iodides,  or  other  non- 
steroidal anti-inflammatory  agents.  Anaphylactoid  reactions  have  occurred  in  such 
patients. 

Warnings:  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have 
been  reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has 
not  been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE  REAC- 
TIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 

Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  characterized  by 
papillary  edema  and  necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in 
humans  treated  with  Motrin. 

Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields  and  color  vision 
testing.  Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation  or  hypertension.  Motrin  is  excreted 
mainly  by  the  kidneys.  In  patients  with  renal  impairment,  reduced  dosage  may  be  nec- 
essary. Prospective  studies  of  Motrin  safety  in  patients  with  chronic  renal  failure  have 
not  been  done  Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use 
with  caution  in  persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant 
therapy  Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or 
bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema.  To 
avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  cortico- 
steroid therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added  The  anti- 
pyretic, anti-inflammatory  activity  of  Motrin  may  mask  inflammation  and  fever. 

Drug  interactions.  Aspirin : used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin : bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 

The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is  gastrointestinal,  of 
which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  Than  7%  (but  less  than  3°/o)  - Probable  Causal  Relationship 
Gastrointestinal:  Nausea/  epigastric  painf  heartburn/  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl 
tract  (bloating  and  flatulence);  Central  Nervous  System:  Dizziness/  headache,  nervous- 
ness; Dermatologic:  Rash*  (including  maculopapular  type),  pruritus;  Special  Senses:  Tin- 
nitus Metabolic/Endocrine:  Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention 
(generally  responds  promptly  to  drug  discontinuation;  see  PRECAUTIONS). 

Incidence  Less  Than  IX-Probable  Causal  Relationship ** 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastroin- 
testinal hemorrhage,  melena,  gastritis,  hepatitis,  jaundice,  abnormal  liver  function  tests; 
Central  Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence, 
aseptic  meningitis  with  fever  and  coma;  Dermatologic:  Vesiculobullous  eruptions,  urti- 
caria, erythema  multiforme,  Stevens-Johnson  syndrome,  alopecia;  Special  Senses: 
Hearing  loss,  amblyopia  (blurred  and/or  diminished  vision,  scotomata,  and/or  changes 
in  color  vision)  (see  PRECAUTIONS),  Hematologic:  Neutropenia,  agranulocytosis,  aplastic 
anemia,  hemolytic  anemia  (sometimes  Coombs'  positive),  thrombocytopenia  with  or 
without  purpura,  eosinophilia,  decreases  in  hemoglobin  and  hematocrit;  Cardiovascular: 
Congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood 
pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain,  fever,  chills,  nausea  and 
vomiting,  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS);  Renal:  Acute  renal 
failure  in  patients  with  preexisting,  significantly  impaired  renal  function,  decreased 
creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria;  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  Less  Than  1%-Causal  Relationship  Unknown ** 

Gastrointestinal:  Pancreatitis;  Central  Nervous  System:  Paresthesias,  hallucinations, 
dream  abnormalities,  pseudotumor  cerebri;  Dermatologic:  Toxic  epidermal  necrolysis, 
photoallergic  skin  reactions;  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis; 
Hematologic:  Bleeding  episodes  (e  g.,  epistaxis,  menorrhagia);  Metabolic/Endocrine:  Gyne- 
comastia, hypoglycemic  reaction;  Cardiovascular:  Arrhythmia  (sinus  tachycardia,  sinus 
bradycardia);  Allergic:  Serum  sickness,  lupus  erythematosus  syndrome,  Henoch- 
Schonlein  vasculitis,  Renal:  Renal  papillary  necrosis. 

* Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions 
occurring  in  less  than  3%  of  the  patients  are  unmarked.) 

* Reactions  are  classified  under ", Probable  Causal  Relationship"  (PCR)  if  there  has  been 
one  positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related. 
Reactions  are  classified  under  “Causal  Relationship  Unknown"  if  seven  or  more  events 
have  been  reported  but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Do  not  exceed  2400  mg  per  day.  If  gastrointestinal 
complaints  occur,  administer  with  meals  or  milk. 

Rheumatoid  arthritis  and  osteoarthritis,  including  flares  of  chronic  disease:  Sug- 
gested dosage  is  300, 400,  or  600  mg  t.i.d.  or  q.i.d.  Mild  to  moderate  pain:  400  mg  every 
4 to  6 hours  as  necessary  for  relief  of  pain 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium*  (chlordiazepoxide  MCl/Roche)  to  known  addiction-prone 
individuals  or  those  who  might  Increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsulesfday  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially In  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
Isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  oeriodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 
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DISORDERS 


of  Irritable  Bowel  Syndrome* 
and  Peptic  Ulcer* 

Librax...the  only  <3.1.  medication  that 
provides  the  action  of  Librium® 
(chlordiazepoxide  MCI)  to  relieve  the 
accompanying  anxiety  found  in  some 
patients,  plus  the  action  of  Quarzan® 
(didinium  bromide)  to  reduce  colonic 
spasm  and  gastric  hypersecretion. 


Each  capsule  contains  5 mg  chlordiazepoxide  MCI 
and  2.5  mg  clidinium  Br. 

Antianxiety/ Antisecretory/ 
Antispasmodc 


♦Librax  has  been  evaluated  as  possibly  effective 
for  these  indications.  Please  see  summary  of 
prescribing  Information  on  facing  page. 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide. 


fStep  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dcsage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management.  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas- 
sium is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults.  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk  If  fheir  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use 
in  children  is  nol  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently:  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients.  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide'  interferes  with  fluorescent 
measurement  of  qumidine  Hypokalemia  is  uncommon  with 
Dyazide . but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions,  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and.  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide  . 
although  a causal  relationship  has  not  been  established 
Supplied.  Bottles  of  1000  capsules:  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak™  unit-of-use  bottles  of  100. 
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Tissue  necrosis  in 
snakebite 

)ur  experience  in  managing  269  patients  with  snake- 
)ite  has  been  presented.  Antivenin,  cryotherapy,  anti- 
listamine,  and  steroids,  used  singularly  or  in  combina- 
ion,  was  the  primary  mode  of  therapy  used  between 
1952  and  1969.  Although  there  was  no  mortality  among 
his  group  of  patients,  the  morbidity  due  to  limb  loss  or 
imb  deformities  was  found  to  be  31 .9%  for  the  hand  and 
1 0%  for  the  foot.  Since  1 970,  we  have  adopted  a more 
aggressive  approach  in  managing  these  patients  by 
jarly  removal  of  poisoned  tissues.  The  morbidity  en- 
countered among  the  second  group  of  patients  was 


3.49%.  By  early  excision  of  the  snakebite  wound,  we  are 
convinced  that  the  systemic  intoxication  is  curtailed  and 
the  sequelae  of  limb  deformities  minimized. 


Because  poisonous  snakebite  is  considered  a "medical 
emergency,  medical  treatments  have  been  concerned  pri- 
marily with  reduction  of  systemic  intoxication,  while  tissue 
necrosis  around  the  area  of  envenomation,  usually  not  ap- 
parent initially,  is  regarded  as  an  expected  sequela.  Any 
structural  deformities  are  left  for  later  reconstruction.  In  1 974, 
we  advocated  the  use  of  excisional  therapy  in  snakebite 
treatment.1  This  was  based  upon  the  rationale  that  early  re- 
moval of  poisoned  tissue  from  the  area  of  envenomation  will 
curtail  systemic  absorption  of  toxins.  In  order  to  evaluate  the 
efficacy  of  this  treatment,  we  have  reviewed  the  records 
of  269  patients  treated  at  The  University  of  Texas  Medical 
Branch  hospitals  in  Galveston  between  1952  and  1979.  The 
information  accumulated  formed  the  basis  of  this  report. 

Clinical  materials 

Since  1 952,  we  have  treated  269  patients  for  poisonous 
snakebite  at  The  University  of  Texas  Medical  Branch  hospi- 
tals. Of  these  patients,  63  were  treated  between  1 952  and 
1 969.  The  remaining  206  received  their  care  during  the  sub- 
sequent nine  years.  Although  the  lower  extremities  were  the 
most  common  site  of  injury,  there  were  22  patients  among 
the  first  group  who  sustained  the  bite  in  the  hand.  In  contrast, 
94  of  206  patients  suffered  hand  bites  among  the  latter  group 
(Fig  1 ).  The  offending  snakes,  in  all  but  five  instances,  be- 
longed to  the  family  Viperidae,  ie,  rattlesnakes,  copperheads, 


and  water  moccasins.  Most  patients  were  brought  to  the 
emergency  room  soon  after  the  accident.  However,  1 9 indi- 
viduals suffering  tissue  loss  of  extremities  were  transferred  to 
our  facility  one  to  six  weeks  after  the  bite.  These  required 
secondary  reconstruction. 

Method  of  treatment 

During  the  past  27  years,  our  approach  to  managing  poi- 
sonous snakebite  has  changed  from  that  of  aiming  to  allevi- 
ate systemic  intoxication  to  an  early  and  aggressive  surgical 
handling  of  the  wound.  The  change  has  come  about  largely 
by  our  increasing  concern  over  the  morbidities  encountered 
in  patients  who  had  received  only  medical  treatment. 

From  1952  to  1969,  polyvalent  antivenin,  cryotherapy, 
steroids,  antihistamine,  incision,  and  suction  around  the  site 
of  envenomation,  used  alone  or  in  combination,  were  the 
most  common  methods  of  treatment  used.  No  care  was  ren- 
dered to  the  wound  immediately  and,  consequently,  any 
tissue  damage  ensuing  was  left  for  reconstruction  at  a later 
date. 

Of  the  63  patients  treated  for  snakebite  from  1 952  to  1 969, 
there  were  29  who  developed  complications  of  tissue  ne- 
crosis. Fifteen  patients  suffered  necrosis  of  fingers;  1 4 had 
tissue  loss  of  the  foot.  The  methods  of  reconstruction  varied, 
depending  upon  the  extent  of  tissue  damage.  In  the  majority 
of  instances,  the  wound  was  covered  with  either  a split-thick- 
ness skin  graft  or  skin  flaps;  however,  amputation  of  digits 
became  necessary  in  1 1 patients  with  hand  bites.  Amputa- 
tion involving  the  lower  extremities  was  carried  out  in  four 
patients.  The  extent  varied  from  a below-the-knee  amputa- 
tion to  a simple  removal  of  a necrotic  digit. 

Since  1 970,  excisional  therapy  has  been  the  primary  meth- 
od of  treatment  for  individuals  brought  to  the  emergency 
room  soon  after  the  bite.  Polyvalent  antivenin  was  reserved 
for  patients  showing  the  systemic  effects  of  venom.  None  of 
the  202  patients  who  received  primary  care  at  our  hospitals 
required  antivenin. 

The  rationale  for  excisional  therapy  is  based  upon  the  find- 
ings that  the  major  bulk  of  venom  injected  will  remain  near 
the  bite  until  the  patient  reaches  medical  care.  Removal  of 
the  tissue  containing  the  venom  soon  after  the  injection  can, 
therefore,  lessen  systemic  absorption  and  minimize  tissue 
destruction.  The  removal  is  accomplished  by  excising  the 
tissue  containing  the  venom.  Ecchymotic  discoloration  com- 
monly observed  in  the  affected  tissues  is  found  to  be  a useful 
clinical  indicator  of  the  magnitude  of  envenomation.  There- 
fore, poisoned  tissues  are  best  exposed  by  removing  the 
overlying  skin  or  by  elevating  a skin  flap.  For  persons  bit- 
ten on  the  hand  or  finger,  either  a midlateral  incision  or  an 
s-shaped  incision  is  preferred  for  exposure.  Fashioning  a 
skin  flap  should  be  avoided  in  the  lower  extremities  because 
of  their  vulnerability  to  further  necrosis.  Instead,  removal  of 


1 . Locations  of  bites  during  periods  studied 


Period  of  Years 

No  of  Patients  Treated 

1952-1969 

Upper  extremity  22 
Lower  extremity  41 

1970-1979 

Upper  extremity  94 
Lower  extremity  112 
TOTAL  269 
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the  skin  with  underlying  hemorrhagic  tissues  will  be 
necessary. 

To  assure  maximum  removal  of  deposited  venom,  all  hem- 
orrhagic tissues  must  be  excised.  However,  structures  such 
as  tendons,  large  veins,  arteries,  and  major  nerves  are  pre- 
served. The  resultant  wound  can  be  closed  immediately  or 
delayed  for  several  days. 

Complications  following  excisional  therapy 

Six  patients  of  the  202  treated  developed  tissue  necrosis 
after  excisional  therapy.  The  incidence  of  tissue  necrosis  in 
the  hand  was  5.5%  (5  of  91  hands),  while  in  the  lower  ex- 
tremities, it  was  0.9%  (1  of  1 1 1 feet).  Of  five  patients  who  had 
developed  complications,  one  had  necrosis  of  the  distal  pha- 
lanx following  a cobra  bite  to  the  thumb.  Four  patients  devel- 
oped flexion  contracture  of  the  finger  due  to  poor  incisional 


planning.  One  developed  osteomyelitis  of  the  foot,  requiring 
repeated  sequestrectomy  of  the  involved  metatarsals. 

It  has  been  our  experience  that  the  actual  management  of 
patients  with  snakebite  must  be  individualized  and  can  be 
complicated  because  of  variables,  such  as  the  amount  of 
venom  injected,  species  of  snakes  involved,  age  of  the  vic- 
tim, and  time  delay  in  seeking  medical  care.  The  following 
case  reports  are  presented  to  further  illustrate  the  course  of 
events  and  morbidity  one  may  encounter  in  snakebite  cases. 

Case  1 

A 6-year-old  boy  was  bitten  on  the  left  foot  by  a rattlesnake 
1 2 days  before  his  transfer  to  our  hospital.  He  had  been  ad- 
mitted to  a local  hospital  soon  after  the  accident.  The  regi- 
men of  therapy  there  consisted  of  tourniquet  application, 
intravenous  administration  of  polyvalent  antivenin,  and  treat- 
ment with  steroids.  Analgesics  were  given  for  pain  and  dis- 
comfort. The  administration  of  the  antivenin  was  discon- 
tinued after  1 8 vials  due  to  the  development  of  an  allergic 
reaction  manifested  by  facial  swelling,  dyspnea,  and  urti- 
carial eruption.  In  spite  of  treatment,  swelling  of  the  left  leg 
extended  up  to  the  inguinal  region  within  12  hours  and  blis- 
ters appeared  in  the  dorsum  of  the  foot  by  the  third  day  after 
the  bite.  Within  a few  days,  the  area  became  necrotic. 

Examination  of  the  patient,  upon  admission  to  our  hospital, 
showed  the  extent  of  necrosis  to  involve  the  dorsum  of  the 
foot  and  the  medial  inframalleolar  region  (Fig  2).  The  entire 
lower  extremity  was  edematous  and  quite  tender  to  manipu- 


2.  A 6-year-old  boy  was  bitten  by  a rattlesnake  1 2 days  before  he  was  trans- 
ferred to  our  hospital  The  entire  left  lower  extremity  was  swollen  and  tender. 
The  necrosis  of  the  tissue  had  involved  practically  the  whole  foot 


3.  In  spite  of  repeated  attempts  to  preserve  the  foot,  a below-knee  amputation 
became  necessary  because  of  osteomyelitis  involving  the  metatarsal  and 
tarsal  bones. 
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full  thickness  skin  graft.  The  laboratory  studies  included 
CBC,  urinalysis,  platelet  count,  prothrombin  time,  and  partial 
thromboplastin  time.  The  initial  results  were  normal.  The 
serum  fibrinogen  levels,  however,  were  128  mg/dl  initially 
and  rose  to  1 85  mg/dl  during  the  next  48  hours.  No  antivenin 
was  administered.  Bouts  of  nausea  and  vomiting  were  man- 
aged symptomatically.  All  signs  of  systemic  intoxication  sub- 
sided during  the  next  two  days.  Blisters  began  to  appear  over 
the  dorsum  of  the  foot  on  the  fourth  day,  and  necrotic  demar- 
cation was  evident  by  the  seventh  day  (Fig  5).  Debridement 
of  the  wound  was  necessary  during  the  subsequent  six 
weeks  of  hospitalization.  This  patient  was  readmitted  nine 
months  later  because  of  osteomyelitis  involving  the  first 
metatarsal  bone.  The  infection  was  managed  by  seques- 
trectomy and  bone  grafting. 

This  case  history  illustrates  the  need  for  complete  removal 


5.  The  area  of  excision  was  limited  to  5 cm  x 7 cm.  The  extent  of  necrosis  had 
expanded  beyond  the  boundary  of  initial  debridement.  Additional  debride- 
ment and  sequestrectomy  were  necessary  at  a later  date  because  of  tissue 
necrosis  and  osteomyelitis  involving  the  first  metatarsal  bone. 


lation.  The  course  during  the  subsequent  eight  months  con- 
sisted of  repeated  surgical  debridement,  skin  grafting,  and 
cross-thigh  flaps  in  an  attempt  to  cover  the  wound.  Amputa- 
tion below  the  knee  became  necessary,  however,  because  of 
persistent  drainage  caused  by  underlying  osteomyelitis  of  the 
tarsal  and  metatarsal  bones  (Fig  3). 

The  use  of  antiserum,  as  shown  in  this  instance,  appar- 
ently did  not  alter  the  damaging  effects  of  venom.  Assess- 
ment of  tissue  necrosis  was  hindered  because  of  the  intact 
skin.  The  appearance  of  blisters,  suggestive  of  an  extensive 
vascular  derangement  occurring  within  the  dermal  layers,  in- 
dicated an  irreversible  loss  of  skin  and  tissues  underneath. 
Bacterial  invasions  are  common  sequelae  in  ischemic  areas 
without  the  protection  of  intact  skin.  Secondary  infection,  in 
this  sense,  has  aggravated  the  magnitude  of  tissue  damage. 


Case  2 

A 22-year-old  snake-show  performer  at  the  local  marine  mu- 
seum was  bitten  by  two  rattlesnakes  in  the  left  foot  during  his 
routine  performance.  Ffe  arrived  at  the  emergency  room  45 
minutes  after  the  accident.  Examination  of  the  patient  in  the 
emergency  room  showed  his  left  foot  to  be  swollen  and 
ecchymotic  (Fig  4).  The  vital  signs,  however,  were  stable. 
Treatment  in  this  case  consisted  of  immediate  excision  of  the 
skin  and  subcutaneous  tissues.  The  area  excised  measured 
7 cm  by  5 cm.  No  attempt  was  made  to  extend  the  incision 
cephalad,  even  though  ecchymotic  changes  appeared  to  in- 
volve the  entire  foot.  The  skin  removed  was  placed  back  as  a 


4 A 22-year-old  snake-show  performer  was  bitten  by  two  rattlesnakes  in  the 
left  foot  45  minutes  before  he  was  brought  to  the  emergency  room.  The  foot 
was  swollen  and  appeared  ecchymotic. 
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of  all  hemorrhagic  tissues  around  the  site  of  envenomation. 

An  incomplete  removal  of  the  devitalized  tissue,  as  shown, 
will  lead  to  further  wound  deterioration  and  secondary  infec- 
tion. A cephalad  incision  should  have  been  made  in  order  to 
expose  all  tissues  containing  venom.  All  tissues  that  appear 
to  be  hemorrhagic  must  be  excised. 

Case  3 

A 56-year-old  woman  was  bitten  by  a rattlesnake  in  the  down- 
stairs shower  room  of  her  beach  house  30  minutes  before 
she  was  seen  in  the  emergency  room.  She  was  bitten  over 
the  anterior  part  of  the  left  ankle.  The  initial  examination 
showed  the  left  foot  to  be  swollen  and  ecchymotic  (Fig  6).  Vi- 
tal signs,  however,  were  normal  and  stable.  The  patient  was 
taken  to  the  operating  room  and,  under  local  anesthesia,  a 
curvilinear  incision  was  made  over  the  dorsum  of  the  foot  to 
expose  the  area  of  envenomation  (Fig  7),  The  incision  was 
later  extended  cephalad  into  the  foreleg,  as  hemorrhagic 
changes  were  found  to  involve  the  muscles  of  the  medial 
compartment.  All  hemorrhagic  tissues  were  excised.  The 
wound  was  packed  open  with  medicated  gauze. 

The  laboratory  studies  consisted  of  CBC,  urinalysis,  plate- 
let counts,  prothrombin  time,  serum  fibrinogens,  and  partial 
thromboplastin  time;  results  were  normal.  The  dressing  was 
changed  36  hours  later.  The  extent  of  swelling  over  the  foot 
and  foreleg  was  noted  to  be  minimal.  The  edges  of  the  skin 
flap,  however,  were  necrotic.  The  wound  was  covered  with  a 
partial  thickness  skin  graft  after  the  necrotic  edges  were  de- 
brided.  She  was  dismissed  from  the  hospital  3V2  weeks  after 
the  bite  (Fig  8). 

Although  both  the  site  and  extent  of  envenomation  appear 
comparable  to  the  first  two  cases  cited,  the  adequacy  of 
debridement  appeared  to  account  for  the  difference  in  mor- 
bidities encountered.  In  order  to  expose  the  area  of  enven- 
omation adequately,  a generous  curvilinear  incision,  follow- 
ing the  body  contour,  must  be  utilized.  As  the  extent  of  skin 
damage  could  not  be  assessed  accurately  at  the  time  of  ini- 
tial debridement,  it  was  necessary  to  delay  wound  closure  for 
three  to  seven  days  to  allow  complete  demarcation.  Potential 
complications  of  vascular  embarrassment  caused  by  tissue 
swelling  and  wound  sepsis  due  to  closed  space  infection 
were  minimized  because  of  the  open  wound. 

Discussion 

It  is  estimated  that  approximately  7,000  people  are  bitten 
each  year  by  poisonous  snakes  in  the  United  States.2  The 
methods  of  treatment  advocated  are  mostly  concerned  with 

56 


alleviating  the  systemic  effects  of  the  venom  injected.34  Very 
little  attention  has  been  directed  to  the  damaging  effects  of 
venom  exerted  directly  upon  the  tissues  around  the  site  of 
envenomation.  In  fact,  the  consequence  of  tissue  damage 
has  been  usually  regarded  as  an  expected  sequela  of  snake- 
bite, the  resulting  bodily  deformity  being  left  for  later  recon- 
struction.5 Yet,  the  clinical  course  is  often  protracted  because 
of  the  extent  of  necrosis  necessitating  repeated  debride- 
ment. The  resultant  anatomical  defect  and  associated  mor- 
bidity preclude  early  rehabilitation. 

Although  the  exact  components  of  the  snake  venom  re- 
main undefined,  several  enzymatic  fractions  have  been  iso- 
lated and  their  physiologic  activities  studied  in  detail.  These 
enzymes  have  been  shown  to  attack  directly  upon  endo- 
thelial linings  of  the  vessels  within  minutes  after  the  injection. 
The  destructive  processes  continue  to  include  the  vessel  wall 


6 A 56-year-old  woman  was  bitten  by  a rattlesnake  twice  in  the  left  foot  30 
minutes  before  she  was  brought  to  the  emergency  room  The  foot  was  swollen 
and  appeared  ecchymotic. 
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7.  The  long  curvilinear  incision  extending  from  the  area  just  proximal  to  the 
second  toe  to  the  midtibial  region  was  made  to  expose  the  envenomated 
tissues  for  removal  The  edges  of  skin  flaps,  however,  became  necrotic 
requiring  subsequent  debridement 


8,  The  resultant  wound  was  covered  with  a partial  thickness  skin  graft  seven 
days  later.  The  patient  was  dismissed  from  the  hospital  25  days  after  the 
accident.  The  functional  impediment  noticed  at  the  end  of  six  months  was 
minimal 


and,  with  time,  an  extravasation  of  blood  and  blood  compo- 
nents ensues,  due  to  the  disruption  of  vascular  continuity.6 
The  extent  of  extravasation  is,  furthermore,  aggravated  by 
coagulation  derangement  initiated  by  thrombin-like  activities 
of  the  venom  and  tissue  thromboplastin  released  as  a result 
of  tissue  destruction.  Persistent  interstitial  hemorrhaging 
accounts  for  the  usual  clinical  findings  of  ecchymosis  and 
swelling.7 

Assessing  the  extent  of  tissue  damage  in  clinical  practice 
is  a difficult  task.  The  usual  findings  of  swelling  and  ecchy- 
mosis may  or  may  not  be  indicative  of  severe  tissue  damage. 
Yet,  the  tissue  obtained  from  the  area  with  hemorrhagic 
changes  will  clearly  demonstrate  the  early  evidence  of  tissue 
necrosis.  Since  the  venom  attacks  small  vessels  by  lysing 
the  endothelial  cells  first  and  vascular  wall  later,  the  sequelae 
of  vascular  disruption  account  for  the  usual  findings  of  ecchy- 
mosis. The  extravasation  of  blood  and  blood  components  is 
further  aggravated  by  the  onset  of  clotting  defect.8  Interstitial 
hemorrhage  and  edema,  when  occurring  within  a tight  com- 
partment, will  inevitably  lead  to  the  secondary  problem  of 
vascular  embarrassment  because  of  an  increased  tissue 
pressure.  Ischemia,  in  this  sense,  conceivably  plays  an 
important  role  in  the  pathogenesis  of  tissue  damage  in 
snakebite. 

Secondary  infection  around  the  site  of  envenomation  is  not 
an  uncommon  complication  encountered  in  our  practice. 
Since  both  the  venom  and  the  fangs  are  shown  to  harbor 
various  microbes,9  inoculation  of  these  organisms  deep  into 
the  tissue  is  very  likely  and  it  can  be  the  prime  factor  respon- 
sible for  infection.  The  presence  of  necrotic  tissues,  with 
compromised  vascular  supply  to  the  area  of  injury,  undoubt- 
edly further  accelerates  the  onset  of  septic  sequelae.  The 
use  of  steroids,  as  recommended  by  many  authorities,10 11  in 
the  presence  of  a wound  potentially  contaminated  by  bacte- 
ria, may  further  lower  the  defense  mechanisms  which  have 
been  altered  because  of  envenomation.  With  a more  aggres- 
sive attitude  in  removing  tissues  contaminated  with  venom, 
as  we  have  adopted  since  1 970,  the  incidence  of  infection 
around  the  site  of  envenomation  has  been  nil.  The  incidence 
of  deformity  has  decreased  to  0.49%.  In  contrast,  the  inci- 
dence of  a major  amputation  of  the  limb  was  31 .9%  for  the 
hand  and  1 0%  for  the  foot,  respectively,  among  the  63  pa- 
tients treated  between  1952  and  1969. 

Since  1 970,  excisional  treatment  has  been  the  standard 
method  of  snakebite  management  at  our  hospitals.  The  use 
of  polyvalent  antivenin,  though  rarely  administered  in  this 
group  of  patients,  is  reserved  only  for  those  demonstrating 
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severe  systemic  toxicity.  However,  it  has  been  our  experi- 
ence that  an  early  surgical  removal  of  the  toxin  has  lessened 
the  absorption  of  venom  and,  consequently,  systemic  intoxi- 
cation has  been  uncommon. 

Incomplete  removal  of  poisoned  tissue  or  improper  de- 
signing of  the  skin  flaps  in  exposing  the  affected  tissues  ac- 
count for  the  only  complications  encountered.  To  minimize 
such  sequelae,  we  have  now  established  further  guidelines 
in  flap  design  and  extent  of  debridement.  For  the  upper  ex- 
tremity, skin  flaps  are  recommended  to  expose  the  bite  area. 
For  this,  a midlateral  incision  and  a curvilinear  incision  are 
recommended  for  exposure  of  the  finger  and  the  dorsum  of 
the  hand.  The  use  of  a skin  flap  in  the  lower  extremity  is 
discouraged  because  of  its  precarious  blood  supply  in  that 
area.  Injudicious  use  and  inappropriate  design  of  skin  flaps  in 
the  foot  often  result  in  skin  necrosis  and,  thus,  further  aggra- 
vate the  structural  deformity. 
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Cerebrovascular 
disease:  differential 
features  and  diagnostic 
tests 

In  the  past  three  decades,  a great  many  therapeutic  mea- 
sures for  the  treatment  of  patients  with  cerebrovascular 
disease  have  become  available.  These  include  antiplate- 
let agents,  extracranial  vascular  surgery,  anticoagulants, 
effective  anticerebral-edema  agents,  intracranial  pres- 
sure monitoring,  advances  in  neurosurgery  (especially 
the  operating  microscope),  and  aggressive  rehabilita- 
tion. The  optimum  use  of  these  modalities  depends 
upon  precise  diagnosis.  In  the  following  review,  the  dif- 
ferential diagnosis  of  major  cerebrovascular  syndromes 
is  discussed. 


The  classification  proposed  by  the  second  Ad  Hoc  Commit- 
tee on  Cerebrovascular  Disease  of  the  National  Institute  of 
Neurological  Diseases  and  Blindness  (NINDB)'  takes  into 
account  the  pathology,  pathophysiological  mechanism,  anat- 
omy (both  the  artery  and  the  area  of  brain  involved),  and 
clinical  staging.  Using  the  classification,  a “right  CVA"  might 
become  an  “ischemic  infarct  of  the  left  Rolandic  area,  mani- 
fested by  a persistent  right  hemiparesis,  and  secondary  to 
a branch  occlusion  of  the  left  middle  cerebral  artery  due 
to  atherosclerosis.”  At  the  very  least,  one  would  hope  for 
the  diagnosis  of  "thrombotic  infarct  in  the  left  hemisphere” 
or  “thrombotic  infarct  in  the  distribution  of  the  left  middle 
cerebral  artery.”  When  "right  CVA”  is  written,  one  wonders 
whether  the  right  or  left  side  of  the  brain  is  involved  and  what 
clinical  manifestations  are  present. 

Definitions  and  differential  features 

Cerebrovascular  disorders  are  classified  into  two  main 
groups:  ischemic  and  hemorrhagic  (Fig  1).  Ischemic  disor- 
ders are  further  subdivided  into  transient  ischemic  attacks, 
thrombotic  infarcts  (including  lacunar),  and  embolic  infarcts. 
Hemorrhagic  disorders  include  intracerebral  hematoma  and 
primary  subarachnoid  hemorrhage. 

Transient  ischemic  attacks  (TIAs)  are  defined  as  brief  re- 
versible neurological  deficits  secondary  to  a temporary  focal 


decrease  in  cerebral  blood  flow.2  Characteristically,  the  onset 
is  sudden  with  the  peak  of  deficit  occurring  within  a few  min- 
utes. An  entire  attack  usually  lasts  less  than  30  minutes,  but 
occasionally  may  last  up  to  24  hours.  By  definition,  there  is 
no  residual  deficit.  The  vascular  distribution  may  be  either 
carotid  (anterior)  or  vertebrobasilar  (posterior).  In  carotid 
TIAs,  the  deficits  may  include  hemiparesis,  hemisensory  def- 
icits, aphasia,  and  monocular  blindness.34  Vertebrobasilar  in- 
sufficiency (VBI)  may  be  manifested  by  one  or  more  of  the 
following  symptoms:  weakness  of  the  limbs  (hemiparesis  or 
quadriparesis),  sensory  deficits  which  may  be  “crossed” 

(one  side  of  the  face  and  the  other  side  of  the  body),  hom- 
onymous visual  field  defects,  cortical  blindness,  ataxia,  ver- 
tigo, nausea  or  vomiting,  perioral  numbness,  drop  attacks, 
and  loss  of  consciousness.56  VBI  should  be  diagnosed  with 
caution  in  patients  whose  only  symptom  is  vertigo.  Unless 
the  physician  is  able  to  observe  an  attack,  the  diagnosis  of 
TIA  is  based  solely  upon  the  history. 

Some  TIAs  may  be  on  a hemodynamic  basis,  caused  by 
severe  stenosis  or  occlusion  in  the  carotid  or  vertebrobasilar 
systems.4  More  frequently,  TIAs  are  due  to  microemboli 
which  arise  from  upstream  atherosclerotic  plaques  or  from  a 
cardiac  source.7  Transient  ischemic  attacks  may  occur  before 
thrombotic  or  embolic  cerebral  infarcts  and  may  herald  those 
events.  Brief  TIAs  are  often  due  to  a hemodynamically  signifi- 
cant carotid  stenosis,  while  prolonged  TIAs  are  frequently 
embolic  in  nature.4 

Thrombotic  infarcts  are  secondary  to  arterial  thrombosis 
and  account  for  50%  to  60%  of  patients  with  cerebrovascular 
disease.89  Usually,  atherosclerosis  is  the  underlying  process, 
and  thrombotic  infarcts  are  frequently  associated  with  hyper- 
tension and/or  diabetes.  The  onset  of  symptoms  may  be  ei- 
ther slowly  progressive,  stuttering,  or  sudden,  but  the  peak  of 
neurological  deficit  usually  occurs  within  1 2 to  24  hours.  Im- 
provement usually  begins  after  three  to  six  days.  In  up  to 
70%  of  patients  with  thrombotic  infarcts,  transient  ischemic 
attacks  may  occur  before  the  infarct.  The  neurological  defi- 
cits are  focal  and  are  confined  to  the  anatomical  distribution 
of  the  occluded  artery  or  its  branches.  Headache,  vomiting, 
and  coma  are  usually  not  seen  in  patients  with  thrombotic 
infarcts  unless  the  brain  stem  is  involved.  Convulsions  are 
uncommon.  Cerebrospinal  fluid  is  usually  normal. 

Lacunes  (small,  deep,  cerebral  and  brainstem  infarcts)  ac- 
counted for  about  one  third  of  the  thrombotic  infarcts  in  the 
Harvard  Stroke  Registry  series.8  The  diagnosis  of  a lacunar 
infarct  is  clinical  in  most  cases.  Lacunar  syndromes  include 
pure  motor  hemiparesis,10  pure  sensory  stroke,11  ataxia  and 
crural  paresis,12  and  the  dysarthria-clumsy-hand  syndrome.13 
Patients  with  lacunar  infarcts  may  have  a gradual  or  sudden 
onset  and  there  are  no  signs  consistent  with  a large  brain 
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lesion,  such  as  diminished  consciousness,  pupillary  abnor- 
malities, gaze  palsies,  vomiting,  headache,  aphasia,  or  vi- 
sual field  deficits.  The  neurological  deficits  in  lacunar  infarcts 
are  highly  localized  and  are  limited  to  the  territory  of  a small 
penetrating  cerebral  vessel.  Lacunar  infarcts  occur  almost 
exclusively  in  hypertensive  or  elderly  individuals. 

Embolic  infarcts  are  secondary  to  arterial  embolus  and  ac- 
count for  up  to  30%  of  patients  with  cerebrovascular  dis- 
ease.8 Characteristically,  the  onset  of  symptoms  is  sudden 
and  the  peak  of  deficit  occurs  within  a few  minutes.  Often, 
however,  the  onset  is  stepwise.  Headaches  and/or  seizures 
may  occur.  A mild  subarachnoid  hemorrhage  is  present  in 
some  cases  (less  than  1 ,000  red  blood  cells  per  mm3).  The 
embolus  is  derived  from  either  atheroma  or  thrombus  in  the 
internal  carotid  artery,  or  a mural  thrombus  or  diseased  mitral 
valve.  Cerebral  emboli  may  therefore  occur  as  a complication 
of  myocardial  infarction,  atrial  fibrillation,  subacute  bacterial 
endocarditis,  or  atheromata  in  the  arteries  leading  to  the 
brain.  The  diagnosis  of  an  embolic  infarct  is  sometimes  diffi- 
cult, but  a presumptive  diagnosis  can  be  made  when  there  is 
a sudden  onset  of  a focal  neurological  deficit  in  a patient  with 
evidence  of  a source  of  emboli.  The  diagnosis  can  be  con- 
firmed by  finding  evidence  of  embolization  in  other  parts  of 
the  brain  or  body,  or  when  an  embolus  is  seen  angiographi- 
cally.  Occlusions  of  the  middle,  anterior,  or  posterior  cerebral 
arteries  and  their  large  branches  are  frequently  embolic  in 
nature.14 15  Ten  percent  to  20%  of  patients  with  embolic  infarc- 
tion may  have  TIAs  before  the  infarct. 

Intracerebral  hemorrhage  or  hematoma  is  a spontaneous 
hemorrhage  into  the  parenchyma  of  the  brain  and  accounts 
for  10%  of  patients  with  cerebrovascular  disease.8  Subdural 
and  epidural  hematomas,  usually  secondary  to  trauma,  are 
not  included  in  this  category.  Classically,  the  onset  is  rapid, 
without  warning,  and  the  peak  of  deficit  occurs  within  a few 
hours.  Usually,  patients  complain  of  severe  headaches  and 
have  significantly  elevated  systolic  blood  pressure.  The  clini- 
cal course  is  variable  and  has  been  redefined  since  the  ad- 
vent of  computed  tomography.  Formerly  it  was  thought  that 
intracerebral  hematoma  was  fatal  in  up  to  80%  of  patients. 
With  the  CT  scan,  smaller  hematomas,  which  might  have 
been  called  infarcts  in  the  past,  are  now  recognized.20 

Perhaps  50%  of  patients  with  intracerebral  hematoma  will 
have  evidence  of  increased  intracranial  pressure  manifested 
by  decreased  consciousness,  vomiting,  respiratory  abnor- 
malities, and  pupillary  abnormalities.  Hematomas  in  the  four 
primary  locations  give  characteristic  neuro-ophthalmological 
findings.17  Patients  with  putaminal  hemorrhage  have  conju- 
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gate  deviation  of  the  eyes  toward  the  side  of  the  hemorrhage. 
In  thalamic  hemorrhage,  the  eyes  are  deviated  downward  as 
if  peering  at  the  nose,  there  is  paralysis  of  upward  gaze,  and 
the  pupils  are  nonreactive.  Patients  with  pontine  hemorrhage 
have  pinpoint,  light  reactive  pupils,  and  there  is  paralysis  of 
horizontal  gaze  to  either  side.  With  cerebellar  hematoma 
there  is  frequently  either  a paralysis  of  horizontal  gaze  to- 
ward the  side  of  the  hematoma  or  an  ipsilateral  sixth-nerve 
palsy.  Intracerebral  hematoma  occurs  most  commonly  in  pa- 
tients with  long-standing  hypertension  and  is  probably  re- 
lated to  small,  perforating  vessel  microaneurysms  first 
described  by  Charcot  and  Bouchard.18  Intracerebral  hemor- 
rhage may  also  result  from  hematological  disorders,  rupture 
of  aneurysms  or  arteriovenous  malformations,  trauma,  or  the 
invasion  of  blood  vessels  by  cerebral  tumors. 

Primary  subarachnoid  hemorrhage  accounts  for  5%  to 
10%  of  patients  with  cerebrovascular  disease.  The  hemor- 
rhage into  the  subarachnoid  space  is  most  often  due  to  rup- 
ture of  a saccular  aneurysm  or  arteriovenous  malformation. 
Subarachnoid  hemorrhage  (SAH)  is  characterized  by  the 
sudden  onset  of  a violent  headache  usually  associated  with 
nausea,  vomiting,  prostration,  and  depression  of  conscious- 
ness. Coma  occurs  in  about  25%  of  patients.  Focal  neuro- 
logical deficits  are  usually  absent  unless  concomitant  infarc- 
tion or  intracerebral  hemorrhage  occurs.  Usually,  signs  of 
meningeal  irritation  such  as  stiff  neck,  photophobia,  and  rest- 
lessness are  present.  Subhyaloid  hemorrhages  may  be  pres- 
ent on  funduscopic  examination. 

Tools  used  in  the  diagnosis  of  cerebrovascular  disease 

The  most  important  tool  we  have  in  the  diagnosis  of  cerebro- 
vascular disease  is  the  bedside  history  and  physical  exami- 
nation.19 Taking  into  account  the  onset  and  progression  of  the 
neurological  deficits  and  the  initial  physical  findings,  one  can 
often  predict  the  pathology  of  each  condition.  The  neurologi- 
cal examination  also  allows  one  to  delineate  accurately  the 
anatomy  of  the  brain  lesion.  One  can  compare  those  findings 
with  previous  and  subsequent  examinations  and  learn  some- 
thing about  the  course  of  the  process.  The  physician  should 
turn  to  the  laboratory  for  confirmation  of  the  bedside  diag- 
nosis and  for  aid  in  the  management. 

Basic  laboratory  evaluations  in  patients  with  cerebro- 
vascular syndromes  include  a CBC,  ECG,  urinalysis,  serum 
electrolytes,  blood  glucose,  chest  roentgenogram,  and  ar- 
terial blood  gasses,  all  of  which  may  become  important  in  the 
management  of  the  patient.  Usually,  screening  tests  for  blood 
dyscrasias  or  vasculitis  are  done  in  younger  patients  with 
cerebrovascular  disease.  A search  for  sources  of  emboli 
from  the  heart  (echocardiography  and  Holter  monitoring)  is 
important  in  patients  with  abrupt  onset  of  symptoms,  multiple 
cerebral  infarcts,  or  the  combination  of  a cerebral  deficit  and 
findings  indicating  emboli  elsewhere  in  the  body.  The  most 
important  confirmatory  test  for  patients  with  cerebrovascular 
disease  is  computed  tomography  (GT  scan)  of  the  head.20  21 
With  CT  scanning,  it  is  possible  to  identify  most  hemato- 
mas,22 most  ischemic  infarctions  larger  than  one  centimeter 
in  diameter,20  subarachnoid  hemorrhage,23  and  most  brain  le- 
sions masquerading  as  vascular  disease,  such  as  subdural 
hematoma  or  brain  tumor.  Other  advantages  to  the  CT  scan 
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include  reproducibility  and  relative  noninvasiveness.  For  the 
information  gained,  CT  is  the  most  cost-efficient  of  all  of  the 
laboratory  examinations  used  in  the  evaluation  of  patients 
with  cerebrovascular  disease.19  One  should  remember  that 
lesions  smaller  than  one  centimeter,  especially  lesions  with 
radiodensity  near  that  of  normal  brain  and  those  lesions  near 
bone  or  in  the  posterior  fossa,  are  usually  not  identified  on 
the  CT  scan.  Small  infarcts  may  never  be  visualized  and 
even  large  infarcts  may  not  appear  for  more  than  48  hours. 
Because  of  movement  artefact,  CT  cannot  be  done  in  un- 
cooperative patients  unless  the  test  is  important  enough  to 
risk  general  anesthesia  or  the  use  of  sedative  drugs.  Scan- 
ners employing  brief  scanning  times  are  especially  useful  in 
less  cooperative  patients. 

Lumbar  puncture,  a valuable  tool  in  the  diagnosis  of  inflam- 
matory disease  of  the  meninges,  has  little  application  in  the 
modern  approach  to  cerebrovascular  disease.24  The  excep- 
tion is  when  one  wishes  to  confirm  the  diagnosis  of  sub- 
arachnoid hemorrhage.  A lumbar  puncture  (LP)  is  not  indi- 
cated in  patients  with  intracerebral  hematoma  because  those 
lesions  are  so  easily  seen  on  the  CT  scan.  In  addition,  hema- 
tomas may  be  under  great  pressure,  and  an  LP  may  precipi- 
tate uncal  or  central  transtentorial  herniation.25  When  an  LP 
is  done  to  look  for  xanthochromia  or  subarachnoid  blood,  at 
least  two  tubes  of  cerebrospinal  fluid  (CSF)  should  be  sent  to 
the  laboratory  for  cell  count.  One  should  look  for  xantho- 
chromia by  comparing  the  supernatant  of  CSF  with  water. 
CSF  xanthochromia,  coupled  with  similar  red  blood  cell 
counts  in  more  than  one  tube  of  CSF,  confirms  that  one  is 
dealing  with  an  antecedent  subarachnoid  hemorrhage  rather 
than  a traumatic  tap. 

The  other  diagnostic  test  which  adds  important  information 
to  the  care  of  patients  with  cerebrovascular  disease  is  cere- 
bral angiography.  However,  angiography  is  expensive,  poten- 
tially hazardous,  and  only  images  the  intravascular  space.19 
Since  the  introduction  of  computed  tomography,  angiography 
has  been  restricted  to  evaluation  of  candidates  for  vascular 
surgery  and  is  not  used  as  a primary  diagnostic  procedure.30 
Angiography  of  the  entire  circulation  is  routinely  performed 
only  in  patients  with  subarachnoid  hemorrhage,  looking  for  a 
surgically  approachable  aneurysm  or  vascular  malformation. 
Angiography  of  the  extracranial  carotid  arteries  is  the  only 
definitive  method  for  visualizing  surgically  treatable  occlusive 
lesions  in  the  neck.  The  risk  of  stroke  with  angiography  in- 
creases in  patients  with  severe  atherosclerotic  disease,  but 
both  morbidity  and  mortality  should  be  no  more  than  2% 
when  performed  by  competent  radiologists.26  In  most  major 
centers,  cerebral  angiography  is  now  done  using  indirect 
catheters  under  local  anesthesia.  There  is  a lower  complica- 
tion rate  and  less  patient  discomfort  when  indirect  catheter 
techniques  are  used  as  opposed  to  direct  puncture  angiogra- 
phy. Angiography  under  general  anesthesia  is  now  accept- 
able only  in  young  children  and  uncooperative  adults. 

Noninvasive  studies  of  the  carotid  artery  are  used  as 
screening  tests  in  patients  with  symptoms  of  cerebral  isch- 
emia. Phonoangiography  is  used  to  analyze  carotid  bruits 
which  may  not  be  heard  with  the  stethoscope  alone.  This  test 
can  help  distinguish  between  bruits  which  are  transmitted 
from  the  lower  neck  or  thorax  and  those  which  are  produced 


by  a carotid  bifurcation  lesion.  Oculoplethysmography  and 
periorbital  directional  Doppler  studies  use  the  ophthalmic 
and  periorbital  pulses  originating  from  the  internal  carotid  ar- 
tery to  determine  the  presence  of  a hemodynamically  signifi- 
cant stenosis  in  the  internal  carotid  system.  These  tests  are 
without  risk  or  discomfort,  and  can  detect  a 70%  or  greater 
carotid  stenosis  with  an  accuracy  approaching  90%. 27  28  They 
cannot  detect  nonobstructing  plaques  which  may  be  associ- 
ated with  cerebral  emboli.  Noninvasive  studies  are  most  use- 
ful in  patients  who  have  asymptomatic  bruits  and  in  patients 
who  have  cerebrovascular  symptoms,  but  in  whom  angiogra- 
phy would  carry  a particularly  high  risk.  These  studies  are 
useful  in  helping  the  clinician  to  decide  which  patients  might 
benefit  from  angiography.  Normal  test  results,  however, 
should  not  preclude  angiography  in  somebody  who  would  be 
a candidate  on  purely  clinical  grounds.  Newer  techniques  to 
image  the  carotid  bifurcation  by  ultrasonography  are  pres- 
ently being  developed  and  may  expand  the  sensitivity  of  the 
tests  to  nonstenotic  lesions. 
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Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702  (Check  for  availability 
in  your  state.) 


m^m  professional 

LIABILITY 
m INSURANCE. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 
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Primary  malignant 
melanoma  of  the 
esophagus:  a case 
report 

Primary  malignant  melanoma  of  the  esophagus  is  very 
rare.  Its  primary  form  is  best  determined  by  the  his- 
tologic demonstration  of  the  presence  of  junctional 
changes  in  the  lesion.  However,  of  the  numerous  re- 
ported cases,  only  half  have  such  changes  demon- 
strated on  histologic  examination.  The  others,  which 
have  no  demonstrable  histologic  junctional  changes, 
have  their  diagnosis  made  through  exclusion  after  ex- 
haustive search  for  other  possible  primary  sites  has 
failed.  In  these  cases,  it  is  also  recommended  that  the 
clinical  presentation,  gross  characteristics  of  the  lesion, 
and  some  other  histologic  features  be  taken  into  consid- 
eration in  determining  the  primary  or  metastatic  nature 
of  the  tumor.  A case  of  what  we  believe  to  be  primary 
malignant  melanoma  of  the  esophagus  is  presented. 


Almost  any  organ  of  the  body  is  a potential  site  for  involve- 
ment with  malignant  melanoma,1  either  as  a primary  site  or  a 
site  of  metastasis.  Approximately  50%  of  patients  dying  from 
malignant  melanomas  have  metastatic  process.2  At  present, 
only  30  cases  of  primary  and  five  cases  of  metastatic  mela- 
noma involving  the  esophagus  have  been  reported.3 

Recently  we  encountered  a case  of  what  we  believe  is  a 
primary  malignant  melanoma  of  the  esophagus. 

Case  report 

RP,  a 59-year-old  white  man,  was  admitted  to  the  Veterans 
Administration  Medical  Center  in  Dallas  for  further  evaluation 
and  therapy  of  an  esophageal  tumor.  Four  months  before  this 
admission,  he  had  been  admitted  to  another  hospital  with  the 
complaint  of  dysphagia.  Roentgenographic  evaluation  was 
described  to  show  a large  hiatal  hernia  and  “spasm  of  the 
lower  esophagus.”  Incidentally,  because  of  anemia  and  a 
positive  guaiac  stool,  sigmoidoscopy  was  performed,  which 
revealed  a benign-appearing  polyp  on  the  sigmoid  colon. 

The  patient  underwent  a transabdominal  hiatal  hernia  re- 
pair by  the  Nissen  fundoplication  technique  and,  in  addition, 
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truncal  vagotomy  and  pyloroplasty,  sigmoid  colotomy  with 
polypectomy,  and  appendectomy  were  performed.  He  had  an 
uncomplicated  postoperative  course  and  was  discharged  on 
the  ninth  day  following  surgery.  The  pathological  diagnosis  of 
the  sigmoid  polyp  was  tubulovillous  adenoma. 

The  patient  did  well  until  approximately  two  months  later, 
when  he  began  to  experience  dysphagia  and  was  readmit- 
ted to  the  hospital.  At  that  time,  the  barium  contrast  studies 
showed  a mass  lesion  in  the  lower  half  of  the  esophagus.  He 
underwent  a left  thoracotomy  and  esophagotomy  with  exci- 
sion of  what  was  described  as  a “large,  pedunculated,  darkly 
pigmented  mucosal  tumor  in  the  junction  of  the  middle  and 
lower-third  of  the  esophagus."  Pathological  diagnosis  of  the 
specimen  was  malignant  melanoma.  The  patient  was  then 
advised  follow-up  treatment  at  the  VA  Medical  Center  at 
Dallas,  but  he  refused. 

For  the  ensuing  two  months,  the  patient  developed  in- 
creasing dysphagia,  which  caused  him  to  reconsider  and 
return  to  the  VA  Medical  Center  for  further  treatment. 

Course  in  hospital 

On  the  basis  of  the  previous  pathological  diagnosis,  the  pa- 
tient was  immediately  subjected  to  an  extensive  and  exhaus- 
tive multidisciplinary  metastatic  work-up.  Other  possible 
primary  sites  of  melanoma  were  investigated.  Radionuclide 
studies  of  the  brain,  bones,  liver,  and  spleen  were  nondiag- 
nostic. Lung  tomogram,  intravenous  pyelogram,  and  abdomi- 
nal sonogram  were  also  unrevealing.  Contrast  study  of  the 
esophagus  revealed  multiple  polypoid  masses  at  the  middle 
and  distal  third  of  the  esophagus  (Fig  1 ).  Esophagoscopy  re- 
vealed a deeply  (blue)  pigmented,  ulcerated  lesion  32  cm 
from  the  incisors. 

With  the  negative  metastatic  work-up,  esophagogastrec- 
tomy  by  a combined  abdominal  and  right  thoracic  approach 
(Ivor-Lewis)  was  performed.  Abdominal  exploration  revealed 
one  small,  pigmented  nodule  approximately  4 mm  in  size  in 
the  mid-portion  of  the  greater  omentum.  The  rest  of  the  ex- 
ploration was  negative.  The  nodule  was  excised. 

The  findings  on  thoracotomy  included  the  large  palpable 
tumor  on  the  lower  half  of  the  esophagus,  the  presence  of 
eight  0.5  cm,  deeply  (blue)  pigmented  nodes  in  the  per- 
iesophageal area  at  the  level  of  the  right  lung  hilum,  and  two 
similar  pigmented  nodules  on  the  surface  of  the  lateral  seg- 
ment of  the  middle  lobe. 

Esophagogastrectomy  was  completed  and,  in  addition, 
wedge  resection  of  the  two  middle-lobe  nodules  was  per- 
formed. The  postoperative  course  was  uncomplicated  and 
the  patient  was  discharged  ten  days  postoperatively.  He  was 
advised,  but  refused,  to  undergo  combined  chemotherapy 
and  immunotherapy. 

Pathology 

The  greater  omentum  and  right  middle-lobe  implants  were 
identified  as  metastatic  malignant  melanoma.  Similarly,  all  of 
the  eight  small  nodules  in  the  periesophageal  area  were 
mainly  composed  of  malignant  melanoma  cells.  There  were 
three  large  tumor  masses  in  the  esophagus,  with  two  smaller 
“satellite”  nodules  (Fig  2). 

Histologic  examination  revealed  highly  anaplastic  cells 
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(Fig  3).  The  large  neoplastic  polygonal  cells  had  varying 
amounts  of  cytoplasm  with  vesicular  nuclei  and  prominent 
nucleoli.  Some  of  the  cells  possessed  large  amounts  of  dark 
pigment  in  their  cytoplasm,  which  were  confirmed  to  be  mela- 
nin pigment  on  special  staining  techniques.  A few  large,  mul- 
tinucleated  tumor  giant  cells  were  noted.  In  several  foci, 
numerous  lymphocytes  and  plasma  cells  had  infiltrated  the 
lamina  propria  and  epithelium,  indicative  of  focal  chronic 
esophagitis.  The  tumor  seemed  to  have  compressed  the 
overlying  stratified  squamous  epithelium,  causing  atrophic 
changes.  Multiple  areas  of  ulceration  were  present.  Junc- 
tional changes  could  not  be  demonstrated  conclusively. 

Discussion 

Capricious,  an  adjective,  means  tending  to  change  abruptly 
and  without  apparent  reason,  erratic  and  flighty.  Melanoma  is 
probably  the  leading  malignant  neoplasm  that  perfectly  fits 
the  description  of  being  capricious.  It  is  a highly  unpredict- 
able tumor  in  every  respect.  Its  clinical  course  and  ultimate 
prognosis  are  highly  variable.  As  already  noted,  any  organ  of 
the  body  can  be  suspect  of  being  the  primary  site  or  site  of 
possible  metastatic  involvement.  However,  melanoma  involv- 
ing the  esophagus  is  a rare  occurrence  and,  in  fact,  its  exis- 
tence as  a primary  esophageal  tumor  has  been  in  question. 
Stout  and  Lattes,  based  on  their  belief  that  melanoblasts  do 
not  originate  from  the  coelomic  entoderm,  have  questioned 
the  validity  of  the  reported  cases  of  primary  malignant  mela- 
noma of  the  esophagus.4  However,  this  belief  was  proved  to 
be  untrue.  Allen  and  Spitz  have  shown  that  melanoblasts 
arise  not  only  from  ectoderm,  but  also  from  the  entoderm, 
as  has  been  demonstrated  in  the  development  of  malignant 
melanoma  of  the  rectum  and  bronchus.5  Although  previous 
studies  have  failed  to  demonstrate  the  presence  of  melanin 
pigment  in  the  esophagus,  De  la  Pava  and  associates  docu- 
j mented  the  presence  of  typical  melanoblasts  with  melanin 
granules  and  dendrites  in  the  esophagus  of  four  out  of  1 00 
randomly  autopsied  cases.6  The  same  researchers,  along 
with  several  others,  believed  that  melanoblasts  most  likely 
have  migrated  from  the  neural  crest  rather  than  differentiat- 
ing "in  situ”  from  the  basal  cells.  It  has  also  been  shown 
through  embryological  studies  that  the  pigment  cells  of  verte- 
brates originate  in  the  neural  crest  and  migrate  to  different 
regions  of  the  body  early  in  embryonic  life.7 

In  the  past,  melanoma  involving  visceral  organs  was  al- 
ways thought  to  be  metastatic.  This  was  in  most  part  due  to 
the  absence  of  established  histologic  diagnostic  criteria.  It 
was  only  considered  primary  if  an  exhaustive  search  for 
other  common  primary  sites  failed.  At  times,  it  was  even  rea- 
soned that  the  real  primary  tumor  may  have  regressed  spon- 
taneously.89 Thus,  the  diagnosis  of  primary  visceral  mela- 
noma was  made  by  exclusion.  In  1953,  Allen  and  Spitz,  in  an 
extensive  clinicopathologic  study  of  melanoma,  asserted  that 
the  single  conclusive  histologic  evidence  for  primary  malig- 
nant melanoma  is  the  demonstration  of  the  presence  of  junc- 
tional changes  in  the  lesion.5  This  is  characterized  by  infiltra- 
tions of  adjacent  epithelium  by  melanoma  cells.  However,  the 
same  authors  have  expressed  that  such  a criterion  has  its 
limitations,  particularly  in  those  neoplasms  with  extensive  ul- 
cerations, where  junctional  activity  becomes  difficult  or  even 


1 Contrast  study  of  the  esophagus  showing  multiple  polypoid  masses  (at 
least  four)  in  the  middle  and  lower  portions  of  the  esophagus. 


2.  Gross  specimen  showing  the  resected  portion  of  the  esophagus  and 
stomach.  Multiple  highly  pigmented  masses  are  shown  close  to  the  esopha- 
geal level  of  resection  (additional  proximal  segment  of  the  esophagus  was 
resected). 
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impossible  to  establish.  Several  other  investigators  have  also 
questioned  the  justification  of  this  criterion  as  the  sole  proof 
of  authenticity  of  the  primary  nature  of  malignant  melanoma.8 

As  far  as  we  can  determine,  there  are  approximately  30 
cases  of  primary  malignant  melanoma  of  the  esophagus 
which  have  been  reported.1 36  Only  half  have  histologic  docu- 
mentation of  junctional  changes.  Therefore,  a significant 
number  of  patients  with  esophageal  malignant  melanoma 
do  not  have  demonstrable  or  identifiable  junctional  epithelial 
changes.  With  our  present  knowledge  of  this  entity,  we  be- 
lieve that  in  this  particular  group  of  patients  the  previous  con- 
cept of  diagnosis  by  exclusion  is  applicable.  The  overall 
clinical  presentation,  gross  characteristics,  and  some  histo- 
logic features  have  to  be  considered.  For  example,  in  the 
great  majority  of  the  reported  cases  of  primary  esophageal 
melanoma,  the  tumor  is  usually  a pedunculated  mass  of  con- 
siderable size,  darkly  pigmented,  with  a wide  pedicle.  Not 
infrequently,  “satellite”  nodules  are  present.  On  contrast 
roentgenography,  this  polypoid  obstructing  tumor  with  “satel- 

3 Photomicrograph  of  the  highly  malignant  tumor  cells  showing  a wide  range 
of  nuclear  variation.  Both  intracellular  and  extracellular  deposits  of  melanin 
pigment  are  demonstrated  beneath  the  squamous  epithelium  of  the 
esophagus. 
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lite”  lesions  is  often  demonstrated  (Fig  1 ).  Endoscopy  usually 
reveals  a delicate,  darkly  pigmented,  lobulated  mass  or 
masses  which  are  extremely  friable  and  bleed  easily  when 
manipulated.  In  the  majority  of  cases  they  are  ulcerated.  In 
some  cases  the  mass  is  not  pigmented,  and  in  those  cases, 
gross  differentiation  from  other  lobulated  esophageal  tumors, 
such  as  leiomyoma,  fibroma,  papilloma,  and  sarcoma  be- 
comes difficult. 

There  are  only  five  clinically  reported  cases  of  metastatic 
melanoma  involving  the  esophagus.23  Clinical  presentations 
and  gross  description  of  the  tumor  in  two  cases  are  similar  to 
those  of  the  primary;  however,  in  all  five  cases  the  primary 
malignant  site  was  found  or  was  previously  known. 

Summary 

Until  we  have  better  diagnostic  means  and  when  the  path- 
ologist is  unable  to  document  the  presence  of  junctional 
changes,  the  role  of  diagnosis  by  exclusion  should  be  ap- 
plied. Although  the  prognosis  of  malignant  melanoma  of  the 
esophagus,  primary  or  metastatic,  is  poor  (to  date,  no  five- 
year  survivors  have  been  reported),  the  recent  sudden  surge 
in  biomedical  research  in  this  particular  field  may  make  dif- 
ferentiation of  this  tumor  into  primary  or  metastatic  prog- 
nostically  significant  in  the  future.  However,  for  the  present, 
the  advances  in  the  field  of  chemotherapy  and  immuno- 
therapy and  the  recent  dramatic  improvement  in  the  surgical 
mortality  rate  of  esophagogastrectomy  makes  surgical  re- 
section, either  for  palliation  or  cure,  an  attractive  therapeutic 
choice. 

Addendum 

Since  his  last  operation  approximately  14  months  ago,  this 
patient  has  been  examined  regularly  in  our  clinic.  Except  for 
mild  discomfort  over  the  right  thoracotomy  incision,  he  has 
been  asymptomatic.  His  swallowing  has  been  good  and  his 
weight  stable.  However,  during  his  last  clinic  visit,  two  new 
pulmonary  nodules  on  the  right  lower  lobe  were  seen.  Che- 
motherapy, immunotherapy,  and  possible  surgery  were  rec- 
ommended, but  the  patient  refused  treatment. 
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Distribution  and 
utilization  of  mid-level 
health  care 
professionals 

We  studied  the  numbers,  distributions,  levels  of  respon- 
sibility, and  utilization  patterns  of  mid-level  health  care 
professionals  (MLHCP)  for  Arkansas,  Louisiana,  New 
Mexico,  Oklahoma,  and  Texas.  MLHCP  are  those  mem- 
bers of  the  health  care  team  who  are  either  formally  edu- 
cated nurse  practitioners  or  physician  assistants  or 
persons  informally  educated  by  the  physicians  in  their 
practice  setting.  More  than  6,000  informally  educated 
and  700  formally  educated  MLHCP  were  identified  in  all 
specialties  and  types  of  practice  settings.  Most  work  in 
large  city  practices  that  serve  a small  percentage  of  indi- 
gent patients.  The  physicians  who  employ  MLHCP  hold 
a very  favorable  opinion  of  them.  Formally  educated 
MLHCP  function  at  higher  levels  of  responsibility  than 
informally  educated  ones;  physician  assistants  function 
at  higher  levels  of  responsibility  than  do  nurse  prac- 
titioners. 


In  1 965  a formal  program  at  the  University  of  Colorado  began 
training  pediatric  nurse  practitioners.  Also  in  1965,  Duke  Uni- 
versity started  its  program  to  develop  physician  assistants. 
Since  the  inception  of  the  programs  at  Colorado  and  Duke,  at 
least  49  nurse  practitioner  training  programs  and  55  physi- 
cian assistant  programs  have  been  established  throughout 
the  country.1'10 

The  American  Medical  Association  and  the  American 
Nurses’  Association  have  defined  roles  and  educational 
requirements,  and  many  states  have  passed  laws  concern- 
ing physician  assistants  and  nurse  practitioners.11 12  These 
groups,  as  well  as  the  educational  institutions  offering  pro- 
grams, need  to  assess  the  utilization  of  formally  and  infor- 
mally trained  MLHCP. 

Our  study  evaluates  the  utilization  and  distribution  of 
MLHCP — those  members  of  the  health  care  team  who  are 
either  formally  educated  as  physician  assistants  and  nurse 
practitioners  or  informally  educated  by  the  physicians  in  their 
practice  settings.  MLHCP  provide  some  medical  services 


heretofore  provided  by  physicians. 

This  study  sought  answers  to  the  following  questions:  How 
many  MLHCP  are  employed  in  the  study  area?  Are  there 
differences  between  those  formally  and  informally  educated 
with  respect  to  the  state  in  which  they  practice,  community 
size,  socioeconomic  status  of  the  population  served,  physi- 
cian specialty,  or  practice  setting?  Are  there  differences  be- 
tween the  utilization  of  nurse  practitioners  and  physician 
assistants? 

Methods 

We  studied  Arkansas,  Louisiana,  New  Mexico,  Oklahoma, 
and  Texas  to  gain  demographic  information  about  MLHCP. 
Data  were  compiled,  and  the  use  of  MLHCP  was  assessed 
according  to  the  levels  of  responsibility  delegated  by  physi- 
cians for  the  management  of  selected  patient  problems. 

To  investigate  relationships  and  responsibilities  of  MLHCP, 
we  sent  a two-part  survey  questionnaire  to  physicians  in  the 
study  area.  Physicians  who  did  not  employ  MLHCP  were 
asked  to  complete  only  Section  I of  the  survey  questionnaire. 

Section  I was  designed  to  collect  information  concerning 
the  physicians’  practice  settings  and,  if  applicable,  the  types 
of  MLHCP  employed  and  their  previous  experience  in  health 
care,  the  components  of  the  history  and  physical  examina- 
tions performed  by  the  MLHCP,  the  respondents'  general  im- 
pressions of  MLHCP,  and  reasons,  if  any,  that  prevented 
them  from  employing  MLHCP 

In  Section  II,  the  physicians  who  employed  MLHCP  were 
asked  to  report  the  levels  of  responsibility  delegated  for  each 
of  96  medical  problems.  Each  of  the  96  problems  (1 ) were 
common  to  most  practice  settings;  (2)  represented  each  of 
the  body  systems,  as  well  as  counseling  and  social-emo- 
tional problems;  (3)  comprised  a range  from  simple  to  com- 
plex, for  each  group  of  problems;  and  (4)  were  selected  and 
approved  by  the  project  advisory  committee  for  each  of  the 
five  participating  states. 

Levels  of  responsibility  were  assigned  a value  on  a scale 
from  1 to  5.  At  level  1 , the  MLHCP  obtained  the  patient's  chief 
complaint  and  immediately  referred  the  problem  to  the  physi- 
cian; at  level  2,  the  problem  was  referred  to  the  physician 
after  the  MLHCP  had  obtained  the  basic  history  and  physical 
examination;  at  level  3,  the  problem  was  referred  to  the  phy- 
sician after  the  MLHCP  had  ordered  diagnostic  laboratory 
tests;  at  level  4,  the  MLHCP  referred  the  problem  to  the  phy- 
sician after  completing  a proposed  protocol  or  after  develop- 
ing a plan  for  management  and  therapy;  and  at  level  5,  the 
problem  was  managed  by  the  MLHCP  without  direct  consul- 
tation with  the  physician. 

The  survey  was  mailed  to  1 ,842  physicians  in  Arkansas; 
4,594  in  Louisiana;  1 ,340  in  New  Mexico,  2,661  in  Oklahoma; 
and  1 4,957  in  Texas — a total  of  25,394  physicians.  Those 
physicians  who  had  not  responded  were  sent  a follow- 
up mailing  six  weeks  afterthe  initial  one.  A total  of  7,183 
(28.3%)  survey  questionnaires  usable  for  data  analysis  were 
returned.  Standard  data  analysis  procedures  were  used. 

Results  and  discussion 

Thirty-eight  percent  (2,713)  of  the  physicians  responding  to 
the  survey  indicated  that  they  employed  informally  educated 
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MLHCP  in  their  practices,  a total  of  6,383  employees.  The 
occupational  background  of  the  informally  educated  varied 
greatly  and  included  all  types  of  allied  health  professionals. 
Forty-five  percent,  however,  had  a nursing  background. 

The  informally  educated  professionals  were  employed  pri- 
marily in  general  practice,  internal  medicine,  and  surgery,  but 
also  in  all  other  specialties.  Fifty-six  percent  of  the  informally 
educated  MLHCP  were  in  private  practices,  either  solo,  part- 
nership, or  group. 

The  largest  percentages  of  informally  educated  MLHCP 
(68%)  worked  in  communities  with  populations  greater  than 
50,000,  whereas  only  6%  were  found  in  communities  of  less 
than  2,500.  Seventy-six  percent  were  employed  in  practices 
where  less  than  25%  of  the  patients  were  considered  indi- 
gent by  the  physicians. 

New  Mexico  seemed  to  be  somewhat  different  from  the 
other  four  states.  A much  larger  percentage  of  informally  ed- 
ucated professionals  were  employed  in  the  federal  system, 
usually  by  surgeons  or  by  specialists  other  than  primary 
practitioners.  Also  in  New  Mexico,  a much  lower  percentage 
of  the  informally  educated  are  employed  in  practices  with  an 
indigent  patient  population  of  less  than  25%. 

Two  hundred  and  fifty  (52%)  of  the  481  nurse  practitioners 
and  1 1 0 (46%)  of  the  238  physician  assistants  were  em- 
ployed in  Texas.  Nurse  practitioners  are  evenly  distributed 
throughout  the  states  in  the  study,  with  the  exception  of 
Texas,  which  has  a disproportionately  large  number.  Propor- 
tionally more  physician  assistants  are  found  in  Oklahoma 
(27%)  and  in  New  Mexico  (20%). 

The  nurse  practitioners  seem  to  be  evenly  distributed 
among  general  practice,  internal  medicine,  pediatrics,  and 
surgery.  The  physician  assistants,  on  the  other  hand,  are  em- 
ployed mainly  by  physicians  in  general  practice  (36%),  inter- 
nal medicine  (21  %),  with  less  than  5%  employed  in  either 
obstetrics/gynecology  or  pediatrics. 

Twenty-two  percent  of  the  nurse  practitioners  and  32%  of 
the  physician  assistants  are  employed  in  a private  practice. 
Among  those  in  institutional  settings,  the  majority  of  physi- 
cian assistants  are  employed  by  the  federal  system  (VA  hos- 
pitals), whereas  more  nurse  practitioners  (31  %)  fall  into  other 
categories,  mostly  public  health  agencies.  Another  striking 
difference  between  the  distribution  of  nurse  practitioners  and 
physician  assistants  is  their  representation  in  the  military  and 
federal  systems.  The  proportion  of  nurse  practitioners  in  the 
military  system  is  larger  than  that  of  physician  assistants 
(21%  versus  9%),  and  the  proportion  of  physician  assistants 
in  the  federal  system  is  larger  than  that  of  nurse  practitioners 
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(19%  versus  11%). 

Almost  75%  of  the  nurse  practitioners  are  found  in  large 
communities  (more  than  50,000  population),  with  21%  in  me- 
dium-size communities  (between  2,500  and  50,000).  Forty- 
two  percent  of  the  physician  assistants,  on  the  other  hand, 
were  found  in  medium-size  communities,  and  43%  in  larger 
communities.  Less  than  10%  of  nurse  practitioners  and  less 
than  1 5%  of  physician  assistants  were  found  in  small  com- 
munities (less  than  2,500  population). 

The  distribution  of  nurse  practitioners  and  physician  assis- 
tants who  are  serving  an  indigent  population  seems  to  be 
similar.  Nearly  50%  of  each  group  served  populations  with 
less  than  25%  indigent  patients,  according  to  the  responding 
physicians. 

Several  other  survey  findings  deserve  further  considera- 
tion. Only  a few  of  the  formally  educated  professionals  from 
either  group  were  employed  by  physicians  whose  specialty  is 
obstetrics/gynecology.  Formally  educated  MLHCP  were 
more  prevalent  in  institutional  settings  than  in  private  set- 
tings. This  distribution  may  have  been  a consequence  of  a 
more  clearly  defined  need  in  institutional  settings  and  more 
precisely  described  duties,  whereas  in  the  private  sector, 
physicians  felt  constrained  by  law  and  inadequate  infor- 
mation. Also,  physicians  in  the  private  sector  were  satisfied 
to  educate  their  own  assistants  and  often  felt  they  had  no 
need  for  the  formally  educated  physician  assistants  or  nurse 
practitioners. 

As  could  be  anticipated,  most  physicians  (67%)  employing 
informally  or  formally  educated  MLHCP  gave  highly  favor- 
able opinions  of  them,  which  suggested  that  they  were  sat- 
isfied with  whatever  level  of  responsibility  their  particular 
employees  have  assumed  for  patient  management.  Physi- 
cians (95%  of  those  surveyed)  who  employed  the  formally 
trained  nurse  practitioners  and  physician  assistants  ex- 
pressed a strongly  favorable  attitude  toward  them. 

The  most  frequently  reported  reason  for  not  hiring  MLHCP 
was  lack  of  information  for  determining  their  usefulness 
(72%).  Consequently,  the  opportunities  for  employing  more 
MLHCP  in  the  health  care  system  might  be  increased  simply 
by  informing  the  physician  population.  If  further  examination 
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of  the  reasons  for  not  employing  nurse  practitioners  and  phy- 
sician assistants  uncovered  correctable  problems,  more 
widespread  health  care  might  be  readily  provided. 

As  a result  of  the  data  analysis,  the  96  problems  were  sep- 
arated into  three  distinct  groups.  Group  I could  be  described 
as  the  complex  area,  potentially  affecting  the  patient's  life 
and  well-being  and  comprising  41  problems  encompassing 
all  systems,  eg,  dysphagia,  transient  ischemic  attacks,  an- 
gina, syncope,  poisoning,  breast  lumps,  and  spontaneous 
abortion.  Group  II  was  a collection  of  21  simple  problems, 
such  as  pharyngitis,  constipation,  sty,  colic,  and  sprains — 
usually  presented  by  ambulatory  patients.  Group  III,  consist- 
ing of  nine  problems,  represented  needs  for  counseling, 
including  nutritional  problems,  emotional  problems,  birth 
control,  school  and  learning  problems,  and  premarital  and 
sexual  problems. 

The  informally  educated  MLHCP  assumed  a significantly 
lower  level  of  responsibility  in  all  three  groups  of  problems 
(Figs  1 -3).  Generally,  the  informally  educated  professionals 
obtained  the  chief  complaint  and  history  of  present  illness. 
Approximately  50%  of  them  also  obtained  some  portion  of 
the  earlier  medical  history,  the  family  history,  and  the  social 
history.  The  level  of  responsibility  for  the  physical  examina- 
tion was  usually  restricted  to  obtaining  vital  signs,  although  a 
small  percentage  of  informally  educated  professionals  per- 
form various  other  components  of  the  physical  examination. 
Their  level  of  responsibility  for  the  three  groups  of  problems 
was  consistent  across  the  five  states,  across  the  four  spe- 
cialties identified,  across  the  community  settings,  and  across 
private  and  institutional  settings. 

The  formally  educated  MLHCP  were  allowed  to  assume 
greater  responsibilities  than  were  the  informally  educated. 
The  physician  assistants  especially  operated  at  a signifi- 
cantly higher  level  in  both  private  and  institutional  practice 
settings.  The  finding  that  physician  assistants  operated  at 
higher  levels  in  Oklahoma,  New  Mexico,  and  Arkansas  is  par- 
ticularly important,  because  legislation  in  these  states  specif- 
ically codified  the  physicians'  ability  to  delegate  responsibility 
to  nonphysicians.  Texas  and  Louisiana  did  not  have  similar 
legislation  at  the  time  of  this  study.  This  finding  suggests  that 
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enabling  legislation  may  have  a direct  impact  on  the  physi- 
cian's willingness  to  delegate  a greater  degree  of  involve- 
ment to  physician  assistants. 

Formally  educated  MLHCP  received  a higher  level  of  re- 
sponsibility for  simple  problems  than  for  complex  and  coun- 
seling problems.  The  physician  assistant  assumed  a higher 
level  of  responsibility  for  counseling  problems  than  did  a 
nurse  practitioner,  a particularly  intriguing  finding,  because 
an  important  component  of  the  nursing  curriculum  is  directed 
towards  patient  education.  With  the  greater  degree  of  in- 
volvement in  patient  care,  perhaps,  comes  the  necessity  to 
delegate  to  the  physician  assistant  an  increased  respon- 
sibly for  counseling. 

This  does  not  vitiate  the  role  of  the  nurse  practitioner,  since 
the  nurse  practitioner's  education  also  encompasses  other 
areas  of  health  care  not  directly  assessed  by  the  survey.  The 
survey  does  suggest,  however,  that  the  curriculum  for  phy- 
sician assistants  has  been  more  successful  than  that  for 
nurse  practitioners  in  preparing  them  to  deal  with  medical 
problems. 

The  survey  also  suggests  that  nurse  practitioners  already 
have  received  a higher  level  of  responsibility  for  medical 
functions  as  a complement  to  their  nursing  skills.  The  expan- 
sion of  the  nursing  role  does  not  mean  that  the  traditional 
functions  of  patient  care  are  relinquished.  Rather,  it  suggests 
an  integration  of  certain  medical  functions  with  improved 
nursing  skills.  It  should  not  be  assumed  that  the  MLHCP,  par- 
ticularly the  physician  assistants  and  nurse  practitioners,  are 
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replacing  the  physicians.  Rather,  this  study  indicated  the 
MLHCP  have  effectively  extended  the  physician’s  ability  to 
provide  health  care  to  a greater  number  of  patients. 
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RIMS0-50 

(dimethyl  sulfoxide) 

50%  w/w  aqueous  solution 


INDICATIONS  AND  USAGE 

RIMSO®  - 50  (dimethyl  sulfoxide)  is  indicated  for  the  symptomatic  relief  of  patients  with 
interstitial  cystitis  RIMSO  ® - 50  has  not  been  approved  as  being  safe  and  effective  for 
any  other  indication  There  is  no  clinical  evidence  of  effectiveness  of  dimethyl  sulfoxide 
in  the  treatment  of  bacterial  infections  of  the  urinary  tract 

CONTRAINDICATIONS 


None  known 

WARNINGS 

Dimethyl  sulfoxide  can  initiate  the  liberation  of  histamine  and  there  has  been 
occasional  hypersensitivity  reaction  with  topical  administration  of  dimethyl  sulfoxide 
This  hypersensitivity  has  been  reported  in  one  patient  receiving  intravesical  RIMSO®  - 
50  The  physican  should  be  cognizant  of  this  possibility  in  prescribing  RIMSO®  - 50.  If 
anaphylactoid  symptoms  develop,  appropriate  therapy  should  be  instituted 

PRECAUTIONS 

Changes  in  the  refractive  index  and  lens  opacities-have  been  seen  in  monkeys,  dogs  and 
rabbits  given  high  doses  of  dimethyl  sulfoxide  chronically  Since  lens  changes  were 
noted  in  animals,  full  eye  evaluations,  including  slit  lamp  examinations  are 
recommended  prior  to  and  periodically  during  treatment  Approximately  every  six 
months  patients  receiving  dimethyl  sulfoxide  should  have  a biochemical  screening, 
particularly  liver  and  renal  function  tests,  and  complete  blood  count. 

Intravesical  instillation  of  RIMSO®  - 50  may  be  harmful  to  patients  with  urinary  tract 
malignancy  because  of  dimethyl  sulfoxide-induced  vasodilation 

Some  data  indicate  that  dimethyl  sulfoxide  potentiates  other  concomitantly 
administered  medications 

Pregnancy  Category  C.  Dimethyl  sulfoxide  caused  teratogenic  responses  in  hamsters, 
rats  and  mice  when  administered  intraperitoneally  at  high  doses  (2  5-1 2 gm/kg).  Oral  or 
topical  doses  of  dimethyl  sulfoxide  did  not  cause  problems  of  reproduction  in  rats,  mice 
and  hamsters  Topical  doses  (5  gm/kg  first  two  days,  then  2 5 gm/kg  - last  eight  days) 
produced  terata  in  rabbits,  but  in  another  study,  topical  doses  of  1 1 gm/kg  days  3 
through  16  of  gestation  failed  to  produce  any  abnormalities  There  are  no  adequate  and 
well  controlled  studies  in  pregnant  women  Dimethyl  sulfoxide  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because  many  drugs  are 
excreted  in  human  milk,  caution  should  be  exercised  when  dimethyl  sulfoxide  is 
administered  to  a nursing  woman 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

A garlic-like  taste  may  be  noted  by  the  patient  within  a few  minutes  after  instillation  of 
RIMSO®  - 50  (dimethyl  sulfoxide).  This  taste  may  last  several  hours  and  because  of  the 
presence  of  metabolites,  an  odor  on  the  breath  and  skin  may  remain  for  72  hours 

Transient  chemical  cystitis  has  been  noted  following  instillation  of  dimethyl  sulfoxide 

The  patient  may  experience  moderately  severe  discomfort  on  administration  Usually 
this  becomes  less  prominent  with  repeated  administration 

DOSAGE  AND  ADMINISTRATION 

Instillation  of  50  ml  of  RIMSO®-  50  (dimethyl  sulfoxide)  directly  into  the  bladder  may  be 
accomplished  by  catheter  or  asepto  syringe  and  allowed  to  remain  for  15  minutes. 
Application  of  an  analgesic  lubricant  gel  such  as  lidocaine  jelly  to  the  uretha  is 
suggested  prior  to  insertion  of  the  catheter  to  avoid  spasm  The  medication  is  expelled 
by  spontaneous  voiding  It  is  recommended  that  the  treatment  be  repeated  every  two 
weeks  until  maximum  symptomatic  relief  is  obtained  Thereafter,  time  intervals  between 
therapy  may  be  increased  appropriately 

Administration  of  oral  analgesic  medication  or  suppositories  containing  belladonna 
and  opium  prior  to  the  instillation  of  RIMSO®  - 50  can  reduce  bladder  spasm 

In  patients  with  severe  interstital  cystitis  with  very  sensitive  bladders,  the  initial 
treatment,  and  possibly  the  second  and  third  (depending  on  patient  response)  should 
be  done  under  anesthesia  (Saddle  block  has  been  suggested). 

HOW  SUPPLIED 

Bottles  contain  50  ml  of  sterile  and  pyrogen-free  RIMSO®  - 50  (50%  w/w  dimethyl 
sulfoxide  aqueous  solution) 

Dimethyl  sulfoxide  is  clear  and  colorless 
Protect  from  strong  light 

Store  at  room  temperature  (50°  to  86° F)  (15°  to  30° C) 

Do  not  autoclave 
NDC  # 0433-0433-05 


DMSO  / RIMSO  / DMSO 

DMSO  / RIMSO  / DMSO 
DMSO /RIMSO /DMSO 
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RIMS0-50 

dimethyl  sulfoxide 

50%  w/w  aqueous  solution 
STERILE  AND  PYROGEN-FREE 

50  ml 

NDC  #0433-0433-05 

TOLL  FREE  ORDER  NUMBER  (800)  453-8432 

am  M|  RESEARCH  INDUSTRIES  CORPORATION 
H Pharmaceutical  Division 
Wt  m 1 847  West  2300  South 
“ W Salt  Lake  City,  Utah  84119 
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Feelings  vs. 

Some  people  feel  that  I am  misused  and  overused 
and  that  Fm  prescribed  too  often  and  for  too  many  kinds 
of  problems. 

The  FACT  is  that  approximately  eight  million  people, 
or  about  5 percent  of  the  U.S.  adult  population,  will  use  me 
during  the  current  year.  By  contrast,  the  national  health 
examination  survey  (1971-1975)  found  that  25  percent  of 
the  U.S.  adult  population  experiences  moderate  to  severe 
psychological  distress.  Additionally,  studies  of  patient  atti- 
tudes revealed  that  most  patients  have  realistic  views  regard- 
ing the  limitations  of  tranquilizers  and  a strong  conservatism 
about  their  use,  as  evidenced  by  a general  tendency  to 
decrease  intake  over  time.  Finally,  a six-year,  large-scale, 
carefully  conducted  national  survey  showed  that  the  great 
majority  of  physicians  appropriately  prescribe  tranquilizers. 

Some  people  feel  that  patients  being  treated  with  anxiolytic 
drugs  are  uweak , ” cant  tolerate  the  anxieties  of  normal  daily 
living,  and  should  be  able  to  resolve  their  problems  on  their 
own  without  the  help  of  medication. 

The  FACT  is  that  while  most  people  can  withstand 
normal,  everyday  anxieties,  some  people  experience 
excessive  and  persistent  levels  of  anxiety  due  to  personal  or 
clinical  problems.  An  extensive  national  survey  concluded 
that  Americans  who  do  use  tranquilizers  have  substantial 
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Facts 


justification  as  evidenced  by  their  high  levels  of  anxiety.  It 
was  further  noted  that  antianxiety  drugs  are  not  usually 
prescribed  for  trivial,  transient  emotional  problems. 

Some  people  feel  afraid  of  me  because  of  the  stories 
they've  heard  about  my  being  harmful  and  having  the 
potential  to  produce  physical  dependence. 

The  FACT  is  that  there  are  thousands  of  references  in 
the  medical  literature  documenting  my  efficacy  and  safety. 
Extensive  and  painstakingly  thorough  studies  of  toxicological 
data  conclude  that  I am  one  of  the  safest  types  of  psycho- 
tropic drugs  available.  Moreover,  I do  not  cause  physical 
dependence  if  the  recommended  dosage  and  therapeutic 
regimen  are  followed  under  careful  physician  supervision. 
However,  I can  produce  dependence  if  patients  do  not  fol- 
low their  physicians’  directions  and  take  me  for  prolonged 
periods,  at  dosages  that  exceed  the  therapeutic  range. 
Patients  for  whom  I have  been  prescribed  should  be  cau- 
tious about  their  use  of  alcohol  because  an  additive  effect 
may  result. 

Many  of  the  most  knowledgable  people  feel  that  I 
became  the  No.  1 prescribed  medication  in  America  because 
no  other  tranquilizer  has  been  proven  more  effective.  Or  safer. 

The  FACT  is  they  are  right. 


For  a brief  summary  of  product  information  on  Valium  (diazepam/Roche)  (V , please  see  the  following 
page.  Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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Valiums 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  adjunctive- 
ly  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron 
disorders;  athetosis,  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicafed:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  discon- 
tinuation of  benzodiazepines  after  continuous  use 
generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquil- 
izers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetldine)  administration  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  |aundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q i.d 
in  first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t id. 
or  q i d , adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q.i  d.  Geriatric  or  debilitated  patients:  2 to 
21/2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Children  1 to  2'/2  mg 
t i.d  or  q.i  d initially,  increasing  as  needed  and  toler- 
ated (not  for  use  under  6 months). 

Supplied:  Valium1'  (diazepam/Roche)  Tablets.  2 mg, 

5 mg  and  10  mg — bottles  of  100  and  500;  Tel-E-Dose*' 
packages  of  100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  In  boxes  containing  10  strips 
of  10;  Prescription  Paks  of  50,  available  in  trays  of  10 

\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc 

/vL  Nutley,  New  Jersey  07110 
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Cardiology 

Symposium 


“CARDIAC  PACING:  What,  When  and  How?” 


OCTOBER  1,2  and  3, 1981 

Texas  Children's  Hospital  Auditorium  6621  Fannin  Houston,  Texas 

PROGRAM  DIRECTORS:  Denton  A Cooley,  MD,  Carlos  M de 
Castro,  MD;  Paul  C.  Gillette,  MD,  Robert  J.  Hall,  MD,  Ali  Massumi, 
MD,  Virendra  S.  Mathur,  MD 

GUEST  SPEAKERS: 

Paul  M.  Zoll,  MD,  Harvard  Medical  School,  Boston.  Tenth  Texas 
Heart  Institute  Medalist  and  Ray  C.  Fish  Awardee  for  outstand- 
ing achievement  in  cardiovascular  disease. 

Michael  Bilitch,  MD,  University  of  Southern  California,  Los  Angeles 
Guy  Fontaine,  MD,  Hopital  Jean-Rostand,  France 
Seymour  Furman,  MD,  Albert  Einstein  College  of  Medicine,  Yeshiva 
University,  New  York 

Michel  Mirowski,  MD,  The  Johns  Hopkins  University  School  of 
Medicine,  Baltimore 

Victor  Parsonnet,  MD,  College  of  Medicine  and  Dentistry  of  New 
Jersey,  Newark 

The  1981  Texas  Heart  Institute  Symposium  has  been  developed  to 
answer  questions  which  present  to  every  practitioner  involved  with 
managing  patients  with  cardiac  disease  and  rhythm  problems. 

The  faculty  is  composed  of  experts  with  unusually  broad  talents  in 
the  field  of  cardiac  pacing  who  are  experienced  and  well  pre- 
pared to  address  and  answer  these  questions. 

The  Annual  Auscultation  Session  will  be  held  the  morning  of  Octo- 
ber 1 , drawing  from  our  vast  files  of  patient  recordings  to  illustrate 
various  examples  of  heart  disease  and  their  presenting  physical 
and  auscultatory  findings. 

CREDIT:  The  symposium  is  approved  for  a total  of  1 3 credit  hours 
in  Category  1 of  the  Physicians  Recognition  Award  of  the  Ameri- 
can Medical  Association  and  is  acceptable  for  13  Elective  hours 
by  the  American  Academy  of  Family  Physicians.  An  additional  3 
hours  of  credit  will  accrue  with  attendance  at  the  Annual  Ausculta- 
tion Session. 

FOR  FURTHER  INFORMATION  CONTACT: 

Robert  J.  Hall,  MD,  Medical  Director,  Texas  Heart  Institute 
PO  Box  20269,  Houston,  Texas  77025,  (713)  791-2157 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Current  approaches  to  the  diagnosis  and  management 
of  retinoblastoma.  Jerry  A.  Shields,  MD,  and  James  J. 
Augsburger,  MD,  Survey  of  Ophthalmology,  Inc,  Survey  of 
Ophthalmology , vol  25,  no  6,  May- June  1981 , pp  347-372. 

Retinoblastoma  is  the  most  common  primary  intraocular  ma- 
lignancy of  childhood,  occurring  in  about  one  out  of  1 5,000 
live  births.  A century  ago,  the  mortality  rate  with  this  malig- 
nancy was  nearly  1 00%;  today,  it  is  less  than  1 0%.  Further- 
more, with  recent  advances  in  both  diagnostic  and  therapeu- 
tic techniques,  vision  can  often  be  preserved  in  one  or  both 
eyes.  The  approach  to  differential  diagnosis  utilized  in  the 
Wills  Eye  Hospital  Ocular  Oncology  Service  is  outlined,  and 
various  diagnostic  tests  are  described  and  illustrated.  Pro- 
cedures for  examination  under  anesthesia  are  also  detailed; 
it  is  emphasized  that  the  physician  should  be  prepared  to 
institute  appropriate  treatment  at  the  time  of  examination  un- 
der anesthesia.  Depending  on  the  extent  and  nature  of  tumor 
involvement,  treatment  might  consist  of  enucleation,  external 
radiation,  episcleral  plaque  irradiation,  photocoagulation, 
cryotherapy,  chemotherapy,  or  a combination  of  these  mo- 
dalities. Indications,  techniques,  and  complications  of  each 
modality  are  discussed. 

Pharmacokinetic  principles  of  lidocaine  dosing  in  rela- 
tion to  disease  state.  Elaine  S.  Waller,  PharmD.  American 
College  of  Clinical  Pharmacology,  Journal  of  Clinical  Phar- 
macology, vol  21 , April  1 981 , pp  1 81  - 1 94. 

The  pharmacokinetic  parameters  of  lidocaine  are  pertinent 
to  the  determination  of  both  appropriate  loading  doses  and 
constant  infusion  rates  that  achieve  a therapeutic  plasma 
concentration  while  avoiding  toxicity.  Because  lidocaine  is 
used  primarily  in  older  patients  who  may  have  concurrent 
diseases,  the  effects  of  disease  states  on  lidocaine  disposi- 
tion are  important  when  calculating  lidocaine  doses.  Patients 
with  congestive  heart  failure  and  hepatic  disease  have  pro- 
nounced changes  in  lidocaine  clearance.  Patients  placed  on 
prolonged  lidocaine  infusions  have  a change  in  disposition 
half-life  of  the  drug.  Patients  with  renal  disease  do  not  have 
significant  alterations  in  handling  the  parent  compound  but, 
because  of  the  dependence  of  glycinexylidide  elimination  on 
renal  function,  may  accumulate  the  metabolite  and  develop 
central  nervous  system  toxicity.  Even  though  there  are  dif- 
ferences in  some  of  the  pharmacokinetic  variables  for  lido- 


caine in  young  and  elderly  patients,  the  clearance  of  the  drug 
was  not  significantly  different  in  the  two  patient  groups.  The 
effects  of  concurrently  administered  drugs  on  lidocaine  phar- 
macokinetics remain  to  be  more  widely  studied  in  patients. 

Legionellosis.  John  A.  Blackmon,  MD;  Francis  W.  Chandler, 
DVM,  PhD;  William  B.  Cherry,  PhD;  Albert  C.  England  III, 

MD;  James  C.  Feeley,  PhD;  Martin  D.  Hicklin,  MD,  MPH; 
Roger  M.  McKinney,  PhD;  and  Hazel  W.  Wilkinson,  PhD. 
American  Association  of  Pathologists,  American  Journal  of 
Pathology,  vol  1 03,  June  1 981 , pp  428-465. 

In  the  1 970s  important  contributions  were  made  to  the  under- 
standing of  infectious  diseases,  and  many  of  the  develop- 
ments are  of  interest  to  pathologists.  Surprisingly,  some  of 
the  most  substantial  medical  discoveries  of  the  decade  were 
in  bacteriology,  an  area  previously  regarded  as  being  fairly 
well  “understood.”  Several  “new”  bacteria  were  recognized 
that  have  the  potential  to  cause  severe  pneumonia  and  that 
on  occasion  can  be  associated  with  outbreaks  involving 
many  persons.  The  first  of  these  bacteria  to  be  recognized 
during  the  1970s  was  Legionella  pneumophilia,  the  etiologic 
agent  of  Legionnaires’  disease.  As  knowledge  of  this  organ- 
ism has  increased,  the  word  “legionellosis”  has  come  to  rep- 
resent the  various  clinical  syndromes  associated  with  infec- 
tion by  these  agents. 

Does  triggered  activity  have  a role  in  the  genesis  of  car- 
diac arrhythmias?  Michael  R.  Rosen.  MD,  and  Robert  F. 
Reder,  MD.  American  College  of  Physicians,  Annals  of  Inter- 
nal Medicine,  vol  94,  1981 , pp  794-801 . 

Whether  triggered  activity  plays  a role  in  the  genesis  of  car- 
diac arrhythmias  is  considered  in  this  review.  The  charac- 
teristics of  triggered  activity  are  compared  with  those  of  auto- 
maticity  and  reentry  at  the  cellular  electrophysiologic  level, 
and  these  observations  then  are  related  to  cardiac  arrhyth- 
mias. The  authors  stress,  however,  that  the  relation  between 
triggered  activity  and  clinical  arrhythmias  still  is  largely  spec- 
ulative and  that  further  experimental  and  clinical  study  is 
needed  before  the  presence  (or  absence)  of  a role  for  trig- 
gered activity  is  verified. 
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Interested  In 
Oil,  Gas  Lease 
Acquisition? 
Talk  To  Us . . . 
Today!! 


We  serve  the  sophisticated  business  person  who  seeks 
opportunities  for  profit  with  tax  shelter  through 
professionally  researched  and  recommended  oil  and  gas 
programs. 

Our  expertise  is  in  helping  clients  acquire  oil  and  gas 
leases  on  federal  and  state  lands  through  the  U.S. 
Government's  Lease  Acquisition  program.  Qualified 
investors  selected  may  participate  for  as  little  as  $10,000. 

In  1979,  the  average  price  of  leases  acquired  by  our 
investors  was  $50,000.  Some  have  sold  for  as  much  as 
$500,000. 

If  you  are  seeking  opportunities  for  potential  profits.  . . 
tax  deductible  . with  possible  capital  gains  options  and  the 
possibility  of  maintaining  a percentage  of  production,  call 
today  for  information  regarding  the  November,  1981,  lease 
filing  programs.  Call  Billy  Mitchell/ 1-800-527-6837  or 


(214)  692-8091. 


Federal  Energy  Corporation 

Campbell  Centre,  9th  Floor 
8350  N.  Central  Expressway 
Dallas,  TX.  75206 


FIRST  BI-ANNUAL  SOUTH  TEXAS 
CLINICAL  DIABETES  SYMPOSIUM 

Hilton  Palacio  Del  Rio  San  Antonio,  Texas 
November  6— 7,  1981 


Sponsored  by:  American  Diabetes  Association,  Eli  Lilly  & Company,  San  Antonio  Community  Hospital,  Ames  Division  of  Miles 
Laboratories,  Inc.,  The  Upjohn  Company 

Objective:  To  familiarize  the  primary  care  physician  with  current  research  and  its  clinical  application 


C.M.E.  Credit:  American  Diabetes  Association  (LCCME)  8 credit  hours,  Category  I 

American  Academy  of  Family  Physicians — This  program  has  been  reviewed  and  is  acceptable  for  8 (elective)  hours  by 
the  American  Academy  of  Family  Physicians. 

Cost:  $75  for  professionals — $40  for  students  (To  be  used  by  American  Diabetes  Association  for  future  educational  endeavors.) 


LIST  OF  TOPICS  SPEAKERS 

Etiology  of  Diabetes  Mellitus Dr.  George  Cahill 

Approach  to  the  Patient  Out  of  Control Dr.  Fred  Whitehouse 

Home  Glucose  Monitoring  & Use  of  External  Portable  Pump Dr.  David  Schade 

Approach  to  Pediatric  Diabetic  Dr.  Luther  Travis 

Treatment  & Prevention  of  Diabetic  Emergencies  Dr.  Daniel  Foster 

Care  of  the  Pregnant  Diabetic  Dr.  Robert  Huff 

Also  covered:  Diabetic  Control  & Complications 


Neuropathies,  Impotency,  Retinopathies  & Emergencies 
Education  of  the  Diabetic  & Family 
Approaches  to  Office  & Hospital  Diabetes  Education 
Current  Status  of  Oral  Hypoglycemic  Agents 

Controversies  in  Diabetes  Mellitus:  1)  Oral  Glucose  Tolerance  Test;  2)  Contraception 
CHAIRMAN  OF  SYMPOSIUM:  Sherwyn  L.  Schwartz,  M.D. 


FOR  MORE  INFORMATION  AND  REGISTRATION  CONTACT:  Mrs.  Rose  E.  Vassey 

8042  Wurzbach,  Suite  420 
San  Antonio,  Tx.  “'8229 
(512)690-8612 
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TEXAS  MEDICINE 


The  medical  scene 
in  Texas 


OSTEOPATHIC  AND  ALLOPATHIC  MEDICINE 

During  the  67th  Texas  Legislature,  TMA  members  and  staff 
worked  together  to  develop  background  papers  relating  to 
many  issues  confronting  patients  and  physicians  alike. 
Among  issues  covered  were  physician  distribution,  medical 
education,  continuing  education,  and  nursing  and  allied 
health  care  education.  In  this  issue,  Texas  Medicine  con- 
tinues the  series  of  articles  based  upon  these  papers.  From 
Dr  Donald  S.  Gibbs  of  Fort  Worth,  a physician  who  has  inti- 
mate understanding  of  the  practice  of  allopathic  medicine 
and  osteopathy,  a graduate  of  both  of  those  schools,  we 
have  the  following  insight  into  the  two  types  of  medical 
practice  licensed  by  the  Texas  State  Board  of  Medical 
Examiners. 


Forty  years  ago,  students  attending  schools  of  osteopathy 
were  trained  in  osteopathy  and  they  practiced  osteopathy, 
using  primarily  osteopathic  manipulative  treatment.  Now, 
styles  have  changed.  The  practitioners  of  osteopathy  actu- 
ally practice  osteopathic  medicine  and  are  considered  to  be 
osteopathic  physicians  with  much  less  emphasis  on  os- 
teopathic manipulative  treatment. 

The  origins  of  osteopathy  are  well  documented  in  history. 
Dr  Andrew  Taylor  Still  was  a farmer,  physician,  and  sometime 
preacher,  born  in  Virginia  in  1828.  He  was  a strong  minded, 
rather  dour,  strictly  principled  man.  Medicine  was  still  in  a 
rudimentary  stage  in  the  1 850s.  Diagnostic  methods  were 
very  limited,  drugs  relatively  few  and  poorly  standardized.  Dr 
Still  and  his  wife  suffered  the  loss  of  three  of  their  children  in 
a meningitis  outbreak,  a disease  which  was  almost  invariably 
fatal  in  those  days.  He  became  disillusioned,  even  coldly  en- 
raged by  the  failure  of  orthodox  medicine,  and  cast  about  for 
an  alternative.  He  eventually  devised  a system  of  healing 
based  on  the  theory  that  good  health  depended  on  normal 
structure  and  that  the  spine  was  paramount  in  this  regard, 
that  minor  strains  and  sprains  of  the  spinal  joints  could  pro- 
duce diseases  through  perversion  of  the  nervous  system. 
These  spinal  maladjustments  were  called  osteopathic  le- 
sions. In  the  years  that  followed,  the  Kirksville  College  of  Os- 
teopathy was  founded  in  1 874,  and  other  schools  followed  in 
Des  Moines,  Kansas  City,  Philadelphia,  Los  Angeles,  and 
Boston.  Today  there  are  at  least  1 4 colleges  of  osteopathy, 
although  there  is  no  longer  a Los  Angeles  College  but  in- 
stead the  Pacific  College  of  Osteopathy  in  Pomona,  Calif. 

When  I was  in  the  Philadelphia  College  of  Osteopathy  in 
the  late  1 930s,  osteopathy  was  taught  almost  like  a religion. 
The  osteopathic  lesion  was  considered  a primary  cause  of 
disease  and  osteopathic  treatment  was  an  essential  treat- 

Dr  Gibbs  originally  presented  his  comments  on  this  topic  in  The  Tarrant  County 
Physician. 


ment.  Drugs  were  avoided  whenever  possible,  and  a kind  of 
antipathy  to,  and  a separation  from,  allopathic  medicine  was 
fostered  as  if  to  make  sure  that  osteopathy  would  always  re- 
main a separate  school  of  treatment. 

We  were  well  trained  in  the  basic  sciences,  especially  in 
anatomy  and  neuroanatomy.  Osteopathic  principles  and  ma- 
nipulative technique  were  strongly  stressed  in  the  curriculum. 
Many  hours  were  spent  on  these,  both  in  didactic  and  practi- 
cal work.  However,  the  books  from  which  we  were  taught 
were  medical  text  books,  and  we  were  taught  medicine,  sur- 
gery, laboratory  work,  and  x-ray,  all  products  of  orthodox 
medical  research  and  all  studied  from  the  same  books  used 
in  regular  medical  schools.  As  the  years  rolled  by,  and  es- 
pecially after  World  War  II,  medicine  leaped  forward  with  in- 
credible advances,  from  antibiotics  to  arteriograms,  from 
nuclear  medicine  to  open-heart  surgery.  Practically  every 
field  of  medical  diagnosis  and  treatment  has  been  revolu- 
tionized in  the  past  25  years. 

How  did  these  changes  affect  osteopathic  training?  Mainly, 
the  osteopathic  philosophy  and  especially  manipulative  treat- 
ment were  relegated  more  and  more  to  the  background.  Os- 
teopaths were  by  now  licensed  in  all  states,  and  in  order  to 
keep  up  with  accepted  standards  of  medical  practice,  they 
had  of  necessity  to  adopt  all  the  new  medical  discoveries  and 
incorporate  them  in  their  practice.  In  fact,  a comparatively 
few  now  limit  their  practice  to  purely  manipulative  treatment, 
and  these  are  mainly  the  older  graduates. 

Today’s  modern  young  DO  is  well  taught,  but  with  increas- 
ing emphasis  on  modern  medicine.  He  or  she  is,  in  fact,  med- 
ically trained  rather  than  osteopathically  trained,  and  as  the 
years  go  by,  the  curriculum  has  so  nearly  approached  that  of 
the  MD  program  that  the  two  are  nearly  parallel,  leading  up  to 
the  same  examination  for  a state  license. 

Yet  all  through  these  years  the  schism,  the  separation  be- 
tween osteopathic  medicine  and  orthodox  medicine,  has 
continually  been  fostered,  and  in  my  opinion  the  biggest 
problem  that  the  osteopathic  profession  has  today  is  in  justi- 
fying the  continued  separation.  Having  to  a large  extent 
abandoned  the  original  fundamentals  of  their  philosophy — 
the  role  of  the  osteopathic  lesion  as  a cause  of  disease,  new 
reasons  have  had  to  be  developed  in  order  to  justify  a sepa- 
rate school  of  medicine.  These  are  mainly  three:  (1)  the  os- 
teopathic profession  leans  more  to  a family  practice  and  the 
provision  of  primary  care;  (2)  they  practice  holistic  medicine; 
and  (3)  they  practice  and  stress  preventive  medicine.  All 
these  claims  are  not  only  true  but  admirable,  but  they  are 
nothing  new,  and  have  all  been  features  of  allopathic  medi- 
cine for  many  years.  Do  not  misunderstand  me.  These  are  for 
the  most  part  intelligent,  dedicated  men  and  women  trained 
in  schools  which  bear  little  resemblance  to  the  old  osteo- 
pathic schools  of  the  1 920s  and  30s. 

I foresee  that  within  the  next  1 0 to  20  years  there  will  be 
essentially  no  difference  between  the  osteopathic  approach 
to  the  management  of  illness  and  health  and  that  of  allo- 
pathic medicine.  Today  there  is  no  such  thing  as  an  osteo- 
pathic curriculum  or  osteopathic  texts — students  use  the 
same  material  as  students  in  MD  schools. 

Donald  S.  Gibbs,  MD 

650  Fifth  Ave,  Fort  Worth,  TX  76104 
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sign  up  now  for  the 
HEALTH  REPORTING/ 
RADIO-TV  CONFERENCE 


Office  of  Public  Relations,  AMA 
October  29-31, 1981,  Dallas/Ft.  Worth  Hyatt 


You  will  want  to  attend  if  you're  a 
physician  already  on  the  air  or  if  you 
want  to  break  into  radio  and  TV  as  a 
health  reporter  or  commentator. 


CABLE  TELEVISION  — A special 
session 

Art  Ulene,  MD,  of  the  Today  Show  and 
Dennis  S.  O'Leary,  MD  will  be  special 


The  conference  will  feature  television 
and  radio  producers,  writers,  lay  medical 
reporters  and  physician  reporters.  The 

program  will  place  special  emphasis  on 
small  and  medium  markets. 


guests. 

The  HEALTH  REPORTING/RADIO-TV 
CONFERENCE  is  an  excellent  forum  to 
meet  other  physicians  like  yourself  who 
are  on  the  air  or  who  want  to  be. 


The  Workshops  will  cover 

TECHNIQUE  (for  all  market  sizes): 
Production  • Reporting  • Inter- 
viewing • Critique  • Writing  • 
Technology 

RESPONSIBILITY:  As  a reporter  to  the 
public  • As  a physician  to  the  medical 
profession  • legal  liability 

ANY  QUESTIONS  YOU  BRING  WITH 
YOU 


AGENDA 

Thursday,  October  29, 1 981 

Reception 

6:00-8:00  p.m. 

Friday,  October  30, 1 981 
General  Session  — Luncheon 
Workshops 
8:00  a.m.  - 5:00  p.m. 

Saturday,  October  31 , 1 981 
Workshops  — Luncheon 
8:00  a.m.  - 5:00  p.m. 


HEALTH  REPORTING/RADIO-TV  CONFERENCE 

Registration:  $1  25.00,  AMA  members;  $1  75.00,  non-members.  Fee  includes 
reception,  all  meals  and  workshops. 

Enclosed  please  find  my  check  for  $ payable  to  the 

American  Medical  Association,  535  N.  Dearborn,  Chicago,  60610. 

□ I will  □ I will  not  attend  the  reception  on  October  29,  6:00  — 8:00  p.m. 

Please  Print: 

Name 

Address 


City  _ 

State Zip 

Phone  Number  ( ) 

FOR  MORE  INFORMATION,  CALL  COLLECT  (312)  751-6614. 


I 

I 

I 

I 


! 

I 

\ 


Leadership 

It  took  time  to  achieve  it 
It  takes  dedication  to  keep  it 

Purepac  became  the  largest  generic  drug  manufacturing  facility  in  the  United 
States  by  providing  high  quality  generic  pharmaceuticals  at  the  lowest  possible 
cost.  We  know  that  to  be  on  top  tomorrow,  we've  got  to  stay  a few  steps  ahead  today. 

Here  are  some  of  the  steps  we've  already  taken: 

► Full-time  Medical  Vice  President  with 


► AND  A/Patent  Review  Departments 


Regulatory  Affairs  Department 


It  took  Purepac  50  years  to  achieve  this  leadership  position.  And  we’re  determined 
to  provide  you  with  even  more  quality  products  and  dedicated  services  in  the  next 
50  years. 


O 


PHARMACEUTICAL  CO. 


Division  of  Kalipharma,  Inc.,  Elizabeth,  N.J.  07207 


1930-1981 


Celebrating  over  50  years  of  industry  leadership. 
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MEDICINE  & THE  LAW 


QUALITY  OF  LIFE  AND  TERMINAL  ILLNESS 

In  the  August  issue  of  Texas  Medicine,  this  column  ad- 
dressed the  issue  of  whether  or  not  a patient,  in  the  terminal 
stages  of  an  unremitting,  incurable  mortal  illness,  required 
resuscitation  attempts  by  his  or  her  physician  or  by  hospital 
personnel.  The  article  concluded  that  the  physician,  patient, 
and/or  family  of  the  patient  may  authorize  an  order  restrict- 
ing the  future  use  of  resuscitative  measures.  This  month, 
Medicine  and  the  Law  addresses  the  question  of  whether  or 
not  physicians  may  discontinue  artificial  life  support  sys- 
tems, thereby  permitting  impaired  patients  suffering  curable 
illnesses,  as  well  as  those  suffering  from  terminal  illnesses, 
to  die.  The  potential  legal  and  social  consequences  inherent 
in  death  determinations  are  also  discussed. 


What  is  death? 

Oliver  Wendell  Holmes  once  said  that  a word  is  not  “a  crys- 
tal, transparent  and  unchanged.”  It  is  “the  skin  of  a living 
thought,”  he  said,  and  may  vary  greatly  in  color  and  content 
according  to  the  circumstances  and  the  time  in  which  it  is 
used.  Death,  like  any  other  word  used  in  the  English  lan- 
guage, has  changed  with  the  advances  in  medicine. 

In  law,  death  is  final,  unqualified,  and  without  limitations. 
The  physician  may  sometimes  refer  to  a person  as  being 
“functionally”  or  “clinically"  dead.  The  law,  however,  does  not 
recognize  any  qualified  state  of  death.  Regardless  of  the  pa- 
tient’s medical  condition,  an  individual  is  either  alive  or  dead 
under  the  law. 

The  advances  in  artificial  life  support  systems  and  subse- 
quently enacted  state  statutes  and  case  law  concerning 
death  indicate  that  this  is  an  issue  undergoing  rapid  evolu- 
tion. Court  rulings  supporting  or  opposing  “pulling  the  plug” 
determinations,  turn  on  whether  or  not  the  impaired  patient 
suffers  a curable  or  treatable  illness  as  opposed  to  an  incur- 
able terminal  illness. 

Curable  or  treatable  illnesses 

Often  the  decision  of  whether  or  not  to  undertake  maximum 
treatment  is  faced  by  parents  of  seriously  deformed  new- 
borns with  “curable”  or  “treatable”  diseases.  The  infants  may 
benefit  from  medical  intervention  but  still  face  severely  dis- 
abling conditions  requiring  continuing  care  and  treatment. 

When  a patient  is  suffering  from  a curable,  or  treatable  ill- 
ness or  injury  and,  due  to  incompetence  (coma,  retardation, 
individual  is  a minor)  cannot  give  or  refuse  consent  to  treat- 
ment, the  courts  have  not  been  willing  to  grant  a guardian, 
physician,  or  even  themselves  the  authority  to  withhold  treat- 
ment when  the  patient  is  unable  because  of  the  disability  to 
state  his  or  her  wishes. 

A recent  case  illustrates  this  result.  A baby  was  born  in 
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Florida  with  a spinal  disorder.  Without  surgery,  fatal  infection 
or  retardation  could  result.  With  surgery,  the  child  would  still 
suffer  paralysis  of  the  lower  extremities  and  might  also  be 
retarded.  The  parents  decided  that  no  surgery  should  be 
done.  The  attending  physicians  petitioned  the  court  for  au- 
thority to  operate. 

At  the  trial,  a physician  testified  that  surgery  might  suc- 
cessfully extend  the  child’s  life  into  adulthood  without  the 
probability  of  retardation.  However,  she  would  have  no  con- 
trol over  her  bladder  or  bowels.  Another  physician  testified 
that  the  child  would  be  sentenced  to  painful  surgical  pro- 
cedures and  would  be  a “living  compromise"  if  surgery  were 
authorized.  The  trial  judge  ruled  that  the  operation  should 
occur.’ 

A similar  result  occurred  in  New  York.  The  infant  was  born 
with  a meningomyelocele.  The  spinal  defect  was  covered 
with  a transparent  membrane  with  an  accumulation  of  cere- 
brospinal fluid  under  it.  The  infant  had  a relatively  low  lesion 
and  if  her  condition  were  treated  she  would  probably  have 
permanent  impairment  of  her  legs  below  the  ankles.  She 
would  also  lack  sphincter  control  of  the  bladder  and  anus. 
She  had  no  sign  of  hydrocephalus,  another  risk  from  her 
condition.  Without  surgery  the  infant  would  likely  soon  die, 
but  surgery  would  give  her  a reasonable  opportunity  to  live, 
to  grow,  and  perhaps  to  surmount  the  handicaps.  Her  parents 
refused  treatment  and  insisted  on  taking  her  home  to  “let 
God  decide”  if  she  was  to  live  or  die. 

The  hospital  petitioned  the  trial  court  to  be  appointed 
guardian  for  the  purpose  of  consenting  to  the  repair  of  the 
meningomyelocele  by  its  staff  physicians.  The  court  said  that 
the  parents  did  not  have  absolute  authority  to  let  their  daugh- 
ter die  and  that  it  would  act  to  protect  the  infant  by  appointing 
a guardian  to  consent  to  surgery.  The  court  concluded  that 
the  opportunity  to  have  the  surgery  performed  by  a compe- 
tent surgeon  was  available  to  the  parents  and  their  refusal  to 
consent  was  without  justification. 

Incurable  terminal  conditions 

On  the  other  hand,  numerous  court  decisions  across  the 
country  have  recognized  the  futility  of  sustaining  “life” 
through  the  use  of  artificial  life  support  systems  where  no 
hope  of  any  recovery  exists.  Even  in  the  case  of  infants,  the 
courts  have  recognized  that  removing  life  support  devices  is 
appropriate  where  no  brain  function  can  be  shown. 

On  Aug  23,  1 979,  a 1 7-month-old  child  was  discovered  at 
his  mother’s  apartment  gagging,  spitting  up  mucus,  and  hav- 
ing difficulty  breathing.  He  was  taken  to  a hospital,  where  a 
mechanical  respirator  was  applied.  The  child  had  apparently 
been  grossly  abused,  and  his  mother  was  arrested  for  the 
alleged  abuse.  The  child  was  placed  in  temporary  custody  of 
the  county  social  services  department.  On  Sept  4,  a hearing 
was  conducted  to  determine  whether  the  child  should  be 
maintained  on  the  respirator. 

At  the  hearing  the  attending  physician,  a consulting  neu- 
rologist, and  a court-appointed  neurologist  testified.  They 
concluded  that  the  child  had  suffered  total  brain  death  from 
head  trauma.  Three  electroencephalograms  showed  a com- 
plete lack  of  brain  function.  The  court  concluded  that  brain 
death  had  occurred,  that  cerebral  death  was  irreversible,  and 
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'that  nothing  could  be  done  to  reestablish  spontaneous  brain 
function  or  respiration. 

The  court  also  concluded  that  the  legal  definition  of  death 
was  the  absence  of  spontaneous  brain  function  and  inability 
of  resuscitation  or  supportive  maintenance  to  restore  spon- 
taneous respiratory  function  or  circulatory  function.  The  court 
directed  the  guardian  to  authorize  the  treating  physician  and 
the  hospital  to  remove  all  life  support  systems  if,  in  the  physi- 
cian's opinion,  the  legal  standard  of  cerebral  death  had  been 
met. 

On  appeal,  the  child's  mother  claimed  that  the  court  ex- 
ceeded its  jurisdiction  in  ordering  discontinuance  of  life  sup- 
port systems.  The  Colorado  Supreme  Court  disagreed.  In 
resolving  the  issue  of  proper  definition  of  death,  the  court 
discussed  modern  scientific  views,  judicial  decisions  and  re- 
cent legislation  in  other  states.  The  Colorado  Supreme  Court 
concluded  that  the  brain  death  concept  for  determining  death 
was  appropriate  and  adopted  that  standard  in  the  absence  of 
any  legislative  action  to  define  death.3 

Texas  definition 

In  1 979,  the  Texas  Legislature  statutorily  defined  death.  The 
definition  states  that  a person  is  considered  legally  dead  if, 
based  on  ordinary  standards  of  medical  practice,  there  is  the 
(“irreversible  cessation  of  spontaneous  respiratory  and  cir- 
culatory functions.”4  Should  artificial  means  of  support  pre- 
clude a determination  that  spontaneous  respiratory  and 
circulatory  functions  have  ceased,  a person  is  considered  le- 
gally dead  if,  based  on  ordinary  standards  of  medical  prac- 
tice, the  physician  concludes  that  there  is  . . the 
irreversible  cessation  of  all  spontaneous  brain  function. 

Death  is  considered  to  have  occurred  at  the  time  when  the 
relevant  functions  ceased.”25 

The  physician  is,  by  this  statute,  to  pronounce  death  be- 
fore artificial  means  of  supporting  respiratory  and  circulatory 
functions  are  withdrawn. 

Physicians  who  determine  death  in  accordance  with  this 
statute  are  “not  liable”  for  damages  in  any  civil  action,  nor  are 
they  “subject  to  prosecution”  in  any  criminal  proceeding  for 
their  acts.  Nurses  who  act  in  “good  faith  reliance  on  a deter- 
mination of  death”  by  a physician  also  are  not  liable  for 
damages,  nor  subject  to  prosecution  according  to  the  protec- 
tions contained  in  this  statute.6 

Ethical  statements 

The  AMA  Judicial  Council  issued  a report  in  January  1 981 
interpreting  the  AMA  Principles  of  Medical  Ethics  on  several 
topics,  including  “Allocation  of  Health  Resources,"  "Costs,” 
“Quality  of  Life,”  and  “Terminal  Illness.”  The  following  state- 
ment on  “Terminal  Illness”  is  particularly  helpful  here: 

The  social  commitment  of  the  physician  is  to  prolong  life 
and  relieve  suffering.  Where  the  observance  of  one  con- 
flicts with  the  other,  the  physician,  patient,  and/or  family 
of  the  patient  have  discretion  to  resolve  the  conflict. 

For  humane  reasons,  with  informed  consent  a physi- 
cian may  do  what  is  medically  necessary  to  alleviate  se- 
vere pain,  or  cease  or  omit  treatment  to  let  a terminally  ill 
patient  die,  but  he  should  not  intentionally  cause  death. 

In  determining  whether  it  is  in  the  best  interest  of  a termi- 
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TUCKS®  Pre-Moistened  Hemontioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  doth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue.  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-ionized  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  in  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOLHC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate. 10.0  mg;  bismuth  subgallate.  225%;  bismuth  resorcin  compound, 

I. 75%:  benzyl  benzoate,  12%;  Peruvian  balsam,  1.8%;  zinc  oxide, 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate,  5.0 
mg;  bismuth  subgallate,  225  mg;  bismuth  resorcin  compound.  175  mg; 
benzyl  benzoate,  12.0  mg;  Peruvian  balsam,  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients;  propylene  glycol, 
propylparaben,  methylparaben,  polysorbate  60  and  sorbitan  monostear- 
ate in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  tnembranes, 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Admhlstration:  Anusol-HC  Suppostories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults;  After  gentle  bathing  and  drying  of  the  anal 
area,  remwe  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  in  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071-3090-13)  with  plastic 
applicator. 

Store  between  S9°-86°F  (15°-30°C). 

1089G010 


PARKE-DAVIS 

Div  of  Warner-Lambert  Co 
Morris  Plains,  NJ  07950  USA 


nally  ill,  incompetent  patient  to  administer  potentially  life- 
prolonging medical  treatment,  the  physician  should  con- 
sider what  the  possibility  is  for  extending  life  under  hu- 
mane and  comfortable  conditions  and  what  are  the 
wishes  and  attitudes  of  the  family  or  those  who  have 
responsibility  for  the  custody  of  the  patient. 

Where  a terminally  ill  patient’s  coma  is  beyond  doubt 
irreversible  and  there  are  adequate  safeguards  to  con- 
firm the  accuracy  of  the  diagnosis  all  means  of  life  sup- 
port may  be  discontinued.” 

This  Judicial  Council  opinion  precludes  the  ethical  physi- 
cian from  intentionally  causing  death;  for  example,  by  injec- 
tion to  relieve  suffering.  However,  it  is  ethically  proper  for  a 
physician  to  discontinue  “all  means  of  life  support”  in  the 
case  of  the  terminally  ill  patient  whose  coma  is  beyond  doubt 
irreversible.  This  interpretation  of  ethical  conduct  is  one 
which  accurately  summarizes  conclusions  now  being 
reached  by  the  courts  and  is  one  upon  which  Texas  physi- 
cians can  rely. 

Donald  P.  “Rocky”  Wilcox 

TMA  General  Counsel 
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TIME  OF  DEATH  CONSIDERATIONS 

Important  legal  consequences  can  flow  from  the  physi- 
cian’s determination  that  death  occurred  at  a particular  mo- 
ment. Disposition  of  the  property  of  the  deceased  is  a good 
example. 

Let’s  assume  that  John  and  Mary,  husband  and  wife,  have 
no  children,  and  they  have  executed  reciprocal  wills.  If  John 
dies  first,  his  wife  will  inherit  all  his  property,  and  if  Mary  dies 
first,  her  husband  will  receive  all  her  property. 

Both  are  involved  in  an  automobile  accident,  sustaining  se- 
rious brain  injuries.  Both  are  rushed  to  the  hospital  in  a coma. 
Mary’s  heart  is  still  beating  spontaneously,  but  John’s  heart 
requires  artificial  assistance.  After  a complete  examination, 
the  attending  physicians  determine  that  both  are  in  irrevers- 
ible comas  and  their  deaths  are  inevitable.'  If  John’s  phy- 
sician determines  that  John  has  died  and  “pulls  the  plug” 
before  Mary’s  heart  stops  beating,  Mary’s  heirs  will  receive 
all  of  John’s  property. 

if  you  were  John's  doctor,  with  full  knowledge  of  the  facts  ol 
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heirship,  would  you  "pull  the  plug  at  the  same  instant  you 
would  under  other  heirship  circumstances?  What  if  John’s 
heart,  kidneys,  or  other  organs  were  needed  for  transplant, 
would  your  decision  be  the  same?2 

The  physician’s  decision  as  to  whether  or  not  artificial 
means  of  sustaining  life  should  be  withdrawn  frequently  has 
collateral  legal  consequences. 

Consider  this  example.  George  Smith  sustains  severe  inju- 
ries in  an  accident.  If  he  lives,  his  mental  capabilities  are  ex- 
pected to  be  almost  totally  lost.  He  will  be  a mental  incompe- 
tent for  the  rest  of  his  life.  Mr  Smith’s  family,  in  light  of  the 
prognosis  of  a marginal  existence,  requests  his  physician  not 
to  use  extraordinary  heroic  measures  to  keep  him  alive.  Fur- 
ther, the  family  requests  that  the  current  artificial  life  support 
systems  be  withdrawn.  Fortunately  (or  unfortunately)  Mr 
Smith  is  in  a teaching  hospital  where  every  conceivable 
means  is  available  to  keep  him  alive.  The  family’s  wishes  are 
ignored  in  favor  of  treating  Mr  Smith  in  every  known  way. 

Assume  further  that  Mr  Smith  has  limited  health  insurance, 
no  disability  insurance,  but  a very  generous  accidental  death 
insurance  policy  conditioned  on  Mr  Smith’s  dying  within  30 
days  of  an  accident  (a  common  provision).  As  a result  of  the 
heroic  efforts  and  superb  personnel  and  equipment  at  the 
teaching  hospital,  George  Smith  lives  three  years  in  a semi- 
comatose  state  and  dies  from  a viral  infection.  But  for  the 
superb  efforts  on  the  part  of  those  attending  him,  he  would 
have  died  within  30  days  of  the  accident. 

The  insurance  company  denies  coverage  because  30 
days  have  elapsed  between  the  accident  and  the  death.  Mr 
Smith's  family  receives  the  very  substantial  medical  and  hos- 
pital charges  for  treatment  not  authorized  by  them,  along  with 
the  funeral  expenses.  As  a result  of  the  unauthorized  efforts 
to  prolong  Mr  Smith’s  life,  no  insurance  is  available  to  cover 
these  costs. 

In  a case  where  treatment  is  expected  to  prolong  an  in- 
competent’s life,  but  no  true  hope  of  recovery  exists,  can  the 
physician  honor  a family’s  request  to  withdraw  the  artificial 
life  support  systems  in  place?  Should  the  “incompetent’’  pa- 
tient be  permitted  to  die  rather  than  be  placed  on  the  artificial 
life  support  system  which  will  sustain  marginal  existence  for 
a few  years  even  though  there  is  no  real  hope  for  return  to 
“normal”  mental  function?  Are  the  financial,  religious,  or 
other  motivations  for  family  requests  relevant  in  the  decision 
to  withhold,  withdraw,  or  administer  treatment?  These  are 
questions  physicians  will  continue  to  face  in  treatment  deci- 
sions involving  their  patients. 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

"In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland's  Illustrated  Medical  Dictionary,"  25th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged." 

References 

Reference  lists  should  contain  (1 ) author's  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 1 56- 1 60,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member's  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow.  Risk  management.  Tax  reduction,  Estate  & Investment 
planning  program. 

Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
every  two  or  three  years  if  desirable. 


American  "Medi-Lease"  Automobile  Plan  - 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280-ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  All  Investment  Tax  Credit  will  be  passed  to  each  lessee  through  "American  'Medi-Lease' 
Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  1 5th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  American  "Medi-Lease”  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN-OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn  over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 
Management. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


power  assets. 

Volkswagen,  Rabbit 
Honda  Accord  4 dr. 
Toyota,  Celica  GT  Coe. 
Cutlass/Regal 
R iviera 
BMW  320i 


196.00  per  month 
227.44  per  month 
217.14  per  month 

228.00  per  month 

377.00  per  month 

341.00  per  month 


Datsun  280-Z  X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  E Idorado 
Mercedes,  380  SL 


320.10  per  month 

398.00  per  month 

435.00  per  month 
424.61  per  month 
458.29  per  month 
797.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  del iver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


American 


A.  Joe  Butcher,  President 
James  S.  Childress,  Vice  President 
Jodanna  Barfield,  Secretary  & Treasurer 
Brenda  Robertson,  Executive  Secretary 


~#roup, 

Regional  Office 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-442-6005 


1200  Country  Club  Ln. 
Suite  102 

Fort  Worth,  Texas  761 12 
1-800-772-7581 

104  North  Expressway-83 
Brownsville,  Texas  78520 
1-800-292-7703 


2997  LB J Freeway  Dallas,  Texas  75234 
(214)  620-8473 

For  information  on  Business  and  Personal  Financial  Management, 
call  for  a no  obligation  conference  and  review. 


Inc. 


520  N.  Belt 
Suite  375 

Houston,  Texas  7706C 
1-800-442-6067 


"dedicated  to  Qfoervice  for  the  cModical  Profession 
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Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 

Medical  Director 
Diplomate , American  Board 
of  Internal  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 


“A  FORTUNATE  OPPORTUNITY” 

• Admission- Evaluation  Service  • Adolescent  Program 

• General  Psychiatric  Program  • Discharge  Planning  Program 

• Long-Term  Intensive  Psychotherapy  • Limited  Use  of  Medication 

B Specialists— Long  Term  Intensive  Psychotherapy— Adolescents -Young  Adults 

A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

For  more  information  call  504  837-7788  or  write  Terry  Gillmore,  Patient  Service  Representative.  After  5 
pm  call  504  835-2661.  (Collect  calls  accepted.) 

1800  Jefferson  Hwy.  John  A.  Stocks,  MD  C.  Christian  Plasberg 

OAKS  New  Orleans,  La.  70121  Medical  Director  Administrator 


Thanks  to  you... 
it  works... 
for  ALL  OF  US 


United  W^y 
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B.  D.  Alexander 

Boyd  Darwin  Alexander,  MD,  Waco,  died  May  1 , 1 981 . A 
member  of  the  McLennan  County  Medical  Society,  Dr  Alex- 
ander had  practiced  medicine  for  55  years  before  retiring 
in  1977. 

He  was  born  in  New  Boston,  Tex,  but  moved  to  Waco  dur- 
ing his  childhood  and  attended  Waco  public  schools.  After 
graduating  from  Baylor  University  in  1 91 6,  Dr  Alexander  en- 
tered UT  Medical  Branch  at  Galveston.  Graduation  in  1920 
was  followed  by  an  internship  at  Leland  Stanford  Hospital  in 
San  Francisco  and  a residency  at  Providence  Hospital  in 
Waco.  He  joined  his  father,  Robert  J.  Alexander,  MD,  and 
brother,  R.  B.  Alexander,  MD,  in  their  practice  in  Waco. 

Surviving  family  members  include  his  wife,  Alla  Blanche 
Hutto  Alexander,  Waco;  daughter,  Elizabeth  Ann  Spencer, 
Austin;  three  grandchildren;  and  one  great-grandchild. 

H.  G.  Bell,  Jr 

Henry  Grady  Bell,  Jr,  MD,  59,  a Conroe  family  physician, 
died  April  28, 1 981 . He  was  a past  president  of  Montgomery 
County  Medical  Society. 

Born  in  Dallas,  Dr  Bell  was  a 1 942  graduate  of  the  New 
Mexico  Military  Institute  at  Roswell.  In  1 945  he  was  gradu- 
ated from  the  University  of  Arkansas  School  of  Medicine. 
After  an  internship  at  the  University  of  Alabama  Medical 
Center  in  Birmingham  and  service  in  the  US  Army  Medical 
Corps,  Dr  Bell  moved  to  Conroe  in  1948. 

He  is  survived  by  his  wife,  Martha  Jane  Walker  Bell,  Con- 
roe; son,  J.  Michael  Bell,  Houston;  daughter,  Mary  Jane  Bell, 
New  York  City;  mother,  Maurine  Crabb  Bell,  Henderson,  Tex; 
and  two  grandsons. 

P.  W.  Best 

Paul  Wesley  Best,  MD,  a Houston  surgeon  for  many  years, 
died  April  1 9,  1 981 . He  was  a member  of  Harris  County  Medi- 
cal Society. 

A native  of  Goldsboro,  NC,  Dr  Best  received  a bachelor  of 
arts  degree  from  Duke  University  in  1921  and  a doctor  of 
medicine  degree  from  the  University  of  Pennsylvania  in 
1916.  He  served  as  a lieutenant  in  the  US  Naval  Reserve 
Medical  Corps  during  World  War  I.  Before  moving  to  Hous- 
ton, he  practiced  in  Atlanta  during  1919-1 926,  serving  as  in- 
structor in  the  department  of  surgery  at  Emory  University 
School  of  Medicine. 

Surviving  Dr  Best  are  his  wife,  Mary  Friend  Best,  Houston; 
son,  Paul  W.  Best,  Jr,  MD,  Odessa;  and  one  grandchild. 

H.  P.  Bray 

Harold  Perry  Bray,  MD,  67,  Marshall,  died  April  27,  1981 . He 
was  a member  of  Harrison  County  Medical  Society. 

Dr  Bray,  a general  surgeon,  was  born  in  Babylon,  NY,  and 
received  his  premedical  education  at  William  and  Mary  Col- 
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lege  in  Virginia.  In  1 940  he  was  graduated  from  McGill  Uni- 
versity Faculty  of  Medicine  in  Montreal,  followed  by  an  intern- 
ship at  Mercy  Hospital  in  Pittsburg,  Pa.  After  serving  in  the 
US  Army  during  1941-1946,  Dr  Bray  completed  surgical 
residencies  at  Metropolitan  Hospital  Center  and  Flower  and 
Fifth  Avenue  Hospitals,  New  York.  He  began  a practice  in 
Longview,  Tex,  in  1 950,  remaining  there  three  years,  before 
accepting  the  position  of  chief  surgeon  at  Marshall’s  Texas 
and  Pacific  Hospital.  He  served  in  that  capacity  for  1 6 years 
and  then  returned  to  private  practice. 

Surviving  family  members  include  his  wife,  Marjorie  White 
Bray,  Marshall;  sons,  Harold  Bray,  College  Station,  and  Rich- 
ard Bray,  Dallas;  daughters,  Lisa  Bray  and  Tara  Bray,  both  of 
Marshall;  and  Hilary  Cranfill,  Arlington;  and  one  grandson. 

W.  M.  Center 

William  Massie  Center,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Bexar  County  Medical  Society,  died 
April  30,  1 981 . He  was  68. 

Born  in  Alpena,  Ark,  Dr  Center  received  his  premedical  ed- 
ucation at  the  University  of  Arkansas  at  Fayetteville  before 
graduating  from  the  University  of  Arkansas  School  of  Medi- 
cine in  Little  Rock  (1943).  He  moved  to  San  Antonio  in  1943 
to  complete  an  internship  and  residency  at  Santa  Rosa  Medi- 
cal Center.  After  further  training  at  St  Joseph  Hospital  in 
Houston,  Dr  Center  returned  to  San  Antonio  to  practice  ob- 
stetrics and  gynecology. 

He  is  survived  by  his  wife,  Wilma  Justice  Center;  daughter, 
Cynthia  Center  Beard;  and  sons,  James  W.  Center  and  Wil- 
liam Massie  Center  III,  all  of  San  Antonio;  and  sister,  Mrs 
Frank  Pettit,  Harrison,  Ark. 

J.  V.  Connolly 

John  Vincent  Connolly,  MD,  a former  resident  of  Ingleside, 
died  Jan  3, 1 981 . Dr  Connolly  had  been  living  in  California 
since  1977. 

A native  of  New  Haven,  Conn,  Dr  Connolly,  63,  held  de- 
grees from  the  University  of  Maryland  and  the  University  of 
Iowa,  as  well  as  a master's  degree  in  public  health  from  Tu- 
lane  University.  He  received  his  medical  degree  in  1950  from 
The  University  of  Texas  Medical  Branch  at  Galveston.  He 
practiced  in  Shiner,  Tex,  before  moving  to  Ingleside  in  1955. 

Dr  Connolly  served  in  Vietnam  during  1 967-1 969  as  a 
medical  officer  for  the  US  Agency  for  International  Develop- 
ment. Later  (1971  - 1 973)  he  was  a field  director  of  volunteer 
physicians  in  Vietnam  for  the  American  Medical  Association. 
In  1975  he  was  appointed  senior  medical  officer  in  Kontum, 
South  Vietnam,  for  the  Care-Medico  program  to  train  village 
health  workers  and  midwives. 

He  is  survived  by  his  wife,  Sang  Connolly,  Lakewood,  Calif; 
sons,  John  Connolly,  Lakewood,  and  Rev  Thomas  Edward 
Connolly,  Austin;  daughters,  Doris  Kresse  and  Molly  Govella, 
both  of  Houston;  Susan  Connolly  and  Quincy  Connolly,  both 
of  Lakewood;  and  six  grandchildren. 

J.  G.  Duffy 

Jack  Gilbert  Duffy,  MD,  a Fort  Worth  obstetrician-gynecolo- 
gist, died  April  25,  1 981 . He  was  58. 

Dr  Duffy,  a native  of  Gulf,  Tex,  had  lived  in  Fort  Worth  for 
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21  years.  He  attended  Southern  Methodist  University  and  re- 
ceived a bachelor  of  science  degree  from  Baylor  University. 

In  1 952  he  was  graduated  from  Baylor  College  of  Medicine 
and  then  served  a rotating  internship  at  the  Veterans  Admin- 
istration Hospital  and  Methodist  Hospital  in  Houston.  After 
practicing  in  Conroe  and  Bertram,  Tex  (1953- 1 956),  Dr 
Duffy  continued  his  education  at  the  University  of  Pennsyl- 
vania Graduate  School,  receiving  a master’s  degree  in  1 957. 
He  moved  to  Fort  Worth  in  1 960,  following  a residency  in 
obstetrics  and  gynecology  at  Jefferson  Davis  Hospital  in 
Houston. 

During  World  War  II,  Dr  Duffy  served  in  the  US  Navy  in  the 
Pacific  Fleet. 

Survivors  include  his  wife,  Lucile  Fender  Duffy;  and  son, 
Jack  G.  Duffy,  Jr,  both  of  Fort  Worth;  daughters,  Karen  Vick- 
ers, Dallas,  and  Julia  Duffy,  Fort  Worth;  brother,  A.  E.  Duffy, 
Tomball,  Tex;  sister,  Betty  Beason,  Seabrook,  Tex;  and  one 
grandson. 

J.  A.  Griswold 

James  Arnold  Griswold,  MD,  a Ballinger  family  physician, 
died  April  30,  1 981 . He  was  54. 

Dr  Griswold,  a native  of  Tulsa,  Okla,  had  lived  in  Ballin- 
ger for  the  last  ten  years.  He  was  president  of  the  Runnels 
County  Medical  Society. 

He  attended  Texas  A&M  University  and  Texas  Tech  Univer- 
sity before  graduating  from  Southwestern  Medical  School  in 
Dallas  in  1953.  He  interned  at  Brooke  Army  Medical  Center 
at  Fort  Sam  Houston  and  then  served  an  obstetrics  and 
gynecology  residency  at  Robert  B.  Green  Memorial  Hospital 
in  San  Antonio.  He  was  a veteran  of  World  War  II  and  the 
Korean  War. 

Surviving  family  members  include  his  wife,  Diane  Webb 
Griswold,  Ballinger;  daughter,  Lou  Ann  Kreig,  San  Angelo; 
son,  Jim  Griswold,  Lubbock;  stepmother,  Mrs  E.  H.  Griswold, 
San  Angelo;  sisters,  Lockie  Sue  Bissett,  Ozona,  Tex,  and  Pa- 
tricia Martin,  Las  Cruces,  NM;  brother,  George  Griswold, 

PhD,  Albuquerque;  and  one  grandchild.  He  was  preceded  in 
death  by  his  twin  brother,  Ed  Griswold,  DDS. 

T.  O.  Melcher 

Truman  O’Quinn  Melcher,  MD,  a past  president  of  Brazos- 
Robertson  County  Medical  Society,  died  May  7,  1 981 , at 
age  66. 

A native  of  Port  Arthur,  Dr  Melcher  completed  junior  col- 
lege at  Shriner  Institute  in  Kerrville.  He  received  a bachelor  of 
arts  degree  from  The  University  of  Texas  at  Austin  and  his 
medical  degree  (1942)  from  The  University  of  Texas  Medical 
Branch  in  Galveston.  He  completed  a year  of  internship  at 
Presbyterian  Hospital  in  Denver  before  entering  the  Army 
as  a lieutenant.  He  served  in  active  federal  service  during 
1 943-1 946  and  was  decorated  with  the  American  Theater 
Campaign  Medal  and  the  Victory  Medal.  Chief  of  the  medical 
screening  board  on  physical  examinations  for  the  regular 
Army,  Dr  Melcher  received  a citation  of  merit  for  leadership 
by  President  Harry  Truman. 

Following  World  War  II,  Dr  Melcher  practiced  medicine  in 
Port  Lavaca  for  six  years.  After  completing  a residency  in 
otorhinolaryngology  during  1952-1955,  he  moved  to  Bryan 


to  practice  his  specialty.  He  continued  his  practice  for  25 
years,  during  which  time  he  was  on  the  A&M  University  staff 
for  ENT  consultation. 

Survivors  include  his  wife,  Merie  Emerson  Melcher,  Bryan; 
daughters,  Shaaron  Merie  Conoly,  Austin;  Michele  Louise 
Roberts,  Dallas;  and  Melinda  O’Quinn  Siegert,  Bryan;  broth- 
er, J.  C.  Melcher,  Sr,  Port  Lavaca;  and  five  grandchildren. 

H.  P.  Redwine 

Harry  Page  Redwine,  MD,  76,  an  honorary  member  of  Texas 
Medical  Association,  died  April  1 9,  1 981 . 

Dr  Redwine,  a native  of  El  Campo,  Tex,  was  graduated 
from  Rice  University  in  1 927  and  from  The  University  of 
Texas  Medical  Branch  in  1 931 . Following  an  internship  at 
John  Sealy  Hospital  in  Galveston,  he  began  the  practice  of 
medicine  in  Snyder  in  1 935.  Except  for  four  years  of  service 
in  the  US  Army  Medical  Corps  (1942-1946),  Dr  Redwine 
practiced  medicine  in  Scurry  and  surrounding  counties  until 
his  retirement  in  1 975.  He  served  as  secretary-treasurer  of 
the  Colorado  Basin  County  Medical  Society  for  1 3 years. 

Surviving  family  members  include  Dr  Redwine’s  wife, 
Katherine  Ruse  Redwine,  Snyder;  daughters,  Harriet  Lee, 
Phoenix,  and  Paula  Lowe,  Fort  Worth;  son,  David  Redwine, 
Lubbock;  sisters,  Maude  Richardson  and  Daphne  Melcher, 
both  of  El  Campo,  and  Mary  Ella  Adams,  Kerrville;  brother, 
Earl  Redwine,  El  Campo;  and  one  grandchild. 

J.  P.  Searls 

John  Percival  Searls,  MD,  76,  an  honorary  member  of  Texas 
Medical  Association,  died  April  1 4,  1 981 . A member  of  Big 
Bend  County  Medical  Society,  Dr  Searls  had  practiced  medi- 
cine in  Marfa  for  40  years. 

He  was  born  in  Athens,  Tex,  and  was  graduated  from  the 
New  Mexico  Military  Institute  at  Roswell.  In  1929  he  received 
a bachelor  of  arts  degree  from  Texas  Tech  University.  Gradu- 
ation from  The  University  of  Texas  Medical  Branch  in  1 934 
was  followed  by  an  internship  at  LDS  Hospital  in  Salt  Lake 
City.  He  practiced  in  Malakoff,  Tex,  before  moving  to  Marfa  in 
1 941 . Dr  Searls,  who  served  as  city  health  officer  of  Marfa, 
was  the  recipient  of  the  Marfa  Community  Achievement 
Award  for  1981 . 

He  is  survived  by  his  wife,  Maybeth  Smyth  Searls,  Marfa; 
daughter,  Susan  Searls  Sawyer,  Lubbock;  son,  Jimmy  Searls, 
Anthony,  NM;  and  four  grandchildren. 
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IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of _ 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  712  N.  Washington, 
Dallas  75246 
(214)  821-4640 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 
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Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

'INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows. 

' Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  andor  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i.e. 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  eg. 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics, has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a 'crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide, 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies.  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given.  Should  respiration  become  very  shallow  and 
slow.  CNS  stimulanls.  e g . caffeine.  Metrazol.  or  ampheta- 


mine, may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 

ADVERSE  REACTIONS  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions. This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin.  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness, with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de- 
pressants has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly. 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group. 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam,  skin  rashes,  light-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics, and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse.  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan,  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I v .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patients 
condition  remains  satisfactory.  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed.  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamine  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamine.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended. 

Copyright  © 1981,  Wyeth  Laboratories. 

All  rights  reserved. 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 
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WANTED: 

Physicians  who  prefer 
medicine  to  paperwork. 

We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen,  accountants,  and 
lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice  that  is  practically  perfect.  Where 
in  almost  no  time  you  experience  a spectrum  of  cases  some  physicians  do  not  encounter  in  a lifetime, 
where  you  work  without  worrying  whether  the  patient  can  pay  or  you  will  be  paid,  and  where  you  pre- 
scribe, not  the  least  care,  nor  the  most  defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician.  Army  Medicine  provides  wide-ranging  opportunities  for  the  stu- 
dent, the  resident,  and  the  practicing  physician  alike. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army  residents  gener- 
ally receive  higher  compensation  and  greater  responsibility  than  do  their  civilian  counterparts  and 
score  higher  on  specialty  examinations.  If  you  are  currently  in  a residency  program  such  as  Orthope- 
dics, Neurosurgery,  Urology,  General  Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army's 
Sponsorship  Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Officer,  you  receive 
substantial  compensation,  extensive  annual  paid  vacation,  a remarkable  retirement  plan,  and  the  free- 
dom to  practice  without  endless  insurance  forms,  malpractice  premiums,  and  cash  flow  worries. 

Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


WRITE  OR  CAUL  COLLECT:  cpT  ^ A 

Brooke  Army  Medical  Center 
ATTN:  AFZG-MDZ-PP 
Ft  Sam  Houston,  TX  78234 
(512)  221-6804  /4465 


An  Equal  Opportunity  Employer 
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INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR^EASE 

Thomas  J.  Fatherree'.TVID 
Hugh  F.  Arnold,,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modetski,  MD 
Sigmund  W.  Fripdle 
Boguslaw  Godl< 

DERMATOLO 

Samuel  F.  Bea 

ENDOCRINOLC 

METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  METT 
R.  Frederick  Gregory,  MD 
Thomas  J.  {Hanson,  MD 
Richard  D.  Jab  odskrrMt) 

Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold, J4E 
Belton  G.  Griffin, MD 
Frederick  R.  LuooraiSrMDr 
Dean  C.  Solcher;  MD 

Michael  Gagliardi,  MD _ 

Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

f GERIATRICS 

Frederick  G.  Dorsey,  MD 
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HEMATOLOGY 

Edmund  N.  GouldihTMDv 
George  T.  Cbf»k![dHM  D 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  PortnolyTMD 

INTERNAL  M 

Jeffrey  Zatorski 
James  V;  Ryan,  M 
Paul  Ti  Forth,  MD 
onald  P.  Galfion 
teve  Ros 
ugene  M.  , 
ileen  C.Stade, 

ephrologyS^ 

If.  Ronald  Bingmah, 

R.  Robert  Durrett.MP 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,:  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
William  L.  High,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff^MD 

ONCOLOGY 

Lester  L.  Hoaglin 
J.  Peter  Sullivan 
Harry  fl.  Pri 

Edwaiti Middleman,  MD 
Martin  I 


MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 

R.  Lindley,  MD 
in  L.  Kaplan,  MD 

IOLOGY 

am  L.  Hinds,  MD 
. Eldridge,  MD 
-JDavd  D.  Lawrence,  MD 
""iCharles  A.  Spain,  MD 
B.  Wilson,  MD 
^Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

b^DMINISTRATION 

Ro  ert  B.  Hall, 

1 — L_  Administrator 

Joan  R.  McClung, 

-JL  Associate  Administrator 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00'per  column  inch  per  month  and  list 
ings  must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter.  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD.  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido.  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


lohn  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick.  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D,  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Clinics 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601.  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive.  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 


CORPUS  CHRISTI  ALLERGY  CLINIC 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp-  MD 

Dixon  Presnail,  MD  J.  David  Duncan,  MD 


2530  Morgan.  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


CHEMICAL  DEPENDENCE  ASSOCIATES 

4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


FREDERICK  W.  GROVER,  MD  <S  ASSOCIATES 

Diplomate  ol  the  American  Board  ot  Allergy  and  Immunology 

Allergy  and  Immunology 

Children  and  Adults 

6114  Sherry  Lane,  Preston  Center.  Dallas,  Texas  75225 
Telephone:  214  363-7790 


TMA  Practice  Management  Seminars 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 

I.  W.  Tipton,  MD 

GENERAL  AND 
VASCULAR  SURGERY 

J.  E.  Mathews.  MD.  FACS 
N.  Rao,  MD,  FACS,  F1CS 

FAMILY  PRACTICE 
Brian  J.  Caplan.  MD 
Peter  Littlewood,  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD.  Rheumatology 

R.  S.  Grilfin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel.  MD 

D.  S.  Park.  MD 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter.  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen.  MD.  FAAP 
R.  Marc  Schwarz.  MD 
I.  M.  Woodall,  MD 
Bernard  Zilberg.  MD 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
lohn  L.  Rhodes.  MD 

PATHOLOGY 
Robert  R.  Hember,  MD 

UROLOGY 

J.  W.  Cowan.  MD.  ABU 
PODIATRY 

Bradiord  Glass.  DPM.  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols.  Comptroller 
lames  E.  Cape.  Credit, 'Collection 
Manager 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  ©f  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suit©  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FIGS 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suit©  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


HOUSTON  HEADACHE  CLINIC 

Parke  Plaza  Proiessional  Building.  1213  Hermann  Drive,  Suite  855, 
Houston.  Texas  77004;  713  528-1916 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319.  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


NEUROLOGY 

Ninan  T.  Mathew,  MD,FRCP,  director 
Mool  P.  Nigam,  MD 


BEHAVIORAL  MEDICINE  & 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 


ELECTROPHYSIOLOGY 
Jeanette  Allen 


BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 


ADMINISTRATION 
Jeannine  Northcutt 
Denise  Whatley 
Sherri  Harbort 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas,  Texas  75230 
214  861-7770 

CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris.  MD.  FACC,  FACP 
F.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade.  MD.  FACC.  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  White,  III,  MD 

Diplomates  American  Boards  of  Internal  Medicine. 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes.  MD 
Joe  H.  Sampfe.  Jr.,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


GERALD  A.  CASID,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland.  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7861 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

TMA  Group  Insurance  Programs  Baylor  Medical  Plaza.  3600  Gaston  Avenue 

Suite  1154,  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

. . . Another  service  of  your  association  James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  "Overlooking  the  Alamo".  705  E.  Houston  Si.. 

San  Antonio.  Texas  78205;  telephone  512  222-8651,  512  222-2001 
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JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  738-5821 


N.  NARENDRAN,  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


Endocrinology  General  Surgery 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  <S  Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers,  Suite  1004, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN,  JR.,  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


TMA  reminds  you  of  these  important  dates: 


September  18-20  Fall  Conference 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
J.  Craig  Billinghurst,  MD 


November  6-8  Interim  Session 


February  5-7  Winter  Conference 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  ol  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


I AMES  E.  KIRKHAM,  JR.,  MD 


Psychiatry 

Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200,  St.  235.  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurology 


NORTH  TEXAS  NEUROLOGICAL  ASSOCIATION 


Adult  and  Pediatric  Neurology 
EEG,  EMG,  Sensory  Evoked  Responses 


John  W.  Conwell,  MD 
Stuart  B.  Black.  MD 

David  B.  Sperry,  MD.  Pediatric  Neurology 
Robert  M.  Dowben,  MD 
Presbyterian  Professional  Building  #900 
8210  Walnut  Hill  Lane.  Dallas.  Texas  75231; 


214  361-9148 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders.  MD  Jack  Woolf.  MD.  Consultant 

W.  Robert  Hudgins.  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD.  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Jo©  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  78104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long,  MD,  DABNS,  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7080 


David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 


221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas,  Texas  75208;  214  941-1840 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology. 
Gastroenterology,  Cardiology,  Neurology.  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  oi  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

10D  Hermann  Professional  Bldg,,  Houston,  Texas  77030;  713  790-0540 


Diplomate  American  Board  ©I  Nuclear  Medicine 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD.  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas.  Texas  75231;  363-8524 


Representing  TMA's  Legislative  Views 

. . . Another  service  oi  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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Ophthalmology 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg..  Houston,  Texas  77030;  713  790-1100 

Richard  S.  Ruiz,  MD,  FACS  Paul  C.  Salmonsen,  MD,  FACS 

Charles  E.  Russo,  MD,  FACS  Richard  L.  Kimbrough,  MD,  FACS 

Malcolm  L.  Mazow,  MD,  FACS  Charles  A.  Garcia,  MD 

Robert  H.  Stewart,  MD.  FACS  Jack  T.  Holladay,  MD 

Robert  B.  Wilkins.  MD,  FACS  John  H.  Drouilhet,  MD 

Jeffrey  D.  Lanier,  MD,  FACS  Sylvan  Brandon.  MD,  FACS,  FICS 

Michael  A.  Bloome,  MD.  FACS  James  D.  Fly,  MD 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

Orthopedic  Surgery 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 

William  B.  Snyder,  MD 

William  L.  Hutton,  MD 

Dwain  G.  Fuller.  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 

H.  H.  Beckering,  MD 

L.  Ray  Lawson.  MD 

George  Truett  James.  MD 

Robert  D.  Vandermeer.  MD 

Wynne  M.  Snoots,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817-335-4316 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  Jr,  MD 

Fred  W.  Sanders,  MD 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 

214  521-1153 

James  M.  Beckley,  MD 

Joseph  H.  Gaines,  MD 

Steven  J.  Mackey,  MD,  PA 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

John  E.  Graham,  MD 

F.  Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 

Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St..  Abilene,  Texas  79601 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 

C.  A.  Struve,  MD 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 

Lee  C.  Detenbeck,  MD 

Thomas  S.  Padgett,  MD 

John  J.  DeBender,  MD 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building.  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 

STUART  A.  TERRY,  MD 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Sub-Specialty  Glaucoma 

Orthopedic  Surgery — Surgery  of  the  Hand 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

Royce  C.  Lewis,  Jr,  MD 

Kenneth  C.  Scholz,  DDS,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 

LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 

C.  Poindexter,  MD 

1810  Murchison  Dr„  Suite  202.  El  Paso.  Texas  79902;  915  545-2333 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington.  Texas  76012;  817  261-8284 

EDWIN  C.  AUGUSTAT,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley.  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn.  MD  Huntley  G.  Chapman,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

Shelton  G.  Hopkins,  MD 

Orthopedic  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 

Gary  Mason,  MD 

H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 

7777  Southwest  Freeway.  St.  934.  Houston,  Texas  77074; 

Telephone  713  988-2020 

Telephone  713  526-6262 

TMA  Medical  Student  Loan  Programs 

Car  rental  at  discount  rates 

. . . Another  service  of  your  association 

. . . Another  service  of  your  association 
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ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 

ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4381 

ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 

Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410 
Telephone  806  797-9666 


Otorhinolaryngology 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fori  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 

BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas,  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden,  MD 
Enrique  van  Santen,  MD 
Elaine  V.  Shalek,  MD 
Robert  H.  McNeely,  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara,  MD 
Jack  S.  Garland,  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines,  MD  Richard  McDonald,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  645-6523 


OTOLARYNGOLOGY— HEAD-NECK  SURGERY 

Pierre  Arbour,  MD,  FRCS  (C) 

Nasal  Plastic  and  Reconstructive  Surgery 

2027  South  61st  Street,  Suite  108,  Temple,  Texas  76501 
817  774-7603 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


TMA  Members  Retirement  Trust 


. . . Another  service  of  your  association 
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— 

Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf.  MD,  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400,  Houston.  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

|812  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

| Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

: 606  Medical  Plaza  Bldg..  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street.  Suite  207.  Austin.  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin,  Texas;  454-7659 

JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5.  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420, 

Houston,  Texas  77004;  713  526-6161 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR.  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  6>  Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 
713  775-5454 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 


Confidential  counseling  is  available  from 
TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 

. . . Another  service  of  your  association 
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Psychiatry 


Pulmonary  Diseases 


Carol  A.  Lewis,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 


Practice  limited  to 

PSYCHIATRY 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 
Pulmonary  Diseases 

John  R.  Burk,  MD,  FACP 

Mitchell  C.  Kuppinger,  MD,  FCCP 

David  M.  Webb,  MD 

David  R.  Stoop,  MD,  FACP,  FCCP 

Suite  137,  Arlington  Medical  Plaza  Building,  801  Road  to 
Six  Flags  West,  Arlington,  Texas  76Q12;  817  461-0201 

Suite  504.  Doctors  Building,  800  Filth  Avenue,  Fort  Worth,  Texas  76104 
817  332-7273 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen.  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas.  Texas 
Telephone  381-7181 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Reierral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomat©  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
410S  Liv©  Oak  St. 

Dallas,  Texas  75204?  823-4151 


Howard  C.  Coggeshalb  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  <£  ASSOCIATES 

*Diplomate  American  Board  of  Psychiatry 

*Diplomate  American  Association  Sex  Educators,  Counselors, 
& Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  & Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas.  Texas  75235;  214  688-0344 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY.  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3800  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DONALD  L.  PAULSON,  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3880 


BERNARD  R.  JACK,  MD,  PA,  FACS 

TMA  International  Travel  Program  Diplomat©  American  Board  of  Surgery  and 

^ American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  <£  Thoracic  Surgery 

. . . Another  service  oi  your  association  3'>6h1700^VenUe'  Sul,e  432,  FoH  Worth'  Texas  76104 


TMA  Memorial  Library 

. . . another  service  oi  your  association 
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TEXAS  MEDICIN 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf.  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD,  PA 

Diplomats  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

ROBERT  C.  SCHOENVOGEL,  MD 
Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


Galveston’s  historic  “Old 
Red”  Medical  Center  will  be 
saved  because  enough  people 
are  interested  in  its  past  to 
care  about  its  future.  How 
much  do  you  care  about 

historic  landmarks in your 

area?  Write:  Texas  Historical 
Commission,  P.  O.  Box  12276, 
Austin,  TX  7871 

Give  an 
old  building 
a new  lease  on  life. 


Imagine...  if  there  weren't  an 
American  Medical 
Association 


Who  Would.., 

represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medical 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410, 
535  N.  Dearborn  St.,  Chicago,  IL  60610 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  lor  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty^  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians  and 
psychiatrists  for  vacancies  in  state  mental  hospitals  and  state  schools 
lor  mentally  retarded.  Salaries  $36,900  to  $44,800  plus  $1,000  for  board 
certification  plus  up  to  $3,000  supplement  in  certain  areas;  usual  State 
benefits.  Liability  protection  provided  under  Texas  law.  Texas  license 
or  reciprocity  required.  Contact  the  Personnel  Specialist,  Texas  Depart- 
ment of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 
512-454-3761.  An  equal  opportunity,  affirmative  action  employer. 

EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING 

choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
c°mmjJrJ*hes  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
tor-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


PART-TIME  MEDICAL  CONSULTANT:  Social  Security  Disabality  Insur- 
ance is  accepting  applications  for  part-time  psychiatric  and  internal 
medicine  consultants.  Involves  review  of  medical  evidence  in  disability 
claims  at  central  location  in  Dallas.  No  patient  contact.  Flexible  hours, 
6-20  hours  per  week.  For  further  information  contact  Pat  Kennedy, 
Department  of  Health  and  Human  Services,  Social  Security  Adminis- 
tration, Disability  Programs,  1200  Main  Tower  Building,  Dallas,  Texas 
75202;  phone  214  767-4281. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary  disease  and  family  practice.  For  information  please  call 
Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  othei 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw 
tng  area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
partnership  in  15  months.  Send  resume  to  Ad-993 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EMERGENCY  MEDICINE:  Immediate  full  and  part-time  opportunities 
in  Northern  Texas.  Short  driving  distance  from  Dallas.  Promising 
ground  floor  situations  with  excellent  lifestyles.  Call  1 -800-255-6160  for 
further  information. 


FAMILY  PRACTICE  PHYSICIAN — established  family  practice  clinic  with 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  ana 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placements,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED:  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping,  family  environ- 
ment. Financial  arrangements  are  open.  Write  Ad-107,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FG/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room.  Primary 
interests  include  family  oriented  health  maintenance  and  care.  Great 
opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send  CV  to 
Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST — Must  be  certified  in  AP  and  CP  or  eligible.  Must  be 
interested  in  both  clinical  and  surgical  pathology.  260  bed  hospital  with 
well  equipped  laboratory  striving  for  excellence.  Need  a physician  with 
energy  and  active  interest  in  physicians,  technologists  and  patients. 
Lovely  wooded  East  Texas  area.  Send  curriculum  vitae  to  Ad-209,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


EMERGENCY  MEDICINE-EL  PASO,  TEXAS:  Clinical  positions  available 
in  moderate  volume  emergency  department.  Competitive  hourly  guar- 
antee, plus  production-based  bonus.  Paid  malpractice  insurance  pro- 
vided; flexible  scheduling.  Physicians  interested  should  send  creden- 
tials in  confidence  to  Sue  Haberman,  845  East  Arapaho,  Suite  A-l, 
Richardson,  Texas  75081;  or  call  collect  214-669-0606. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohike,  MD 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


NEPHROLOGIST-INTERNIST  NEEDED  NOW.  Texas  Gulf  Coast.  Active 
nephrology-hypertension,  dialysis  and  diagnostic  internal  medicine 
practice.  Research  and  teaching  programs  ongoing.  Early  partnership. 
New  office.  Reply  with  curriculum  vitae  to:  Ad-214,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


THE  CITY  OF  LUBBOCK,  TEXAS  is  recruiting  for  the  position  Public 
Health  Director.  Salary  is  negotiable  depending  on  qualifications. 
Requires  a license  to  practice  medicine  in  Texas  ana  training  in 
preventive  medicine  or  public  health  and  one  year  experience  in  an 
official  public  health  agency  'on  a Master's  of  Public  Health  degree 
and  one  year  experience  in  an  official  public  health  agency.  In- 
terested individuals  should  contact  Rita  P.  Harmon,  Director  of  Per- 
sonnel, City  of  Lubbock,  916  Texas  Avenue,  Room  211,  P.O  Box  2000 
Lubbock,  Texas  7S457;  806  762-6411,  ext  2315. 


PRIMARY  CARE  PHYSICIAN:  Wanted  in  rural  southwest  Texas 
Migrant/RHI  Clinic.  Position  for  delivery  of  much  needed  health  care 
in  medically  underserved  area.  Salary  negotiable.  Send  resume  to: 
Buena  Salud  Health  Systems,  Incorporated,  P.O.  Box  1251,  Del  Rio, 
Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


DIRECTOR  OF  AMBULATORY  CARE  wanted  for  children’s  hospital. 
Employment  arrangement  open.  For  more  information  contact  Ad- 
ministrator, Driscoll  Children's  Hospital,  P.O.  Box  6530,  Corpus  Christi, 
Texas  78411.  Call  512  854-5341,  extension  403. 


BOARD  CERTIFIED  OR  ELIGIBLE  OB-GYN,  urologist,  internist,  psy- 
chiatrist, allergist  and  family  practitioner  in  established  multispecialty, 
private  practice  setting  in  medium  sized  city  in  Central  Texas.  Ex- 
cellent schools,  churches,  cultural  and  recreational  facilities.  Openings 
available  now.  Please  contact  Ad-219,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd  Austin,  Texas  78701. 


TEXAS  PRIVATE  PRACTICES.  Solo,  associate  and  group  opportunities 
in  growing  communities  with  stable  economies.  Financial  backing  by 
physicians,  hospitals  or  communities  to  help  you  get  your  practice 
growing.  Openings  in  family  practice  and  most  other  specialties. 
Please  send  CV  with  lifestyle  preferences  to  W.  Sanford  Smith,  Pro- 
fessional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble, 
Texas  77339. 


MEDICAL  DIRECTOR:  Immediate  opening  for  a Medical  Director  re- 
sponsible for  directing  all  medical  activities  of  a Migrant/RHI  Clinic 
in  medically  underserved  area  in  Southwest  Texas.  Salary  negotiable. 
Send  resume  to:  Buena  Salud  Health  Systems  Incorporated,  P.O.  Box 
1251,  Del  Rio,  Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


TREMENDOUS  PRACTICE  OPPORTUNITY  for  internal  medicine,  family 
practice/general  practice,  OB/GYN.  Let  New  Boston  General  Hospital 
set  you  up  a rewarding  practice  in  New  Boston,  Texas.  The  support 
we  will  provide  includes:  We  will  pay  your  personal  relocation  ex- 
pense, we  provide  tax  and  estate  planning;  we  will  arrange  guaran- 
teed income  and  rent-free  office  space  for  you  for  a specific  period 
of  time  to  allow  you  security  while  you  develop  your  practice;  we 
will  assist  you  in  setting  up  your  office;  we  will  introduce  you  to 
members  of  the  local  medical  community  and  our  hospital  staff;  we 
will  do  everything  necessary  to  help  you  set  up  practice.  For  more 
information  and  arranging  an  expense  paid  visit  for  you  and  your 
spouse,  please  phone  or  write:  Administrator,  New  Boston  General 
Hospital,  P.O.  Box  7,  New  Boston,  Texas  75570,  214  628-5531. 


GENERAL  PRACTITIONERS:  Needed  for  large  multi-specialty  group  in 
Fort  Worth,  Texas.  Positions  open  in  home  office  as  well  as  satellite 
offices  at  northern  and  southern  fringes  of  county.  Close  to  hospitals. 
Excellent  salary  with  percentage  of  production,  early  partnership,  out- 
standing fringe  benefits.  Please  contact  Gregory  Phillips,  MD  or 
Bryan  Charles,  Administrator  at  817  338-4747. 


WANTED:  YOUNG  BOARD  CERTIFIED  RADIOLOGIST  who  wants  a 
practice  with  plenty  of  work,  yet  time  for  academics  and  leisure  with 
appropriate  compensation.  If  small  towns,  driving,  getting  up  early 
and  active  involvement  in  hospital  activities  isn't  for  you,  save  your 
stamp.  Otherwise  send  CV  to  Ad-220,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  NEEDS  DOCTORS.  Numerous  cities  throughout  the  state  in 
need  of  family  physicians,  OB/GYNS,  internists,  pediatricians,  urolo- 
gist, and  orthopedic  surgeons.  Family  physicians,  internist,  pediatri- 
cian and  ENT  needed  in  Dallas  and  Houston.  Group  and  solo  oppor- 
tunities with  good  coverage  and  rotation  of  weekends.  Each  town 
within  an  hour  from  a city  with  100,000+  population.  Pleasant  climate 
with  excellent  recreational  facilities.  Physicians  in  each  town  will 
give  you  referrals  because  thev're  too  busy.  Guarantees  and  other 
perks  available.  No  fee.  Contact  the  Texas  Doctors  Group,  P.O.  Box 
177,  Austin,  Texas  78767.  Telephone  512  476-7129. 


ORTHOPEDIC  SURGEON:  Immediate  opening  for  an  orthopedic  surgeon, 
board  eligible  or  certified  to  join  a two-man  group  practice  in  North 
Dallas.  Salary  and  fringe  benefits  commensurate  with  credentials  and 
experience.  Excellent  opportunity.  If  interested,  please  contact  immedi- 
ately. Send  curriculum  vitae  to:  Philip  E.  Rosen,  MD,  3800  West  15th 
Street,  Suite  111,  Plano,  Texas  75075;  or  call  collect  214  867-1811. 


NEAR  DALLAS— TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas.  Many  carpool,  others  live  in  or  around  Terrell, 
pop.  14,000,  located  approximately  30  minutes  from  downtown  Dallas. 
Texas  license  required,  psychiatry  board  eligible  or  board  certified, 
$49,300  plus  $1000  for  board  certification.  Personnel  Office,  Terrell  State 
Hospital.  P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/ 
affirmative  action  employer 


BOARD  CERTIFIED  FAMILY  PRACTICE  MD  or  resident.  Large  practice. 
Professional  association.  Many  fringe  benefits  for  well-qualified  in- 
dividual. Located  between  Dallas/Fort  Worth.  Excellent  hospital  asso- 
ciation. Please  reply  to  Ad-222,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ESTABLISH  A GROUP  OR  ASSOCIATE  PRACTICE:  Rural  community 
hospital  in  Texas  needs  additional  primary  care  physicians  to  establish 
community  clinic.  Must  have  Texas  license.  If  wish  to  relocate  to  the 
southwest  along  with  an  associate  or  join  a newly  formed  group, 
please  send  resume  in  confidence  to:  Jean  Walker,  Division  Manager, 
Professional  Relations,  6225  U.S.  Highway  290  E.,  #201,  Austin,  Texas 
78723;  512  458-4291. 


OB-GYN,  HOUSTON,  TEXAS.  To  associate  with  well  established  prac- 
tice. $60,000  first  year.  Send  curriculum  vitae:  Dr.  Joe  Atlas,  8322  Gulf 
Freeway,  Houston,  Texas  77017;  713  643-2644. 


PLAINVIEW,  HALE  COUNTY:  (City  of  25,000;  area  of  37,900).  Oppor- 
tunity for  FP,  OB/Gyn  and  PD  to  join  organization  providing  primary 
health  care  for  migrant  and  seasonal  agricultural  workers.  Operation 
is  on  a sliding  scale  fee-for-service  basis  with  support  from  federal, 
state  and  local  sources.  Guaranteed  minimum  of  50,000  annually.  Office 
space  provided,  including  supplies,  equipment,  and  personnel.  One 
hospital,  150  beds,  open  staff.  Located  43  miles  from  Lubbock  in  the 
Panhandle,  near  Amarillo  also.  Moderate  climate.  43  miles  to  medical 
school — available  residency  in  FP,  excellent  school  system.  Community 
income  from  agricultural  related  activities.  Contact  James  M.  Clayton, 
706  Canyon,  Plainview,  Texas  79072;  806  293-4253. 


WANTED:  GENERAL  PRACTITIONER  to  take  over  busy,  long  estab- 
lished solo  practice  from  retiring  physician  in  Sulphur  Springs,  Texas. 
Located  80  miles  east  of  Dallas  on  Interstate  30,  population  15,000,  in 
prosperous  dairy  and  beef  cattle  area.  Excellent  100  bed  general 
hospital,  fine  schools,  churches  and  good  business  community.  Three 
ood,  large  fishing  lakes  within  25  miles,  and  only  20  miles  to  East 
exas  State  University.  Office  and  patient  medical  records  available 
immediately.  Call  O.  F.  Kirkpatrick,  MD,  office  214  885-2627  or  home 
214  885-3636,  or  write  to  395  Houston  Street,  Sulphur  Springs,  Texas 
75482. 


PATHOLOGIST  NEAR  DALLA8-FORT  WORTH.  Board  certified  or  eligible; 
189  bed  hospital  based  two  person  practice;  incumbent  retiring.  4 day 
week;  3 day  week-end  every  other  week;  6 weeks  vacation — meeting 
time  off.  Ideal  small  city  of  20,000;  excellent  opportunity  for  person 
wishing  time  off;  perhaps  leading  to  retirement.  Please  contact  A.  L. 
Raines,  MD,  P.O.  Box  686,  Cleburne,  Texas  76031;  817  645-6523. 


WANTED — BOARD  ELIGIBLE  or  certified  radiologist  to  join  two  other 
certified  radiologists  in  growing  hospital  and  clinic  practice  in  Houston. 
Must  have  recent  formal  residency  training  in  CT,  ultrasound,  nuclear 
medicine  and  vascular  radiology.  Send  resume,  including  home  tele- 
phone number  to  Ad-226,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


AFFILIATED  HOSPITAL  SYSTEMS  represents  18  hospitals  in  Southeast 
Texas  in  wide  range  of  shared  services  and  mutually  beneficial 
services,  including  physician  recruitment.  Several  of  our  hospitals  now 
have  challenging  physician  practice  opportunities  in  a wide  variety  of 
settings.  Contact:  Affiliated  Hospital  Systems,  1203  Ross  Sterling,  Hous- 
ton, Texas  77030  or  call  collect  713  797-3411. 


COMMUNITY  HEALTH  CENTER  in  friendly  West  Texas  community  of 
25,000  seeking  physician  for  a solo  practice  in  OB/Gyn.  Must  be 
licensed  in  Texas  and  board  eligible  in  OB/Gyn.  Very  competitive 
guaranteed  salary  and  lucrative  productivity  bonus  offered,  along  with 
excellent  benefits  package.  For  more  information,  call  Walt  Allinger 
(806)  293-8561. 


Situations  Wanted 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


GENERAL  SURGEON  WILLING  to  do  general  practice  wishes  to  re- 
locate in  small  or  medium  size  town.  Interested  in  orthopedic  and 
gyn  surgery.  Fifteen  years  experience.  Prefer  solo  but  will  consider  all 
offers  FMG,  Texas  license  and  good  references.  Please  reply  to  Ad- 
216,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


33  YEAR  OLD  FAMILY  PRACTICE  INTERNIST,  American  graduate,  seek- 
ing busy  solo  practice  or  small  group  practice.  Extensive  experience  in 
private  practice.  Available  immediately.  Prefer  semi  rural  or  suburban 
location  near  lakes  or  woods,  however,  all  locations  will  be  considered. 
Please  reply  to  Ad-217,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


COMPHEALTH — Locum  tenens — Physicians  covering  physicians,  na- 
tionwide, all  specialties.  We  provide  cost  effective  quality  care.  Call 
us  day  or  night.  T.  C.  Kolff,  MD,  President,  CompHealth,  175  West  200 
South,  Salt  Lake  City,  Utah  84101,  801  532-1200. 


BOARD  CERTIFIED  INTERNIST  with  subspecialty  wishes  to  relocate 
in  Texas  in  10,000-30,000  population  community  as  general  internist. 
Excellent  credentials.  Please  reply  to  Ad-223,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  AND  VASCULAR  SURGEON,  board  eligible,  with  university 
fellowship  in  vascular  surgery  seeks  solo  or  group  practice.  Available 
August  81.  Contact  F.  B.  Khan,  MD,  8646  Ft.  Hamilton  Pkwy.,  Brooklyn, 
NY  11209;  phone  212  238-9157. 


GENERAL  INTERNIST,  34,  American  board  certified.  Seeks  relocation 
in  Texas.  All  areas  are  considered,  available  after  January  '82.  Please 
reply  to  Ad-224,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


PHYSICIANS  AVAILABLE — Situations  requested  for  practice  opportuni- 
ties in  both  solo  practice  and  in  group  and  clinics:  obstetrician,  pedia- 
trician, internist,  surgeon,  anesthesiologist.  Call  Dr.  Robb  Montaomery, 
Director  of  Services  in  Physician  Placement  Assistance,  MEDI-SEARCH, 
918  481-0539,  8117  S.  Harvard,  Tulsa,  Oklahoma  74136. 


GENERAL  SURGEON,  ABS,  FACS.  44  year  old  with  vascular  and 
thoracic  experience.  3rd  generation  Texan  currently  out  of  state  and 
would  like  to  return  "home"  to  small  town.  Prefer  solo  practice  and 
willing  to  do  some  GP.  Please  reply  to  Ad-225,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED,  32  years  old,  FP  looking  for  new  location  in 
medium  sized  community  in  southeast  or  southwest  US.  Prefer  small 
group  or  clinic,  willing  to  do  OB.  Call  713  539-4747. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214- 
867-6500. 
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PARK  ST.  DAVID  PROFESSIONAL  BUILDING— Austin's  newest  and  finest 
medical  oliice  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
jiial,  Park  St  David  represents  the  epitome  of  convenience  and  quality 
lor  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


FOR  SALE — Houston-based  company  engaged  in  health  screening.  Lo- 
cated in  medical  building  with  three  year  lease.  Among  assets:  x-ray 
300  MA  and  processor,  spirometer  Ohio  822,  tonometer,  also  mobile  x-ray 
with  Tracor  sound  booth  and  audiometer.  Assets  and  good  will  reason- 
ably priced.  Ideal  for  MD  willing  expand  industrial  on-site  testing,  a 
nascent  business  of  potential.  Present  management  will  provide  market- 
ing and  cdmin  expertise.  All  answers  to  John  Ziade,  4463  Brandemere 
Way,  Houston,  Texas  77066;  phone  (713)  893-3179  and/or  440-9435. 

MEDICAL  OFFICE  FOR  SALE  OR  RENT:  2442  sq.  ft.  fully  equipped  for 
one  or  two  doctors.  Best  situated  for  family  physicians  or  pediatricians. 
Located  in  rapidly  expanding  industrial  center.  Two  excellent  hospitals 
near  by  with  all  specialties  represented.  Contact  Mrs.  Don  Marples,  1300 
Greenbriar  Drive,  Longview,  Texas  75604. 


RELOCATE  TO  BOOMING  NORTHWEST  HOUSTON!  In  the  heart  of 
Klein  ISD,  young  affluent  community,  fastest  growing  in  the  nation! 
Brand  new  atrium  medical  dental  building  among  trees,  excellent  for 
primary  care  physicians.  Design  your  own  suites.  Choice  spaces  just 
became  available.  713-537-2706. 


SKI  BRECKENRIDGE,  COLORADO!  Luxurious  mountain  home  nestled 
among  the  tall  pines  on  Peak  8 above  Breckenridge.  5 bedroom,  5 
baths  (2  with  Jacuzzi  tubs),  2 living/dining  areas  with  fireplaces,  2 
kitchens,  sleeps  10  + . Close  to  lifts,  ski  home.  Larry  Whinnery,  8075 
Charlecot  Drive,  Indianapolis,  Indiana  46268;  317-872-5322. 


INVESTOR  OR  TRADER  of  quality  gems.  Collection  of  beautiful  Aus- 
tralian pure  opals.  Personally  mined  and  processed.  Appraised  at 
$101  000  by  reputable  appraiser.  Offered  for  sale  at  $36,000.  Call 
604  987-2701. 


UNIQUE  SITUATION— Office  space  available  for  lease.  Multispecialty 
group  in  which  each  specialty  occupies  his  own  building  but  has 
advantages  of  consultation  and  referral  from  OB-GYN,  pediatrics, 
radiologv,  urology,  and  general  and  oncolocjic  surgery.  Especially 
needed  ENT  and  interna!  medicine.  Conroe,  Texas.  For  specifics  call 
Wayne  McAfee,  MD,  713  756-7701. 


TWO  SUITES  IN  AN  EXCLUSIVELY  MEDICAL-DENTAL  BUILDING, 
1,275  sq.  ft.  and  1,375  sq.  ft.  Can  be  tailored  to  individual  needs  or 
combined  for  dual  practice.  Lease  provisions  very  attractive  and  be- 
low market.  All  services  furnished  and  deferred  rental  arrangement 
available  for  practice  start-up.  Located  in  fast  growing  West  Texas 
city  about  80,000  with  large  trade  area.  Ideal  location  for  independent 
practice.  Contact  Ad-221,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


AUSTIN  TEXAS— Growing  multispecialty  group.  Space  available,  July 
1981  for  orthopedist,  allergy,  dermatology,  OB/Gyn,  internal  medicine. 
Contact  Cliff  Musgrave,  Parker  Bienvenu  Company,  1100  American 
Bank  Tower,  Austin,  Texas  78701;  512  474-5800. 


FINE,  WELL  ESTABLISHED  PEDIATRIC  PRACTICE  in  major  Texas  city 
Doctor  leaving  active  practice.  Large,  new  office  space.  Very  high 
gualitv  patient  population.  Contact  Business  <S  Professional  Associates, 
Inc  , 9896-2  Bissonnet,  Suite  340,  Houston,  Texas  77036;  or  713  771-5011. 
(TM354) 


OTOLARYNGOLOGY  PRACTICE:  Very  well  established  practice  located 
in  Houston  foi  sale  Family  oriented.  Near  hospital  facilities.  Doctor 
retiring.  Two  treatment  rooms,  practice  lends  itself  beautifully  toward 
expansion.  Contact  Business  <&  Professional  Associates,  Inc.,  9896 
Bissonnet,  Suite  340,  Houston,  Texas  77036  or  713  771-5011. 


BARIATRIC  PRACTICE— well  established  weight  control  practice  for 
sale  in  southwest  Houston.  Highly  visible  location,  excellent  gross. 
Contact  Business  <S  Professional  Associates,  Inc.,  9896  Bissonnet,  Suite 
340,  Houston,  Texas  77036  or  713  771-5011. 


DALLAS — FP/INTERNIST/SURGEON/PEDIATRICIAN:  Luxurious,  fully 
equipped  (2V2  yr.  old),  1050  sq.  ft.  office,  4 exam  rooms,  in  modern 
professional  building  next  to  community  hospital  providing  lab,  x-ray 
and  other  ancillary  services.  Complete  office  supplies  included.  Avail- 
able Sept  1.  Contact  Mrs.  William  Carr,  214  349-6953  after  6 p.m. 


TEXAS:  FAMILY  PRACTICE  for  sale  in  town  of  30K  with  a drawing 
area  of  100K  in  a wooded  area  with  lakes,  40  miles  north  of  Houston. 
Large  office  with  one  treatment  and  four  exam  rooms  located  across 
street  from  hospital  (140  beds).  Call  sharing  available  with  other 
solo  FPs,  OB  is  optional.  For  details  call  713  539-4747. 


VACANCY  FOR  YOUNG  INTERNIST  in  fully  furnished  two-physician 
office,  Medical  Center,  Houston,  Texas.  Present  tenant  using  office 
part-time  only.  About  1,500  sa  ft.,  three  treatment  rooms,  laboratory 
and  others  in  well-organized,  attractive  arrangement.  Available  now — 
$600  monthly.  Phone  713  795-4747. 


FOR  SALE:  Mobile-X-Ray  screen — leaded  with  leaded  view-thru  glass 
for  technician.  Barium  mixer,  heavy-duty,  with  three  stainless  steel 
barium  cups.  Asking  less  than  one  half  remaining  depreciable  cost. 
Thomas  H Davidson,  MD,  713  781-7389;  5855  Sugar  Hill,  Houston,  Texas 
77057. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversilication  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Over  $5  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PROFESSIONAL  BUSINESS  LOANS:  Minimum  $500.  Take  tax  advantage 
of  sale/lease  back,  your  equipment  bought  at  present  replacement 
value  and  leased  back  to  you.  Also  new  equipment  lease.  In  addition, 
loans  for  expansion,  investments,  vacations,  etc.  Contact  John  Fields, 
P.O.  Box  198,  Keene,  Texas  76059;  phone  817  645-8491. 


BUSINESS  LOANS:  Minimum  $5,000.  Reduce  taxes  by  sale/lease  back, 
equipment  bought  at  today's  replacement  value  and  leased  back  to 
you.  New  equipment  lease.  Sig.  and  other  loans  for  debt  consolidation, 
investments,  vacations,  etc.  Coniact  Dr.  W.  A.,  Box  5161,  Enid,  Okla- 
homa 73701. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767,  telephone  512-476-7163. 

SNOWM  ASS /VAIL  "MEP"  SKI  SEMINAR  on  Management  Enrichment 
for  the  Health  Professional.  Ski  Snowmass,  Colorado  the  weeks  of  De- 
cember 19,  1981  or  March  20,  1982;  or  Vail,  Colorado  the  week  of  Feb- 
ruary 20,  1982.  Seminars  conducted  by  noted  doctors  and  management 
specialists  to  enrich  your  life.  Trip  expenses  deductible  for  doctor  and 
spouse.  For  information:  M.E.P.,  An  Education  Corporation,  906  Cooper 
Avenue,  Glenwood  Springs,  Colorado  81601;  or  1-800-525-3402. 


COMPUTER  LETTER  for  physicians.  Getting  started,  cutting  costs,  user 
interviews,  hardware/soitware  reviews,  $68  for  eleven  issues,  three 
issue  trial  $25.  Information  Research,  10367  Paw  Paw  Lake  Dr.,  Matta- 
wan,  MI  49071.  Phillip  Good,  the  editor,  is  contributing  editor  for  Com- 
puter Decisions,  Computer  Shopper,  Computer  Consultant,  Association 
of  Computer  Users. 

COIN  JEWELRY  MAKES  EXCELLENT  GIFTS  for  everyone.  Send  for  our 
free  illustrated  catalog  which  contains  over  400  variations  of  pendants, 
belt  buckles,  tie  tacs,  ear  wires,  charm  bracelets,  key  chains,  and 
money  clips.  Cut-out,  gold  plated,  and  figure  gold  plated  types  avail- 
able. Waterloo  House,  Box  26571,  Austin,  Texas  78755. 


Consider  the 
Advantages  of 
a Large  Practice 
in  a Smaller 
Community. 
Nederland. 


GENERAL 
PRACTITIONERS 


UFl 


Many  physicians  think  that  only 
a larger,  metropolitan  area  will  sup- 
port a growing  practice.  However, 
here's  a golden  opportunity  to  have 
a flourishing  practice  and  an  enjoy- 
able lifestyle  — In  Nederland,  Texas, 
located  in  an  area  of  communities  called 
the  Golden  Triangle,  right  off  the  Gulf 
Coast  near  the  Texas-Louisiana  border. 
Aid  Jefferson  County  Hospital  is  a pro- 
gressive, 126  bed  full  service  community 
hospital  which  serves  Nederiand/Pt.  Neches 
and  parts  of  the  surrounding  cities  — 
Port  Arthur  and  Beaumont.  We  offer  you  the 
opportunity  as  a general  practitioner  to  join 
an  established,  thriving  practice  or  build  your 
own  large  practice.  Nederland’s  population  is 
vlth  the  combined  cities  of  the  Golden 
Triangle  being  350,000.  Mid  Jefferson  Is  a mem- 
ber of  the  Lifemark  Hospitals  Group,  a strong 
>n  of  progressive  hospitals  throughout 
the  United  States.  Consider  living  in  a friendly 
“small  Town”  atmosphere  with  all  of  the  pro- 
fessional advantages  of  a “big  city”  practice. 

This  location  is  between  Houston  and  New 
Orleans,  the  two  most  enjoyable  cities  in  the 
South.  If  you  enjoy  outdoor  recreation  — you 
have  year  round  activities  in  the  Gulf  and  fresh 
water  lakes  just  north  in  the  deep  Plney  Woods  of 
East  Texas.  Let  us  tell  you  more.  Call  Mr.  George  B. 
Hanson  at  (713)  727-2321  or  send  your  c.v.  in  con- 
fidence to  P.O.  Box  1347,  Nederland,  Texas  77627. 


MID  JEFFERSON 
COUNTY  HOSPITAL 


F THE  MARK  OF  EKCiLLENCE 
IN  MEAL  TH  CARE 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M f 
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^Our  doctors  are x 

alive  and  well 
and  practicing  all  over. 

Though  we  may  have  helped 
place  them  years  ago,  we  still 
call  them  "our"  doctors 

That's  because  the  placement 
specialists  at  MEDSECO  take  a 
personal  interest  in  each  and 
every  client  that  doesn't  stop 
when  the  dotted  line  is  signed 
As  one  of  the  nation's  leading 
firms  for  physician  recruiting 
and  placement,  Medical  Search 
Consultants  has  assisted  scores 
of  doctors  in  finding  the  right 
practice  opportunities  for  them  — 
both  professionally  and 
personally 

As  a result  our  doctors  are 
alive  and  well  and  practicing  all 
over  We  invite  you  to  join  them 
To  learn  more  about  how  we 
might  help  you  with  your 
career,  call  us  in  confidence — 
without  cost,  without  obligation 

Medical  Search  Consultants,  Inc.  I 

MP  O Box  4448 

Houston,  Texas  77210 
^ -«g  800  231-0224 

|A|  713  999-6800  (Texas) 

V /MEDSECO / 


INA  HEALTHPLAN  OF  TEXAS,  INC. 

INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan 
(HMO)  designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas 
Independent  Practice  Association,  P.A.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatri- 
cians, gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corpo- 
ration, which  currently  operates  successful  HMOs  in  Ar- 
izona, California,  Florida,  and  Washington,  and  which 
has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in 
outstanding  facilities,  free  of  the  business  aspects  of  of- 
fice management;  excellent  salary  and  fringe  benefits; 
plus  all  the  advantages  of  living  in  “Big  D,”  one  of  the 
most  progressive  and  rapidly  growing  cities  in  the  Sun 
Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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EDUCATION  DIRECTORY 


TELECONFERENCE  NETWORK  OF  TEXAS, 

Hotline  to  Continuing  Education 

Many  innovations  in  continuing  medical  education  have  been  devel- 
oped in  the  past  ten  years  and  many  more  no  doubt  will  emerge  in 
the  future.  One  such  innovation,  the  Teleconference  Network  of 
Texas,  was  initiated  by  The  University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio  approximately  five  years  ago.  Initially  comprising 
only  standard  conference  calls,  the  program  quickly  evolved  into  a 
two-way  telephone  network  of  biweekly  conferences  available  to  in- 
stitutions throughout  the  state. 

The  Teleconference  Network  currently  connects  90  agencies  for 
continuing  medical  education  programs.  “Clinical  Topics  in  Medi- 
cine” brings  the  latest  information  on  commonly  encountered  ill- 
nesses to  physicians  in  their  hospital  conference  rooms.  Study 
guides,  many  including  the  speakers'  slides  and  charts,  are  provided 
for  each  biweekly  program.  The  Teleconference  Network  offers  phy- 
sicians an  opportunity  to  stay  current  without  spending  tedious  hours 
of  personal  study  and  the  convenience  of  quality  continuing  medical 
education  in  their  local  community  setting.  Each  program  is  ap- 
proved for  hour-for-hour  credit  for  Category  1 of  the  AMA  Physician's 
Recognition  Award  and  is  acceptable  for  prescribed  credit  by  the 
American  Academy  of  Family  Physicians.  Credit  is  also  available 
from  the  American  Osteopathic  Association. 

For  further  information  regarding  the  Teleconference  Network, 
contact  Phyllis  Wood,  UT  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -7291 . 


COURSES 


OCTOBER 

Emergency  Medicine 

Oct  30,  1981 

Advanced  Cardiac  Life  Support  Instructor  Recertification  Course. 

Brookhaven  Community  College,  Farmers  Branch.  Fee  $125.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  Category  1 , ACER 
Contact  Ruth  A.  Hargrove,  Texas  ACEP,  Box  61717,  Dallas,  TX 
75261  214/255-2151 

Oct  30-31,  1981 

Advanced  Cardiac  Life  Support  Instructor  Course.  Brookhaven 
Community  College,  Farmers  Branch.  Fee  $350.  Category  1 , AMA 
Physician’s  Recognition  Award,  Category  1 , ACEP;  20  hours.  Con- 
tact Ruth  A.  Hargrove,  Texas  ACEP,  Box  61717,  Dallas,  TX  75261 
214/255-2151. 

Family  Practice 

Oct  12-16,  1981 

Genetic  Toxicology.  Holiday  Inn,  Galveston.  Fee  TBA.  Contact  Lou 
Maust,  Coordinator,  Continuing  Medical  Education,  2nd  Floor  Gail 
Borden,  UTMB,  Galveston,  TX  77550  713/765-2996 

Oct  18-20,  1981 

Office  Diagnosis  and  Management  of  Common  Gynecologic  Disor- 
ders. St  Anthony  Hotel,  San  Antonio.  Fee  $275  AAFP,  Elective;  16 
hours,  Contact  Local  Arrangements,  Landmark  Bldg,  Suite  1224, 
705  East  Houston  St,  San  Antonio,  TX  78205  512/224-3061 

Genera!  Medicine 

Oct  2-3.  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
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Antonio,  TX  78284  512/691-6295 
Oct  3,  1981 

Symposium  on  Hypertension.  North  Park  Inn,  Dallas.  Fee  $50. 
Category  1 , AMA  Physician’s  Recognition  Award;  AAFP,  Prescribed; 

8 hours.  Contact  Department  of  Continuing  Medical  Education, 

St  Paul  Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/689-4588 

Oct  3-10,  1981 

Scott  & White  Annual  Alumni  & Scientific  Meeting.  Aboard  cruise 
ship.  Fee  $1 600.  Category  1 , AMA  Physician’s  Recognition  Award; 

21  hours.  Contact  Susan  Rounsaville,  Research  and  Education  Divi- 
sion, Scott  & White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX 
76508  81 7/774-21 1 1 ext  2364 

Oct  9-10,  1981 

Toxicology  Conference — “Extrapyramidal  Diseases:  Management, 
Treatment  and  Research.”  Auditorium,  Regional  Academic  Health 
Center,  Texas  Tech  University  Health  Sciences  Center,  El  Paso.  Fee 
$1 10.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sue  Williams,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  HSC,  Lubbock,  TX  79430  806/743-2929 

Oct  1 0,  1 981  (POSTPONED  UNTIL  LATER  DATE) 

Task  Force  on  Health  Care  Cost  Effectiveness.  UT  Medical  Center, 
Houston.  Fee  TBA.  Contact  Sharon  Thousand,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

Oct  15,  1981 

Prevention  of  Respiratory  Infections  in  Adults.  Michael  E.  DeBakey 
Center,  Room  M-1 1 2,  Baylor  College  of  Medicine,  Houston.  Fee  $1 5. 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours.  Contact 
Lynne  Tiras,  Office  of  Continuing  Medical  Education,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Oct  16-17,  1981 

1 st  Annual  Symposium  in  Cardiopulmonary  Diseases.  Kelsey- 
Seybold  Clinic,  PA,  Houston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP,  Elective.  Designed  for  primary  care  phy- 
sicians. Contact  Carol  Fogleman,  Kelsey-Seybold  Clinic,  PA,  6624 
Fannin,  Houston,  TX  77030  713/797-1551 , ext  278 

Oct  23-24,  1981 

Progress  in  the  Management  of  Surgical  Infections.  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock.  Fee  TBA.  Category  1 , 

AMA  Physician's  Recognition  Award.  Contact  Sue  Williams,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  HSC,  Lub- 
bock, TX  79430  806/743-2929 

Oct  28-30,  1981 

J.  Arnold  Bargen  Lectureship — Annual  Lectures.  Scott  and  White 
Memorial  Hospital,  Temple.  Fee  none.  Contact  Susan  Rounsaville, 
Research  and  Education  Division,  Scott  and  White  Memorial  Hospi- 
tal, 2401  South  31  st  Street,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

Oct  31,  1981 

The  Use  of  Computers  in  the  Practice  of  Medicine.  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock.  Fee  TBA.  Category  1 . 

AMA  Physician's  Recognition  Award.  Contact  Sue  Williams,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  HSC,  Lub- 
bock, TX  79430  806/743-2929 


TEXAS  MEDICINE 


Preparation  of  the  "Continuing  Education  Directory”  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 


Hyperbaric  Medicine 

Oct  17-24,  1981 

Medicine  of  Sport  Scuba  Diving.  Cayman  Brae,  BWI  Fee  TBA.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  Category  1 , ACEP;  25 
hours.  Contact  Jefferson  C.  Davis,  MD,  Hyperbaric  Medicine,  PA, 
Methodist  Plaza,  4499  Medical  Dr,  San  Antonio,  TX  78229  512/ 
696-7293 

Internal  Medicine 

Oct  9- 10.  1981 

Anemia:  Newer  Concepts  and  Management.  Auditorium,  School  of 
Allied  Health  Sciences,  UT  Medical  Branch,  Galveston.  Fee  $125 
Category  1 , AMA  Physician's  Recognition  Award;  1 1 hours.  Contact 
Sue  Moreno,  Coordinator,  Continuing  Medical  Education,  2nd  Floor 
Gail  Borden,  UTMB,  Galveston,  TX  77550  71 3/765-2996 

Obstetrics  & Gynecology 

Oct  13-17,  1981 

What's  New  & Important  in  Ob-Gyn.  UT  Health  Science  Center  at 
Dallas.  Fee  $400,  complete  course;  $300,  basic  course;  $100,  pa- 
thology only.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact June  Bovill,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  214/688-2166 

Orthopedics 

Oct  4-9,  1981 

ASIF/AO  Basic  Course  on  Operative  Treatment  of  Fractures  and 
Non-Unions.  Zale  Lecture  Hall,  UT  Health  Science  Center  at  Dallas 
Fee  $500,  physicians;  $250,  residents.  Category  1 , AMA  Physician’s 
Recognition  Award;  30  hours.  Contact  Linda  Spino,  PhD,  Division  of 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235  214/688-2166 

Pediatrics 

Oct  2-3,  1981 

Annual  Pediatrics  Conference.  Lubbock  Memorial  Civic  Center,  Lub- 
bock. Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Rita  Chrane,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University  HSC,  Lubbock,  TX  79430  806/743-2929 

Psychiatry 

Oct  7-10,  1981 

Border  Symposium  of  Mexican-North  American  Mental  Health.  El 

Paso.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award 
Contact  Carol  Whitcomb,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center  Regional  Academic 
Health  Center,  4800  Alberta  Ave,  El  Paso,  TX  79905  91 5/ 

533-3020 

Oct  29-31,  1981 

Intermediate  and  Advanced  Hypnotherapy.  Marriott  Hotel,  Astro- 
dome, Houston.  Fee  $200  AAFP;  Applied  for  Academy  of  General 
Dentistry;  Applied  for  American  Psychological  Society;  15  hours. 
Contact  Carol  Berman,  Office  of  Continuing  Medical  Education 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Radiology 

Oct  14-16,  1981 

Computed  Tomography  and  Ultra  Sound.  The  Grand  Hotel,  Houston. 
Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sherry  Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 


NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI — Anesthesia  & Surgery  for  Ischemic  Heart  Disease. 

Adam's  Mark  Hotel,  Houston.  Fee  $240,  physicians,  CRNAs;  $120 
non-Baylor  residents  and  fellows.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  AANA;  16  hours.  Contact  Lynne  Tiras/Carol  Ber- 
man, Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

General  Medicine 

Nov  20-21,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $1 75.  Category  1 , AMA  Physician’s  Recognition 
Award;  Prescribed,  AAFP;  12  hours.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Stouffer’s  Greenway  Plaza 
Hotel,  Houston.  Fee  $1 00.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Sherry  Smith,  Office  of  Continuing  Education,  UT 
Medical  School  at  Houston,  Box  20708,  Houston,  TX  77025 
713/792-5346 

Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  La  Mansion 
del  Norte,  San  Antonio.  Fee  $75.  AAFP,  Personal  Interest  (Elective); 
Category  1 , AMA  Physician’s  Recognition  Award;  16  hours.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Nov  11, 1981 

The  Jeffery  A.  Gottlieb  Memorial  Lecture.  Auditorium,  M.D  Ander- 
son Hospital,  Houston.  Fee  none.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  1 hour.  Contact  Emil  J.  Freireich,  MD,  Dept  of 
Developmental  Therapeutics,  M D Anderson  Hospital,  6723 
Bertner,  Houston,  TX  77030 

Nov  11-13,  1981 

Cancer  1981 /Cancer  2001 — An  International  Colloquium.  Shamrock 
Hilton  Hotel,  Houston.  Fee  $150,  clinical  and  basic  scientists;  $50, 
pharmacists,  nutritionists,  social  workers,  nurses.  Category  1 , AMA 
Physician's  Recognition  Award;  1 8 hours.  Contact  C.  Stratton  Hill,  Jr, 
MD,  Room  115,  M.D.  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston,  TX  77030  713/792-2222 

Orthopedics 

Nov  19-22,  1981 

Fractures  of  the  Upper  Extremity  (The  Elbow  Distally).  Kiawah  Is- 
land, Charleston,  South  Carolina.  Fee  $350,  physicians;  $200,  resi- 
dents. Category  1 , AMA  Physician's  Recognition  Award;  21  hours. 
Contact  Linda  Spino,  PhD,  Division  of  Continuing  Education, 

UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 
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Psychiatry 


Otorhinolaryngology 

Nov  6-8,  1981 

Auditory  Brain  Stem  Response  in  Clinical  Practice.  Neurosensory 
Center  & Marriott  Hotel,  Astrodome  (sleep  rooms),  Houston.  Fee 
$400,  physicians;  $250,  non-Baylor  residents  and  audiologists.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  19  hours.  Contact  Lila 
Lerner,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Pathology 

Nov  9-13,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antionio.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award  Contact  Marily  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Nov  14, 1981 

38th  Annual  San  Antonio  Pathology  Seminar — Dermatopathology. 

UT  Health  Science  Center  at  San  Antonio.  Fee  $40.  Category  1 , 

AMA  Physician's  Recognition  Award;  6 hours.  Contact  Marilyn  Ren- 
nels, Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Nov  14,  1981 

Special  Pathology  Program:  Gynecologic  Neoplasias.  Shamrock  Hil- 
ton Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  3 hours.  Contact  H.  S.  Gallager,  MD,  Dept  of  Pathology, 
M.D  Anderson  Hospital,  6723  Bertner,  Houston,  TX  77030 

Perinatology 

Nov  6-7,  1981 

8th  Annual  Perinatal  Seminar.  Perinatal  Center,  Scott  and  White  Me- 
morial Hospital,  Temple.  Fee  $45.  Contact  Charlene  L.  Davis,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
817/774-2111 

Psychiatry 

Nov  4-6,  1981 

Serotonin  in  Biological  Psychiatry.  Shamrock  Hilton  Hotel,  Houston 
Fee  $60,  before  Oct  1 , $75,  after,  $25,  students.  Category  1 , AMA 
Physician’s  Recognition  Award;  15  hours.  Contact  Beng  T.  Ho,  MD, 
Texas  Research  Institute  of  Mental  Sciences,  1300  Moursund, 
Houston,  TX  77030  71 3/797-1976  ext  243 

DECEMBER 

Obstetrics/Gynecology 

Dec  5,  1981 

Perinatal  Seminar.  Lubbock  Memorial  Civic  Center,  Lubbock,  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact  Sue 
Williams,  Office  of  Continuing  Medical  Education,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock,  TX  79430  806/743-2929 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Mary  Shiels  Hospital,  Dallas  Fee  $600.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  1 6 hours.  Contact  William  S.  Harris,  MD, 
Ophthalmology  Center,  281 1 Lemmon  Ave  East,  Dallas,  TX  75204 
214/522-2661 


Dec  3-5,  1981 

Phenomenology  and  Treatment  of  Psychiatric  Emergencies.  Marriott 
Hotel,  Astrodome,  Houston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Carol  Berman,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

JANUARY 

Geriatric  Medicine 

Jan  16-17,  1982 

Geriatric  Medicine.  San  Antonio.  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78248  512/691-6295 

Physical  Medicine 

Jan  21-23,  1982 

Chronic  Pain.  Houston.  Contact  Lila  Lerner,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Radiology 

Jan  4-15,  1982 

External  Beam  Dosimetry — Principles  and  Calibrations.  Houston 
Contact  Sharon  Thousand,  Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box  20367,  Houston,  TX  77025 
713/792-4671 

Jan  18-29,  1982 

External  Beam,  Interstitial  & Intracavitary  Dosimetry — Manual  and 
Computer  Methods  of  Calculation.  Houston  Contact  Sharon  Thou- 
sand, Division  of  Continuing  Education,  UT  Health  Science  Center 
at  Houston,  Box  20367,  Houston,  TX  77025  713/792-4671 

FEBRUARY 

Family  Practice 

Feb  1-6,  1982 

Family  Practice  Review  1982.  Galveston  Contact  Sue  Moreno,  Co- 
ordinator, Continuing  Medical  Education,  2nd  Floor  Gail  Borden, 
UTMB,  Galveston,  TX  77550  713/765-2996 

Neurology 

Feb  26-28,  1982 

10th  Neuromuscular  Disease  Symposium.  Houston.  Contact  Carol 
Berman,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Pathology 

Feb  26-27,  1982 

1st  Annual  South  Central  Texas  Dermatopathology  Course  and  the 
Robert  Freeman  Honorary  Dermatopathology  Lecture  Series.  San 
Antonio.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691  -6295 

Pediatrics 

Feb  10,  1982 

4th  Russell  J.  Blattner  Lectureship.  Houston.  Contact  Lynne  Tiras, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Feb  11-13,  1982 

Pediatric  Postgraduate  Symposium.  Houston.  Contact  Lynne  Tiras, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 
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Feb  19-21,  1982 

Pediatrics  for  the  Practitioner.  San  Antonio  Contact  Marilyn 
Rennels,  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Radiology 

Feb  1-5,  1982 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  Houston 
Contact  Sharon  Thousand,  Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

Surgery 

Feb  4-6,  1982 

Plastic  Surgery  for  the  General  Surgeon.  San  Antonio  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

MARCH 

Family  Medicine 

March  18-20,  1982 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology and  Contraception.  San  Antonio.  Contact  Marilyn  Ren- 
nels, Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Physical  Medicine  and  Rehabilitation 

March  22- April  1,  1982 

16th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Houston.  Contact  Lila  Lerner,  Office  of  Continuing  Medi- 
cal Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (1/5/81  — Dec/81 ) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso,  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursdays,  7-10  pm  (Jan  29-June  18,  1981) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio. 
Category  1 , AMA  Physician's  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 


Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Thursday-Friday  (1/8-9/81— 12/17-18/81) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1,  AMA  Physician's  Recognition  Award,  1 hour 

REGULARLY  SCHEDULED  ACTIVITIES 

Saturdays,  9am- 12  noon  (10/24/81  -5/1/82) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  24-week  course,  excluding  Nov  28, 
Dec  1 9 & 26,  and  Jan  2.  Category  1 , AMA  Physician's  Recognition 
Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston, 
TX  77030  713/790-4941 

INSTITUTIONS  AND  ORGANIZATIONS 
ACCREDITED  FOR  CME  IN  TEXAS 

Baylor  University  Medical  Center,  Dallas 

Central  Texas  Medical  Foundation,  Austin 

Dolly  Vinsant  Memorial  Hospital,  San  Benito 

Hendrick  Medical  Center,  Abilene 

MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

Methodist  Hospitals  of  Dallas 

Park  Plaza  Hospital,  Houston 

Presbyterian  Hospital  of  Dallas 

St  Joseph's  Hospital,  Fort  Worth 

St  Joseph  Hospital,  Houston 

Sierra  Medical  Center,  El  Paso 

St  Paul  Hospital,  Dallas 

Tarrant  County  Hospital  District,  Fort  Worth 

Texas  Research  Institute  for  Mental  Sciences,  Houston 

Texas  Pediatric  Society 

Texas  Surgical  Society 

The  University  of  Texas  Health  Center  at  Tyler 

For  more  information  regarding  the  accreditation  program,  contact 
the  Office  of  Medical  Education,  Texas  Medical  Association,  1801 
North  Lamar  Blvd,  Austin,  TX  78701  512/477-6704 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


OCTOBER 

American  Academy  of  Occupational  Medicine,  Nashville,  Oct 
13-16,  1981 . Howard  N Schulz,  150  N Wacker  Dr,  Chicago,  IL 
60606 

American  Academy  of  Pediatrics,  New  Orleans,  Oct  31  - Nov  5, 

1981  Robert  Frazier,  1801  Hinman,  Evanston,  IL  60201 

American  Association  for  Hand  Surgery,  New  York,  Oct  15-18, 

1981 . Jean  Rickli,  2704  Marshall  Court,  Madison,  Wl  53705 

American  Association  of  Blood  Banks,  Chicago,  Oct  31  -Nov  4, 

1981  William  W.  Samuels,  1828  L St,  NW,  Suite  608,  Washington, 

DC  20036 

American  College  of  Chest  Physicians,  San  Francisco,  Oct  25-29, 
1981  Alfred  Sofer,  MD,  91 1 Busse  Highway,  Park  Ridge,  IL  60068 
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American  College  of  Gastroenterology,  Bal  Harbour,  Fla,  Oct  26-28, 
1981,  Daniel  Weiss,  299  Broadway,  New  York,  NY  1 0007 

American  College  of  Nuclear  Medicine,  Los  Angeles,  Oct  23-25, 
1981  J R,  Maxfield,  MD,  8215  Westchester,  Suite  135,  Dallas,  TX 
75225 

American  College  of  Surgeons,  San  Francisco,  Oct  11-16,  1981 
Edyvin  W,  Gerrish,  MD,  55  East  Erie  St,  Chicago,  IL  6061 1 

American  Dental  Association,  Kansas  City,  Mo,  Oct  25-29,  1981, 
John  M Cody,  MD,  21 1 East  Chicago  Ave,  Chicago,  IL  6061 1 

■ American  Medical  Record  Association,  San  Antonio,  Oct  18-23, 
1981  Mary  J.  Waterstraat,  875  N Michigan  Ave,  Suite  1850.  Chi- 
cago, IL  6061 1 

American  School  Health  Association,  Washington,  DC,  Oct  14-17, 
1981 . Charles  J Baer,  Box  708,  Kent,  OH  44240 

American  Society  of  Anesthesiologists,  New  Orleans,  Oct  1 7-21 , 
1981  Brace  Pattou,  51 5 Busse  Highway,  Park  Ridge,  IL  60068 

American  Society  of  Clinical  Pathologists,  Las  Vegas,  Oct  1 6-23, 

1 981  Patrick  E Raleigh,  21 00  W Harrison,  Chicago,  IL  6061 2 

American  Society  of  Internal  Medicine,  New  York,  Oct  1 -4,  1981 , 
Stephanie  Dimitroff,  2550  M St,  NW,  Suite  620,  Washington,  DC 
20037 

American  Society  of  Maxillofacial  Surgeons,  New  York,  Oct  1 8-23, 

1981  Charles  A,  Janda,  MD,  29  E Madison  St,  Suite  800,  Chicago, 

I L 60602 

American  Society  of  Plastic  and  Reconstructive  Surgeons,  New 

York,  Oct  18-23,  1981 . Dallas  F,  Whaley,  29  E Madison  St,  Suite 
800,  Chicago,  IL  60602 

Association  of  American  Medical  Colleges,  Washington,  DC,  Oct 
31  -Nov  5,  1981 , Kathleen  S,  Turner,  One  Dupont  Circle,  NW,  Suite 
200,  Washington,  DC  20036 

College  of  American  Pathologists,  Las  Vegas,  Oct  1 7-23,  1981, 
Howard  E.  Cartwright,  7400  N Skokie  Blvd,  Skokie,  IL  60077 

■ National  Federation  of  Catholic  Physicians’  Guilds,  San  Antonio, 
Oct  1-4,  1981  John  P Coughlin,  MD,  850  Elm  Grove  Rd,  Elm 
Grove, Wl  53122 

■ Texas  Association  of  Physicians  in  Nuclear  Medicine,  Fredericks- 
burg, Tex,  Oct  23-25,  1981.  Betty  G McConnell,  MD,  Dept  of  Radi- 
ology, UT  Medical  School  at  Houston,  Houston,  TX  77030 

■ Texas  Dermatological  Society,  Austin,  Oct  3-4,  1981 . Iris  Wenzel, 
1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Surgical  Society,  Galveston,  Oct  4-6,  1 981  W David  Bar- 
nett, MD,  1004  N Washington,  Dallas,  TX  75204 


November 

American  Academy  of  Ophthalmology,  Atlanta,  Nov  1-5,1 981 . 
Faye  Anderson,  1833  Filmore,  San  Francisco,  CA  94120 

American  Academy  of  Physical  Medicine  and  Rehabilitation,  San 

Diego,  Nov  1-6,  1981.  Creston  Herald,  30  N Michigan,  Suite  922, 
Chicago,  IL  60602 

American  Association  for  Cancer  Education,  San  Diego,  Nov 
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11-15,  1981 . John  Horton,  Albany  Medical  College,  Albany,  NY 
12208 

■ American  Association  for  Clinical  Immunology  and  Allergy, 

Houston,  Nov  14-18,  1981  Howard  Silber,  Box  912,  Omaha,  NE 
68101 

American  Association  of  the  Study  of  Liver  Diseases,  Chicago,  Nov 

5- 8,  1981  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Cancer  Society,  New  York,  Nov  4-6,  1981 . Lane  W, 
Adams,  777  Third  Ave,  New  York,  NY  1 001 7 

American  Congress  of  Rehabilitation  Medicine,  San  Diego,  Nov 
1 -6,  1981  Creston  C.  Herald,  30  N Michigan  Ave,  Suite  922,  Chi- 
cago, IL  60602 

American  Group  Practice  Association,  Los  Angeles,  Nov  4-7, 

1981,  Grayburn  Davis,  20  South  Quaker  Lane,  Alexandria,  VA 
22314 

■ American  Heart  Association,  Dallas,  Nov  16-19,  1981.  Dale 
Springfellow,  7320  Greenville,  Dallas,  TX  75231 

American  Medical  Women's  Association,  Los  Angeles,  Nov  3-9, 
1981 , Lorraine  Losel,  465  Grand  St,  New  York,  NY  10002 

American  Society  of  Abdominal  Surgeons,  Tampa,  Fla,  Nov  12-14, 
1981  Blaise  Alfano,  MD,  675  Main  St,  Melrose,  MA  02176 

American  Society  of  Cytology,  St  Louis,  Nov  2-7,  1981  Warren 
Lang,  MD,  130  S 9th  St,  #810,  Philadelphia,  PA  19107 

American  Society  of  Nephrology,  Washington,  DC,  Nov  22-24, 
1981  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

Association  of  Academic  Surgery,  Chicago,  Nov  8-11,  1981 . Brian 
Lowery,  MD,  Ohio  State  Univ  Hospital,  410  W 10th  Ave,  Columbus, 
OH  43210 

■ Association  of  Military  Surgeons  of  the  United  States,  San  An- 
tonio, Nov  1 -5,  1981  Walter  Welham,  RADM,  Box  104,  Kenn- 
sington,  MD  20795 

Southern  Medical  Association,  New  Orleans,  Nov  15-18,  1981. 
Robert  Butts,  2601  Highland  Ave,  Birmingham,  AL  35205 

■ Texas  Medical  Association  House  of  Delegates,  Austin,  Nov 

6- 8,  1981 . C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Society,  Galveston,  Nov  12-14,  1981  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

DECEMBER 

American  Academy  of  Dermatology,  San  Francisco,  Dec  5-10, 
1981.  Bradford  W.  Claxton,  820  Davis  St,  Evanston,  IL  60201 

American  Academy  of  Psychoanalysis,  New  York,  Dec  3-6,  1 981 
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5-8,  1981 , Linda  Durrett,  1720  Regal  Row,  Suite  112,  Dallas,  TX 
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Valium 

diazepam/Roche 


Before  prescribing,  please  consult  complete  product  Information, 
a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of 
symptoms  of  anxiety  Anxiety  or  tension  associated  with  the  stress  of 
everyday  life  usually  does  not  require  treatment  with  an  anxiolytic.  Symp- 
tomatic relief  of  acute  agitation,  tremor,  impending  or  acute  delirium  tremens 
and  hallucinosis  due  to  acute  alcohol  withdrawal;  adjunctively  in:  relief  of 
skeletal  muscle  spasm  due  to  reflex  spasm  to  local  pathology;  spasticity 
caused  by  upper  motor  neuron  disorders;  athetosis;  stiff-man  syndrome 
Oral  form  may  be  used  adjunctively  in  convulsive  disorders,  but  not  as  sole 
therapy  Injectable  form  may  also  be  used  adjunctively  in:  status  epilepticus; 
severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute  stress  reactions 
riorto  endoscopic/surgical  procedures;  cardioversion, 
he  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age,  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous 
occupations  requiring  complete  mental  alertness  (e  g,,  operating  machinery, 
driving).  Withdrawal  symptoms  similar  to  those  with  barbiturates  and  alcohol 
have  been  observed  with  abrupt  discontinuation,  usually  limited  to  extended 
use  and  excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have 
been  reported  following  abrupt  discontinuation  of  benzodiazepines  after 
continuous  use,  generally  at  higher  therapeutic  levels,  for  at  least  several 
months  After  extended  therapy,  gradually  taper  dosage  Keep  addiction- 
prone  individuals  (drug  addicts  or  alcoholics)  under  careful  surveillance 
because  of  predisposition  to  habituation/dependence. 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations,  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

oral:  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal 
seizures  may  require  increase  in  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  in  such  cases  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures. 
injectable;  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I.V.:  inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given ; do  not  use  small 
veins,  i.e.,  dorsum  of  hand  or  wrist , use  extreme  care  to  avoid  intra-arterial 
administration  or  extravasation.  Do  not  mix  or  dilute  Valium  with  other  solu- 
tions or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to  administer  Valium 
directly  I.  V. , it  may  be  injected  slowly  through  the  infusion  tubing  as  close  as 
possible  to  the  vein  insertion. 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  concomitant 
use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression 
with  increased  risk  of  apnea,  have  resuscitative  facilities  available  When 
used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  'A 
administer  in  small  increments  Should  not  be  administered  to  patients  in 
shock,  coma,  acute  alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status.  Not  recommended  for  OB  use 
Efficacy/safety  not  established  in  neonates  (age  30  days  or  less),  prolonged 
CNS  depression  observed  In  children,  give  slowly  (up  to  0.25  mg/kg  over 
3 minutes)  to  avoid  apnea  or  prolonged  somnolence,  can  be  repeated  after 
15  to  30  minutes.  If  no  relief  after  third  administration,  appropriate  adjunctive 
therapy  is  recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects — particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam/Roche),  / e , 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepressants 
Piotective  measures  indicated  in  highly  anxious  patients  with  accompanying 
depression  who  may  have  suicidal  tendencies  Observe  usual  precautions  in 
impaired  hepatic  function;  avoid  accumulation  in  patients  with  compromised 
kidney  function.  Limit  oral  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation  (initially  2 to  2’/2  mg  once  or 
twice  daily,  increasing  gradually  as  needed  or  tolerated) 

The  clearance  of  Valium  and  certain  other  benzodiazepines  can  be  delayed 
in  association  with  Tagamet  (cimetidine)  administration  The  clinical  signifi- 
cance of  this  is  unclear 

injectable:  Although  promptly  controlled,  seizures  may  return,  re-administer 
if  necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryn- 
gospasm/increased  cough  reflex  are  possible  during  peroral  endoscopic 


procedures;  use  topical  anesthetic,  have  necessary  countermeasures 
available.  Hypotension  or  muscular  weakness  possible,  particularly  when 
used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses  (2  to  5 mg)  for 
elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation, 
depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred 
speech,  tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reac- 
tions such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimulation  have 
been  reported;  should  these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been 
observed  in  patients  during  and  after  Valium  (diazepam/Roche)  therapy  and 
are  of  no  known  significance 

injectable;  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity, 
syncope,  bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria, 
hiccups,  neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualized  for  maximum  beneficial  effect 
oral — Adults:  Anxiety  disorders,  relief  of  symptoms  of  anxiety,  2 to  10  mg 
b i.d.  to  q.i.d.;  acute  alcohol  withdrawal,  10  mg  f. i d. or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 

2 to  10  mg  t.i.d.  or  q.i.d.,  adjunctively  in  convulsive  disorders,  2 to  10  mg 

b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2  mg  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See  Precautions.)  Children  1 to 
21/2  mg  t.i.d.  or  q.i.d  initially,  increasing  as  needed  and  tolerated  (not  for  use 
under  6 months) 

injectable:  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M. 
or  I.V.,  depending  on  indication  and  severity.  Larger  doses  may  be  required 
in  some  conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated 
within  1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower 
doses  (usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added.  (See  Warnings  and  Adverse 
Reactions.) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available 

I.M.  use:  by  deep  injection  into  the  muscle. 

I V.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given.  Do 
not  use  small  veins,  i.e  , dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  I.V.,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I M or  I V. , 
and  severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M  or  I V , 
repeat  in  3 to  4 hours  if  necessary;  acute  alcoholic  withdrawal,  10  mg  I M.  or  I V. 
initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults. 

5 to  10  mg  I.M.  or  I V.  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary 
(tetanus  may  require  larger  doses);  in  children,  administer  I V.  slowly;  for 
tetanus  in  infants  over  30  days  of  age,  1 to  2 mg  I.M.  or  I V.,  repeat  every 

3 to  4 hours  if  necessary;  in  children  5 years  or  older,  5 to  10  mg  repeated 
every  3 to  4 hours  as  needed  Respiratory  assistance  should  be  available 
Status  epilepticus,  severe  recurrent  convulsive  seizures  (I  V route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute 
intervals  up  to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary  keeping 
in  mind  possibility  of  residual  active  metabolites.  Use  caution  in  presence  of 
chronic  lung  disease  or  unstable  cardiovascular  status.  Infants  (over  30 
days)  and  children  (under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min  , 
up  to  5 mg  (I  V.  preferred).  Children  5 years  plus,  1 mg  every  2 to  5 min.,  up 
to  10  mg  (slow  I V.  preferred);  repeat  in  2 to  4 hours  if  needed.  EEG 
monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  I V dosage  to  desired  sedative  response, 
generally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immedi- 
ately prior  to  procedure;  if  I V.  cannot  be  used,  5 to  10  mg  I.M.  approximately 
30  minutes  prior  to  procedure  As  preoperative  medication,  10  mg  I.M  , in 
cardioversion,  5 to  15  mg  I V within  5 to  10  minutes  prior  to  procedure  Once 
acute  symptomatology  has  been  properly  controlled  with  injectable  form, 
patient  may  be  placed  on  oral  form  if  further  treatment  is  required 
Management  of  Overdosage:  Manifestations  include  somnolence, 
confusion,  coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood 
pressure,  employ  general  supportive  measures.  I V.  fluids,  adequate  airway. 

Use  levarterenol  or  metaraminol  for  hypotension.  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg,  bottles  of  100  and  500;  Tel-E-Dose® 

(unit  dose)  packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes 
of  25,  and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50,  avail- 
able in  trays  of  10  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1,  Tel-E-Ject® 
(disposable  syringes),  2 ml,  boxes  of  10  Each  ml  contains  5 mg  diazepam, 
compounded  with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  ben- 
zoate and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative 
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Examine  Me. 


During  the  past  several  years,  I have  heard  my  name  mentioned 
in  movies,  on  television  and  radio  talk  shows,  and  even  at  Senate 
subcommittee  sessions.  And  I have  seen  it  repeatedly  in  newspapers, 
magazines,  and  yes,  best-sellers.  Lately,  whenever  I see  or  hear  the 
phrases  “overmedicated  society, ” “overuse, ” “misuse”  and  “abuse,” 
my  name  is  one  of  the  reference  points.  Sometimes  even  the 
reference  point. 

These  current  issues,  involving  patient  compliance  or  dependen- 
cy-proneness,  should  be  given  careful  scrutiny,  for  they  may  impede 
my  overall  therapeutic  usefulness.  As  you  know,  a problem  almost 
always  involves  improper  usage.  When  I am  prescribed  and  taken 
correctly,  I can  produce  the  effective  relief  for  which  I am  intended. 

Amid  all  this  controversy,  I ask  you  to  reflect  on  and  re-examine 
my  merits.  Think  back  on  the  patients  in  your  practice  who  have  been 
helped  through  your  clinical  counseling  and  prudent  prescriptions  for 
me.  Consider  your  patients  with  heart  problems,  G.I.  problems  and 
interpersonal  problems  who,  when  their  anxiety  was  severe,  have 
been  able  to  benefit  from  the  medication  choice  youve  made.  Recall 
how  often  youve  heard,  as  a result,  “Doctor,  I don’t  know  what  I 
would  have  done  without  your  help.” 

You  and  I can  feel  proud  of  what  we’ve  done  together  to  reduce 
excessive  anxiety  and  thus  help  patients  to  cope  more  successfully. 

If  you  examine  and  evaluate  me  in  the  light  of  your  own 
experience,  you’ll  come  away  with  a confirmation  of  your  knowledge 
that  I am  a safe  and  effective  drug  when  prescribed  judiciously  and 
used  wisely. 


For  a brief  summary  of  product  information  on  Valium®  (diazepam/Roche)  please  see  the  preceding  page. 
Valium  is  available  as  2-mg,  5-mg  and  10-mg  scored  tablets. 
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EDITORIAL 


Texas’  medical  practice  act  is  strong, 
patient-oriented,  responsible 

The  reenactment  of  Texas’  Medical  Practice  Act  culminated 
more  than  two  years  of  intensive  research,  sacrifice,  and 
compromise  by  the  Texas  Medical  Association.  As  the  smoke 
cleared,  Texas  emerged  with  one  of  the  strongest,  most  pa- 
tient-oriented, and  responsible  medical  practice  acts  in  the 
nation.  Its  near  unanimous  passage  by  both  the  Senate  and 
the  House  (169-1)  is  a tangible  measure  of  the  broad  sup- 
port that  it  earned. 

As  chairman  of  the  TMA's  Council  on  Legislation,  I had  the 
dubious  distinction  of  negotiating  its  passage  through  the 
labyrinth  of  pitfalls  that  characterizes  the  legislative  process. 
My  high  school  civics  teacher  never  described  it  as  I saw  it. 

The  geometric  strides  physicians  and  scientists  have 
made  in  patient  care,  and  the  long  hours  we  spend  learning 
and  practicing  our  skills  have  left  us  abysmally  ignorant  of  a 
process  that  could  have  undone  1 00  years  of  medical  prog- 
ress in  just  a few  days.  At  the  turn  of  the  century  there  was  no 
legal  distinction  between  real  physicians,  snake  oil  sales- 
men, and  diploma  mill  frauds.  During  debate,  numerous 
amendments  to  the  Medical  Practice  Act  were  offered— 
some  in  benign  ignorance  and  others  with  deliberate  plan — 
that  would  have  accomplished  just  that. 

In  addition,  I learned  through  painful  experience  that  the 
Medical  Practice  Act  was  a political  football,  a modus  oper- 
andi  for  the  accomplishment  of  related  and  sometimes 
unrelated  political  objectives  of  others. 

SB  31 5,  the  TMA-supported  version  of  the  Medical  Prac- 
tice Act,  had  deep  roots  in  the  laws  which  have  governed 
medical  practice  in  Texas  for  many  years.  (One  of  its  merits 
was  that  it  organized  those  scattered  laws  into  a cohesive 
unit.)  Before  the  legislative  session  began,  the  Sunset  Ad- 
visory Commission  devoted  a year  and  a half  to  research  and 
study,  and  made  approximately  two  dozen  recommenda- 
tions. SB  31 5 incorporated  nearly  all  of  those  proposals,  as 
well  as  improvements  which  the  TMA  initiated,  particularly  in 
the  area  of  physician  discipline. 

In  the  Senate  there  were  several  weeks  of  hearings.  In- 
credibly, some  people  believed  that  the  definition  of  the 
practice  of  medicine,  which  has  been  on  the  books  in  pretty 
much  the  same  form  for  70  years,  was  suddenly,  without 
change,  going  to  become  an  instrument  to  outlaw  the  legal 
activities  of  other  health  professions  and  vitamin-health  food 
franchises.  We  spent  as  much  time  countering  the  misinfor- 
mation as  we  did  speaking  to  the  substance  of  the  act. 

Finally,  the  Senate  passed  our  bill  unanimously  (28-0). 

At  this  point,  we  did  not  fully  appreciate  the  mercy  inherent 
in  not  knowing  what  would  happen  next. 

In  the  House  of  Representatives,  legislative  leaders  let 
time  and  pressure  build  in  order  to  enhance  their  negotiat- 
ing advantage.  Negotiations  and  lobbying  thus  ran  along 


two  fronts  for  the  remainder  of  the  regular  session — in  the 
speaker’s  office  and  in  the  House  Government  Organization 
Committee. 

The  speaker’s  objective  was  authorization  for  optometrists 
to  use  diagnostic  drugs.  The  committee’s  objective  was  a 
standardized  uniformity  in  each  of  the  licensure  acts  under- 
going sunset  review;  unfortunately,  the  uniformity  sometimes 
meant  forcing  square  pegs  into  round  holes. 

The  TMA  negotiated  another  dozen  issue  areas,  but  then 
we  came  to  an  impasse  with  both  the  committee  chairman 
and  the  speaker  on  two  vital  issues:  optometrists'  use  of  di- 
agnostic drugs,  and  inclusion  of  a clause  which  would  insure 
that  the  DO  degree  would  not  be  a determinative  factor  in 
granting  hospital  privileges.  Over  TMA’s  objections,  Speaker 
Clayton  gaveled  the  bill  through  with  his  version  of  both 
amendments  included  in  the  bill. 

The  Senate  refused  to  concur  in  those  House  amend- 
ments and  the  Conference  Committee — to  which  the 
speaker  appointed  himself — deadlocked  on  the  last  day  of 
the  session,  partly  with  the  realization  that  the  bill  would  start 
over  again  in  a special  called  session  anticipated  for  later  in 
the  summer. 

Between  June  1 and  July  1 3,  when  the  special  session 
convened,  we  talked  to  the  parties  involved — principally  os- 
teopathy and  optometry — and  embarked  on  a whirlwind 
press  tour  to  all  the  major  daily  newspapers  in  the  state  to 
generate  editorial  support  for  the  Medical  Practice  Act. 

We  quickly  reached  an  agreement  with  osteopathy  but 
pressure  began  to  mount  on  the  issue  of  optometrists'  use  of 
diagnostic  drugs.  (See  editorial  and  Medical  Practice  Act  fea- 
ture in  this  issue.) 

The  House  committee  chairman  emphasized  what  we  al- 
ready knew — no  optometry  solution,  no  bill.  It  was  a polar- 
izing issue.  Finally,  negotiating  teams  for  TMA  and  ophthal- 
mology on  one  side  and  optometry  and  the  speaker  on  the 
other  came  back  to  the  standing  order  mechanism  proposed 
by  TMA  during  the  regular  session’s  conference  committee 
deliberations.  After  several  weeks  of  discussion,  it  took  about 
ten  hours  to  hash  out  statutory  language  acceptable  to  both 
parties.  Then,  suddenly,  it  was  ended. 

The  Medical  Practice  Act  was  the  first  of  five  key  issues 
submitted  by  the  governor  for  consideration  during  the  spe- 
cial session  to  be  passed  by  both  Houses  in  the  special 
session,  and  was  signed  into  law  on  Aug  5. 

This  month’s  Texas  Medicine  highlights  the  major  features 
in  the  Medical  Practice  Act  (p  36).  The  patient’s  welfare  is 
foremost  in  every  aspect  of  this  important  legislation.  We 
read  and  reread  every  line  of  the  current  law  in  considering 
the  form  this  legislation  should  take.  And,  at  every  turn,  we 
asked,  “Will  this  benefit  the  patient?” 

The  new  Medical  Practice  Act  guarantees  that  a physician 
engaged  in  the  practice  of  medicine  has  first  attained  mini- 
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mum  standards  of  competence,  and  protects  the  public  from 
fraudulent  or  unsafe  practices.  For  the  first  time,  a physician 
who  holds  a Texas  license  may  lose  it  if  he  or  she  commits 
legal  transgressions  in  another  state  similar  to  violation  of 
Texas  laws.  For  the  first  time,  a patient  has  the  means  of 
pursuing  a complaint  against  a physician  for  persistently  and 
flagrantly  overcharging  or  overtreating.  The  bill  adds  more 
than  two  dozen  procedural  changes  to  the  Board  of  Medical 
Examiners’  internal  operations  designed  to  enhance  its  effi- 
ciency as  well  as  its  accountability  to  the  public.  Patients  who 
have  no  direct  or  indirect  affiliation  with  a health  care  field  are 
now  eligible  to  serve  as  consumer  members  on  the  State 
Board  of  Medical  Examiners.  Under  this  new  Act,  a patient 
can  more  readily  review  his  or  her  medical  records,  and  for 
the  first  time  the  confidentiality  of  a physician’s  communica- 
tions with  his  or  her  patient  is  protected.  For  the  first  time,  the 
loose  collection  of  laws  commonly  known  as  the  Medical 
Practice  Act  can  be  found  in  one  set  of  statutes  organized 
and  codified  in  a readily  comprehensible  fashion. 

Many  times  during  the  deliberations  on  this  legislation,  the 
quality  of  patient  care  hung  by  a thread.  Many  times,  TMA 
was  all  that  stood  between  regulated  medical  practice  and 
total  havoc  in  the  health  care  delivery  system.  We  were 
roundly  criticized  individually  and  collectively  for  our  un- 
willingness to  compromise.  There  are,  of  course,  many  is- 
sues in  any  legislation  that  can  be  negotiated  and  compro- 
mised. However,  there  are  circumstances  that  cannot  be 
compromised,  such  as  the  kind  of  care  our  patients  would 
receive  (or  would  not  receive)  under  this  act. 

In  the  give  and  take  of  the  political  arena,  “perfect  legisla- 
tion” is  a contradiction  in  terms.  History  will  decide  the  value 
of  this  legislation,  but  I am  confident  that  it  is  one  of  the  best 
sets  of  laws  governing  medical  practice  in  the  United  States 

Gary  Williamson,  MD 

Chairman,  TMA  Council  on  Legislation,  1 0 Medical  Arts  Square,  Austin,  TX 

78705. 

The  bull’s  in  the  pen;  let’s  go  mend  fences 

I caught  a fast  train  on  May  30,  the  day  I was  installed  as 
president  of  the  Texas  Medical  Association.  There  were  two 
days  left  of  the  regular  legislative  session,  and  the  view  up 
front  was  of  the  Medical  Practice  Act  in  the  throes  of  the 
meanest  dog  fight  you  ever  did  see.  The  House  and  Senate 
Conference  Committee  members  were  trying  to  hammer  out 
their  differences,  but  they  spent  more  time  hammering  on 
each  other.  Trying  to  fix  this  problem  was  a lot  like  trying  to 
change  a fan  belt  with  the  engine  running. 

We  never  would  have  succeeded  if  we  had  not  had  a bill 
that  was  in  every  sense  of  the  word  in  the  public  interest.  As 
I quickly  learned,  even  that  wasn’t  sufficient,  since  the  Medi- 
cal Practice  Act  provided  a political  football  for  other  teams' 
games  all  over  town.  However,  a major  factor  in  the  pas- 


sage of  the  act  was  the  editorial  support  from  major  daily 
newspapers  across  the  state.  Ultimately,  the  personal  parti- 
cipation of  physicians  and  auxiliary  members,  and  espe- 
cially the  continuous  effort  of  the  Council  on  Legislation  and 
the  legislative  staff,  influenced  passage  of  the  act,  and  we 
were  able  to  put  up  the  tailgate  and  go  home. 

During  review  of  this  legislation,  medicine  in  general  and 
TMA  in  particular  were  disparaged  in  every  possible  man- 
ner. We  got  called  names  I hadn’t  heard  since  the  Navy. 
What  hurt  most  was  the  grain  of  truth  that  sometimes  sur- 
faced in  those  indictments. 

In  the  legislative  halls,  it  is  a temptation  to  absorb  the  ver- 
bal attacks  by  labeling  them  “Just  Politics.”  But  it  is  hard  to 
ignore  the  same  remarks  when  they  come  from  community 
leaders  all  over  the  state. 

To  support  our  case,  TMA  leaders  spoke  with  newspaper 
editors  in  17  Texas  cities,  and  nearly  all  of  them  asked 
about  four  basic  issues  that  involve  us  as  physicians — 
money,  power,  self-aggrandizement,  and  insensitivity. 

Clearly,  medicine  has  some  fences  to  mend,  because  our 
patients  are  at  times  rightfully  frustrated  with  us.  We — and 
they — must  be  more  sensitive  to  the  human  elements  of 
medical  practice. 

The  Legislature  and  the  public  generally  don’t  have  any 
measurable  understanding  of  either  the  medical  profession 
or  the  system  where  medical  care  is  rendered.  They  know 
their  doctor,  but  nothing  about  doctors.  If  national  surveys 
are  any  indication,  they  like  their  own  doctor  but  not  doc- 
tors. Although  we  deserve  some  of  the  stereotypes  that 
result  from  this,  we  also  have  a health  care  system  that  is 
unequaled  anywhere  else  in  the  world  and  we  need  to  tell 
people  how  and  why  it  excels. 

Our  patients’  frame  for  the  medical  world  is  largely  depen- 
dent on  your  attitude,  your  office,  and  their  hospital  experi- 
ence. If  you  as  a physician  are  talking  to  your  patients  as  if 
they  were  conditions  or  disorders  instead  of  human  beings, 
you’d  best  mend  your  ways  before  you  are  put  out  of  busi- 
ness. And  if  physicians  are  put  out  of  business,  it  won’t  hurt 
us  nearly  as  much  as  it  will  hurt  the  people  we  are  trained  to 
serve. 

Despite  its  controversy,  Texas’  Medical  Practice  Act  is 
one  of  the  finest  anywhere  in  the  country.  The  patients'  in- 
terests are  paramount  in  this  statute.  As  president  of  the 
Texas  Medical  Association,  I am  immensely  proud  of  what 
we  have  accomplished  in  the  67th  Legislature  in  upholding 
the  highest  possible  standards  of  medical  care. 

William  F.  Ross,  MD 

President,  Texas  Medical  Association;  Chairman,  Division  of  Family  Prac- 
tice, Southwestern  Medical  School,  5323  Harry  Hines,  Dallas,  TX  75235. 
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Optometrists  may  request  standing  delegation  orders 
for  use  of  eyedrops 

The  Medical  Practice  Act  of  1981  imposes  a new  and  unex- 
pected responsibility  on  Texas  physicians.  Under  rules  and 
procedures  to  be  established  by  the  Board  of  Medical  Ex- 
aminers, physicians  will  deal  with  requests  from  optom- 
etrists for  standing  delegation  orders  authorizing  use  of 
topical  ocular  pharmaceutical  agents  in  the  practice  of 
optometry. 

For  several  years  the  Texas  Optometric  Association  has 
advocated  the  expansion  of  the  scope  of  optometry  to  in- 
clude the  use  of  drugs,  especially  dilating  drops.  The  Texas 
Medical  Association  and  Texas  Ophthalmological  Associa- 
tion have  opposed  drug  usage  by  these  nonmedical  practi- 
tioners as  unnecessary  in  the  performance  of  their  practice 
and  dangerous  to  public  health. 

The  optometric  drug  provision  in  the  new  Medical  Prac- 
tice Act  was  sought  by  House  Speaker  Bill  Clayton  and 
helped  stall  passage  of  the  act  until  a compromise  was 
struck  in  the  special  session  of  the  Legislature  last  July. 

TMA  was  successful  in  preventing  expansion  of  the  scope 
of  optometry  and  the  independent  use  of  drugs  by  optome- 
trists under  their  own  regulatory  board.  The  compromise 
placed  the  provision  in  that  part  of  the  Medical  Practice  Act 
dealing  with  standing  delegation  orders  and  specified  that 
an  optometrist  can  only  be  delegated  use  of  drugs  by  a li- 
censed physician  in  the  same  area  of  the  state. 

It  should  be  noted  that  many  Texas  optometrists  have  op- 
posed the  inclusion  of  pharmaceutical  agents  in  their  prac- 
tice. Nevertheless,  a substantial  number  of  requests  for 
standing  delegation  orders  is  expected  after  the  Board  of 
Medical  Examiners  issues  its  rules.  All  physicians  should 
become  fully  advised  of  their  legal  obligations  and  the  pro- 
cedures for  handling  these  requests. 

The  law  provides  that  ‘‘on  request,  an  optometrist  will  be 
issued  a standing  delegation  order . . . unless  the  physician 
acting  as  a reasonable  and  prudent  physician  determines 
that  denial  is  within  the  scope  of  sound  medical  judgment 
as  it  pertains  to  optometry,  or  that  it  is  not  in  the  public  inter- 
est, and  the  basis  for  denial  be  given  to  the  requesting 
optometrist  in  writing  if  requested."  It  is  required  that  the 
physician  have  knowledge  of  the  requesting  optometrist, 
and  if  not,  then  this  shall  be  good  cause  for  denial. 

The  State  Board  of  Medical  Examiners  will  decide  which 
topical  agents  may  be  delegated  for  use  by  an  optometrist. 
Therapeutic  use  of  drugs  by  an  optometrist  is  prohibited  and 
no  authority  can  be  delegated  to  write  prescriptions.  The 
board  will  also  determine  the  form  of  the  standing  delega- 
tion order  and  the  certificate  or  representation  of  the  order 
which  must  be  prominently  displayed  in  the  office  of  the 
optometrist. 

The  law  requires  that  the  order  be  in  writing,  dated  and 


signed  by  the  physician;  that  it  specify  the  available  topical 
ocular  pharmaceutical  agents,  including  but  not  limited  to 
topical  anesthetics  and  dilating  agents,  to  be  administered 
in  the  office;  and  that  it  specify  that  such  agents  shall  not  be 
used  for  therapeutic  purposes.  The  standing  delegation 
order  will  remain  valid  as  long  as  the  delegating  physician  is 
a resident  of  Texas  and  licensed  to  practice  medicine,  or  if 
no  irregularities  are  found  on  annual  review,  or  if  the  order  is 
not  canceled  for  good  cause  by  either  party. 

The  law  also  states  that  “on  the  complaint  of  any  person 
or  on  its  own  initiative,  the  Board  of  Medical  Examiners  may 
cancel  a standing  delegation  order ...  if  it  determines  that 
the  optometrist  possessing  the  order  has  violated  the  stand- 
ing delegation  order . . 

On  the  question  of  physician  liability,  the  new  provision  in 
the  law  states:  “A  physician  who  has  issued  a standing  del- 
egation order  in  compliance  with  this  section  is  immune 
from  liability  in  connection  with  acts  performed  pursuant  to 
the  standing  delegation  order  so  long  as  he  has  used  pru- 
dent judgment  in  the  issuance  or  the  continuance  of  the 
standing  delegation  order.” 

It  has  always  been  the  position  of  TMA  and  the  Board  of 
Medical  Examiners  that  physicians  must  be  responsible  for 
their  acts  in  the  practice  of  medicine.  This  language  most 
certainly  does  not  grant  total  immunity,  but  provides  the  de- 
fense that  a physician  has  used  “prudent  judgment”  in 
delegating  drug  usage  to  an  optometrist. 

TMA  negotiators  in  the  legislative  session  were  success- 
ful in  excluding  any  proposal  which  attempted  to  assess 
proficiency  or  certification  of  optometrists  for  use  of  drugs. 
An  individual  physician  must  make  a determination  based 
upon  his  or  her  knowledge  of  an  individual  optometrist  and 
in  keeping  with  his  or  her  sound  medical  judgment. 

Under  existing  law  and  interpretation  by  the  attorney  gen- 
eral, the  delegation  of  medical  tasks  to  nonphysicians  is 
authorized.  The  new  provision  adheres  to  this  procedure, 
making  it  clear  that  a nonmedical  practitioner  of  optometry 
must  obtain  a standing  delegation  order  from  a licensed 
physician  before  legally  using  specific  pharmaceutical 
agents. 

Any  physician  who  issues  a standing  delegation  order 
should  be  familiar  with  the  side  effects  and  complications 
persuant  to  use  of  these  drugs.  Prompt  recognition  and 
treatment  of  complications  should  remain  the  primary  re- 
sponsibility of  the  authorizing  physician. 

John  L.  Mann,  MD 

President,  Texas  Ophthalmological  Association,  1700  Curie  Dr,  Suite 

2100,  El  Paso,  TX  79902, 

Alan  C.  Baum,  MD 

Immediate  Past  President,  Texas  Ophthalmological  Association,  7777 

Southwest  Freeway,  Suite  916,  Houston,  TX  77074. 
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Notes  on  school  health 

EXCUSED  ABSENCES 

The  TMA  Committee  on  School  Health  is  concerned  that  in 
many  school  districts  a child  cannot  receive  an  excused  ab- 
sence for  visits  to  health  professionals.  Part  of  the  problem 
stems  from  the  requirement  that  schools  maintain  a certain 
average  daily  attendance.  It  would  be  helpful  if  the  Texas  Ed- 
ucation Agency  (TEA)  would  list  a specific  time  for  the  taking 
of  attendance  rather  than  having  each  individual  school  dis- 
trict develop  its  own  rules.  This  would  allow  parents  to  sched- 
ule appointments  with  health  professionals  so  that  neither 
the  school  district  nor  the  student  would  suffer  by  the  tempo- 
rary absence.  We  feel  that  the  child  is  penalized  for  his 
absence,  even  though  it  is  sometimes  impossible  to  take 
care  of  certain  medical  needs  after  school  hours. 

The  Committee  on  School  Health,  liaison  with  the  TEA 
Comprehensive  School  Health  Advisory  Committee,  will 
suggest  to  the  TEA  that  uniform  attendance  requirements 
are  desirable  for  all  school  districts,  thus  simplifying  ab- 
sences necessitated  by  medical  or  other  health-related 
examinations. 

VISION  SCREENING 

Another  issue  examined  by  the  Committee  on  School  Health 
is  pertinent  to  the  opening  of  the  school  year.  There  is  some 
confusion  about  requirements  for  vision  screening  under  Ar- 
ticle 441 9f  of  the  Texas  Revised  Civil  Statutes.  Physicians 
should  be  aware  that,  as  of  September  1 980,  all  children  en- 
tering school  for  the  first  time  are  required  to  have  an  eye 
examination  or  approved  vision  screening  test  within  90  days 
of  entering  a Texas  school.  This  screening  may  be  done  by  a 
general  practitioner,  a pediatrician,  ophthalmologist,  optome- 
trist, school  district  personnel,  or  other  trained  screeners.  If  a 
screening  process  is  being  done  in  your  community,  either 
through  the  schools  or  other  agencies,  it  is  not  necessary  for 
a physician  to  perform  this  examination.  Therefore,  we  rec- 
ommend that  each  physician  learn  the  procedures  being 
carried  out  in  his  or  her  community. 

Richard  L.  Plumb,  MD 

Chairman,  TMA  Committee  on  School  Health, 

8100  Greenbriar,  Houston,  TX  77054. 


Caring  for  the  poor 

In  a Texas  Medicine  editorial  (Tex  Med  77:7-8,  February 
1981 ),  Dr  H.  Reginald  McDaniel  quotes  economist  John 
Goodman:  “If  socialized  medicine  is  ultimately  defeated  in 
this  country,  it  will  be  the  patients,  not  doctors,  who  will  be 
primarily  responsible."  This  may  be  true,  and  if  the  day  again 
comes  for  lawmakers  to  consider  “socialized  medicine,”  the 
physician's  image  will  be  no  small  factor  in  the  outcome. 
Quite  near  the  heart  of  the  public’s  perspective  is  the  physi- 
cian's care  of  the  impoverished — patients  who  qualify  for 
Medicaid.  “How  well  do  doctors  care  for  the  poor?”  the  public 
will  ask. 

For  the  physician  to  refuse  to  treat  the  poor  would  be  pre- 
sumptuous and  ironic,  especially  considering  the  physician’s 
traditional  compassionate  regard  for  poor  people.  Yet,  when 
a physician  in  a county  without  free  medical  care  for  indi- 
gents does  not  accept  Medicaid  assignments,  he  is,  in  fact, 
refusing  to  treat  the  poor.  To  curtail  the  patient’s  access  to 
care — strictly  on  the  basis  of  inability  to  pay — seems  to  me 
to  beckon  harsh  public  reckoning.  The  turning  away  of  needy 
patients  and  the  curt  treatment  of  disadvantaged  individuals 
already  has  aroused  rancor  in  a public  that  once  viewed  the 
doctor  as  a compassionate  healer. 

Perhaps  my  point  is  best  made  by  a letter  sent  to  a keen- 
minded  91  -year-old  woman  (she  had  no  close  family  and 
lived  in  a rural  county  nursing  home):  “This  is  to  inform  you 
that  we  are  no  longer  taking  Medicare  and  Medicaid  assign- 
ments. Medicare  payments  will  come  to  you  and  you  are 
responsible  for  your  bills.” 

C.  F.  Lusk,  MD 

Associate  Director,  Family  Practice  Residency,  John  Peter  Smith  Hospital, 

1500  S Main  St,  Fort  Worth,  TX  76104. 

Correction  noted 

In  reference  to  my  article,  “Serological  testing  in  systemic 
lupus  erythematosus:  current  concepts,”  in  the  August  issue 
of  Texas  Medicine , I would  like  to  note  a small  but  significant 
error.  On  page  48,  the  final  sentence  of  the  second  para- 
graph under  erythrocyte  sedimentation  rate  should  read, 
“The  ESR  is  not  usually  useful  in  the  follow-up  of  the  patient 
with  SLE.” 

Joel  Kovarsky,  MD 

Assistant  Professor  of  Medicine,  Rheumatology  Section,  Baylor  College  of 

Medicine,  6560  Fannin,  MS  81 5,  Houston,  TX  77030. 
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LAST  YEAR,  95  PERCENT  OF 
THE  TEXANS  WHO  SURVIVED  STROKES 
WERE  PUT  OUT  TO  PASTURE. 


THERE’S  A BETTER 
ALTERNATIVE. 

Last  year,  an  estimated 
10,000  Texans'  had  a stroke 
and  lived  to  tell  about  it. 

Unfortunately,  not  very 
much  has  been  said  about 
comprehensive  rehabilitation 
for  stroke  patients.  So  once 
they  were  on  the  road  to 
recovery,  in  95%  of  the 
recorded  cases,  treatment  came 
to  an  end.  And  stroke  patients, 
instead  of  resuming  productive 
lives,  were  left  to  vegetate, 
feeling  more  and  more  useless 
and  more  of  a burden  on  their 
families. 

At  Warm  Springs 
Rehabilitation  Hospital,  we 
think  there’s  a better 
alternative. 

With  an  organized 
rehabilitation  program,  90%  of 
your  stroke  patients  can  learn 
to  get  out  of  bed  by  themselves 
and  function  independently  in 
a wheelchair.  70%  of  them 
can  he  taugnt  complete  self- 
sufficiency,  freeing  them  from 
any  dependency  on  nurses  and 
family  members.  And  30%  can 
return  to  work  with  proper 
rehabilitation2. 

In  most  cases,  patients 
can  begin  a rehabilitation 
program  within  one  to  six 
weeks  after  suffering  a stroke. 


In  fact,  the  sooner  rehabilitation 
begins,  the  better  their  chances 
of  regaining  movement  and 
increasing  muscle  strength. 

Rehabilitation  is  a tough 
row  to  hoe.  Without  a doubt, 
it’s  the  toughest  thing  stroke 
patients  will  ever  have  to  do  in 
their  lives. 

At  Warm  Springs,  we  do 
not  treat  our  patients  as  “sick.” 
We  expect  them  to  participate 
actively  in  their  therapy. 

During  the  week,  we  schedule 
as  many  as  two  physical  and 
two  occupational  therapy 
sessions  a day.  Often,  we 
schedule  even  more.  In  these 
sessions,  we  teach  them,  if  they 
are  able,  how  to  sit  and  walk; 
how  to  use  their  hands,  arms 
and  fingers  to  perform  everyday 
skills;  how  to  strengthen  their 
muscles. 

We  also  provide  speech 
therapy  and  respiratory  therapy 
if  it’s  needed.  And  we  provide 
recreational  therapy  to  fill  the 
patients’  leisure  time. 

We  even  work  with  our 
patients’  families  to  show  them 
how  to  continue  therapy  after 
the  patient  returns  home. 

But  most  importantly  of 
all,  we  can  teach  most  of  our 
patients  that  there  is  life  after 
stroke  and  that  they  can  lead 
independent  and  useful  lives 
again. 


What  is  the  alternative  to 
comprehensive  rehabilitation? 
Without  it,  some  stroke  victims 
face  spending  the  rest  of  their 
lives  needing  constant  custodial 
care.  Compared  to  the  initial 
cost  of  rehabilitation,  which  is 
about  $11,000',  custodial  care 
may  seem  like  a bargain — 
about  $9,000  a year’.  But  in 
the  long  run  there  is  no 
comparison.  After  10  years, 
custodial  care  expenses  would 
total  at  least  $90,000.  And  the 
quality  of  life  cannot  begin  to 
measure  up  to  the  independent 
living  rehabilitation  can  provide. 

If  you’d  like  more 
information  about  our 
rehabilitation  programs  for 
strokes,  spinal  cord  injuries, 
cerebral  palsy,  poliomyelitis, 
spina  bifida,  muscular 
dystrophy  and  multiple 
sclerosis,  please  fill  out  the 
coupon  below.  At  Warm 
Springs,  we’d  rather  help  you 
put  your  patients  back  into  the 
mainstream  of  life  than  out  to 
pasture. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

P.O.  Box  58  • Gonzales,  Texas  78629  * (512)  672-6592 


‘GSD&M  Research  August  25,  1980  Disease  Statistics 

2American  Heart  Association 

’The  Warm  Springs  Source  on  Strokes 
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TMA  IN  ACTION 

Hot  weather  workouts  raise 
salt  tablet  use  questions 

Two  TMA  committees  have  coordi- 
nated efforts  in  informing  team  phy- 
sicians and  athletic  coaches  to  use 
caution  in  dispensing  salt  tablets  dur- 
ing hot  weather  workouts. 

The  TMA  Committee  on  School 
Health  and  Committee  on  Athletics 
sent  letters  in  late  summer  to  county 
medical  society  executives  and  physi- 
cians reminding  them  to  allow  perspir- 
ing athletes  to  replace  fluids.  Instead 
of  salt  tablets,  Jerry  D.  Julian,  MD,  and 
Richard  L.  Plumb,  MD,  recommend, 
“Athletes  should  be  encouraged  to 
drink  adequate  amounts  of  water  dur- 
ing training,  and  to  use  salt  liberally  in 
their  diet.”  Dr  Julian  was  the  1980- 
1981  chairman  of  the  Committee  on 
Athletics  and  is  a team  physician  for 
the  UT  Longhorn  team;  Dr  Plumb  was 
the  1980-1981  chairman  of  the  Com- 
mittee on  School  Health. 

Normal  sweat,  they  say,  contains  2 
to  3 grams  of  salt  per  liter.  The  aver- 
age dietary  intake  is  6 to  9 grams  per 
day.  An  athlete  who  loses  2 to  3 liters 
of  sweat  theoretically  could  deplete  his 
salt  intake  for  that  day. 

In  their  letter,  the  two  physicians  ob- 
serve that  additional  salt  for  athletes  is 
recommended  in  selected  conditions  in 
an  amount  not  to  exceed  6 grams  per 
day.  A player  who  has  done  physical 
labor  outdoors  in  summer  or  who  has 
several  weeks  of  preseason  condition- 
ing and  workouts  will  need  less  salt — 
one  tablet  per  pound  of  weight  loss 
probably  will  be  sufficient.  However, 
they  advise,  that  salt  tablets  should 
never  be  given  before  the  player  has 
adequately  replaced  his  or  her  water 
loss. 

During  hot  weather  workouts,  an 
athlete  can  sweat  one  quart  of  water 
per  hour.  The  best  rule  of  water  re- 
placement is  one  pint  of  water  for  each 
pound  of  weight  loss  during  physical 
activity. 
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They  recommend  checking  weight 
loss  during  and  after  activity  during 
the  first  few  days  of  practice.  If  weight 
checks  are  not  done,  then  players 
should  be  given  almost  all  the  water 
they  want,  short  of  distending  their 
stomachs,  providing  water  before,  dur- 
ing, and  after  workouts. 

Texas  voters  to  decide 
outcome  of  finance  committee 

During  its  July  meeting,  the  Texas  Med- 
ical Association  Executive  Board  ex- 
pressed its  support  for  a proposed 
amendment  passed  during  the  1981 
regular  session  of  the  Texas  Legisla- 
ture. The  constitutional  amendment  will 
be  considered  by  Texas  voters  on 
Nov  3. 

House  Joint  Resolution  38  would 
create  a State  Finance  Management 
Committee,  which  would  have  author- 
ity to  manage  the  expenditure  of  cer- 
tain appropriated  funds  made  avail- 
able to  Texas  through  block  grants, 
as  well  as  other  new  federal  funding 
responsibilities. 

If  approved  by  Texas  voters,  the  com- 
mittee would  be  composed  of  seven 
members  including  Gov  Bill  Clements 
as  chairman.  Other  members  would 
be  the  lieutenant  governor,  House 
speaker,  chairmen  of  the  Senate  Fi- 
nance and  State  Affairs  committees, 
and  chairmen  of  the  House  Appro- 
priations and  Ways  and  Means 
committees. 

Governor  Clements,  in  a general  dis- 
cussion paper,  noted  that  such  a com- 
mittee would  have  valuable  resource 
staff  at  its  disposal,  including  the  Gov- 
ernor's Budget  and  Planning  Office, 
the  Legislative  Budget  Board,  and  fis- 
cal and  management  committee  staffs 
of  both  houses  of  the  Legislature. 

Should  the  amendment  be  voted 
down  by  voters  in  November,  the  TMA 
Executive  Board  also  approved  a pro- 
posal to  create  a special  committee  to 
develop  alternative  recommendations 
in  distributing  the  federal  monies.  The 
Executive  Board’s  action  was  based 


on  recommendations  from  the  TMA 
Council  on  Socioeconomics. 

Three  workshops  feature  tips 
on  practice  management 

Every  office  has  management  prob- 
lems. These  may  revolve  around  col- 
lection, billing  and  insurance  methods, 
patient  flow,  personnel  communica- 
tions, or  lack  of  office  leadership. 

Solutions  to  these  problems  will  be 
offered  during  a series  of  half-day 
workshops  sponsored  by  the  Texas 
Medical  Association.  The  seminars  are 
directed  toward  the  entire  medical  of- 
fice, including  physicians,  office  man- 
agers, and  medical  office  staff. 

Conducted  by  Conomikes  Associ- 
ates, Inc,  the  sessions  will  be  offered 
this  month  in  Houston,  Dallas,  and  San 
Antonio.  Conomikes  Associates  are 
nationally  known  productivity  consul- 
tants for  health  professions.  Seminars 
are  scheduled  in  Houston  Oct  20-21 ; 
in  Dallas  Oct  22-23;  and  in  San  An- 
tonio Oct  29-30.  A full-day  workshop 
showing  how  computers  may  be  used 
in  a medical  practice  will  be  offered 
only  in  Dallas,  Oct  23. 

Fees  are  $60  per  enrollee  for  each 
half-day  session  attended  (8:30  am- 
noon  or  1 :30-5  pm)  and  $1 00  for  the 
computer  workshop.  For  more  informa- 
tion please  contact  Jim  White  or  Alice 
Swaim,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  78701 ; 
telephone  512-477-6704. 

TMA  delegates  endorse 
health  education  program 

Promoting  healthy  lifestyles  and  estab- 
lishing health  education  as  a part  of 
medical  care  has  been  one  of  the  As- 
sociation's top  priorities  in  1981.  In 
keeping  with  this  commitment,  the 
Texas  Medical  Association  House  of 
Delegates  endorsed  a health  educa- 
tion program  directed  at  school  chil- 
dren, grades  kindergarten  through 
twelve  (K-12),  during  its  annual 
meeting  in  May. 

The  program,  sponsored  by  the 
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American  Cancer  Society,  centers 
around  the  Health  Education  Curricu- 
lum Guide,"  an  educational  tool  for 
teachers  which  outlines  goals  in  health 
education  and  activities  for  students  to 
achieve  these  goals. 

For  instance,  one  guide,  directed  to- 
ward students  in  K-3,  highlights  three 
cancer-related  concepts:  (1)  each  indi- 
vidual develops  his  or  her  own  concept 
of  health:  (2)  health  attitudes  and  prac- 
tices are  important  in  daily  living:  and 
(3)  there  are  certain  things  in  the  en- 
vironment that  affect  health. 

Based  on  these  concepts,  teachers 
encourage  their  young  students  to 
make  up  original  plays  about  two 
characters  (one  who  always  acts  in  a 
healthy  way,  the  other  who  acts  in  an 
unhealthy  manner);  to  act  out  panto- 
mimes; and  to  create  drawings  depict- 
ing a healthy  attitude. 

The  concepts  and  activities  become 
increasingly  indepth  as  the  child  grad- 
uates into  high  school.  There,  the 
cancer-related  concepts  highlight  the 
importance  of  individual  responsibility 
in  the  early  detection  and  treatment  of 
cancer,  how  misconceptions  about 
cancer  tend  to  influence  an  individual's 
behavior,  health  occupations  which  are 
involved  in  the  detection  of  cancer, 
smoking  and  cancer,  and  how  the 
smoker  influences  and  is  influenced 
by  others. 

Student  activities  include  writing  pa- 
pers on  the  importance  of  public  edu- 
cation, discussing  how  cancer  may  be 
prevented  through  sound  health  prac- 
tices, preparing  oral  reports  on  the 
history  and  development  of  the  Pap 
Test,  and  surveying  student  behavior 
toward  chewing  tobacco. 

Each  of  the  four  guides,  which  take 
a student  from  kindergarten  through 
grade  12,  encourages  students  to 
practice  good  health  habits  and  points 
out  certain  aspects  of  the  environment 
which  affect  health. 

The  Texas  Medical  Association  sent 
letters  to  all  county  medical  society 
presidents  and  executives  encouraging 


them  to  foster  the  use  of  the  guide  in 
health  education  programs  at  their  lo- 
cal schools. 

The  TMA  House  action  was  prompt- 
ed by  a recommendation  from  the 
Association's  Committee  on  Cancer, 
chaired  by  Joseph  T.  Painter,  MD,  of 
Houston. 

HEALTH  LINE 

PHS  hospital  closing  changes 
UTMB  residents’  plans 

Disbelief  characterized  the  reactions  of 
physicians  at  the  Public  Health  Service 
(PHS)  Hospital  in  Nassau  Bay  to  the 
hospital’s  scheduled  closing  this  month. 
William  H.  King,  MD,  director  of  the 
1 1 8-standing  bed  hospital,  commented 
in  a telephone  interview  with  Texas 
Medicine,  “The  general  consensus 
here  among  hospital  staff  is  one  of 
amazement.” 

George  Bryan,  MD,  dean  of  UTMB, 
said  that  residents  at  the  hospital  re- 
ceived their  notices  of  separation  in 
June.  At  that  point,  UTMB  immediately 
began  to  arrange  contingency  plans. 
"The  closing,”  he  said,  “will  not  have  a 
major  impact  on  residency  programs 
here.”  Commented  Dr  Bryan,  “All  of  our 
work  now  is  in  anticipation  of  the  clos- 
ing. We  will  continue  our  ongoing 
relationship  with  the  Public  Health  Ser- 
vice Hospital  and  its  staff.” 

The  hospital  is  one  of  eight  Public 
Health  Service  hospitals  and  27  clinics 
which  lost  funding  by  Reagan  Admin- 
istration cutbacks.  Patients  at  the  Nas- 
sau Bay  PHS  Hospital  include  seamen, 
uniformed  members  of  the  National 
Oceanic  and  Atmospheric  Administra- 
tion, Public  Health  Service  employees, 
active  and  retired  military  and  their  de- 
pendents. The  hospital,  said  Dr  King, 
averages  some  88.6  patients  daily,  with 
44  extra  beds  available  in  the  event  of 
some  emergency. 

If  the  Nassau  Bay  PHS  Hospital  is 
closed,  Dr  King  added,  the  closest  hos- 
pital will  be  Clear  Lake  Hospital  in 
Webster.  Clear  Lake,  King  said,  has  a 


patient  waiting  list  and  will  add  1 70 
beds  by  1984. 

Texas  officials  now  are  studying  the 
possible  acquisition  and  conversion  of 
the  federal  PHS  hospital.  Dr  King  said 
the  secretary  to  the  Health  and  Human 
Services  Department  (HHS)  is  to  select 
a community  organization  to  assume 
responsibility  for  the  hospital.  Thus  far, 
two  organizations,  the  City  of  Nassau 
and  a private  nonprofit  hospital  group, 
have  expressed  interest,  he  said. 

Although  residents  from  The  Univer- 
sity of  Texas  Medical  Branch  (UTMB)  at 
Galveston  are  affected  by  the  sched- 
uled closing,  the  Nassau  Bay  PHS 
Hospital  had  “little  or  no  house  staff,” 
noted  King.  Residents,  he  said,  “will  be 
reabsorbed  by  UTMB."  The  PHS  hospi- 
tal had  residents  practicing  internal 
medicine,  ophthalmology,  orthopedics, 
and  dermatology. 

Alcohol  during  pregnancy 
subject  of  advisory 

Women  who  are  pregnant  or  consider- 
ing pregnancy  should  not  drink  alcohol 
and  should  watch  for  foods  and  drugs 
containing  alcohol,  a surgeon  general  s 
advisory  says. 

“Sizeable  and  significant  increases  in 
spontaneous  abortions  have  been  ob- 
served at  reported  alcohol  consump- 
tion levels  of  as  low  as  one  ounce  of 
absolute  alcohol  twice  a week,"  the  ad- 
visory warned.  (Two  standard  shots  of 
hard  liquor  contain  an  ounce  of  pure 
alcohol). 

The  report  also  noted  that  women 
who  drink  an  average  of  an  ounce  of 
absolute  alcohol  a day  while  pregnant 
risk  bearing  children  who  are  signifi- 
cantly underweight. 

Edward  N.  Brandt,  Jr,  MD,  assistant 
secretary  for  health  and  acting  surgeon 
general,  urged  physicians,  in  an  individ- 
ual mailing,  to  pass  the  warning  on  to 
their  patients. 

The  advisory  also  warned  that: 

— A woman  who  drinks  enough  to 
be  diagnosed  as  an  alcoholic  risks 
bearing  a child  with  fetal  alcohoi 
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New  from  Janssen  Pharmaceutical 
Introducing  a promising  new  approach 
to  coccidioidomycosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-spectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  C.  immitis,  the  average  MIC  is  less  than 
1 /jg/ml.  Absorption  of  ketoconazole  is  rapid;  mean  peak  plasma 
levels  of  approximately  3.5/xg/ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


“...a  promising  new  drug  for 
treatment  of  coccidioidomycosis.”1 

Clinical  studies  employing  200  to  400  mg  NIZORAL  per  day  have 
shown  a combined  response  rate*  of  35%  after  26  (median)  weeks  of 
therapy;  (at  this  point,  however,  69%  of  patients  were  still  being 
treated).  Most  patients  were  severe  and  chronic  cases,  either  failures 
on  or  intolerant  to  amphotericin  B.2  (Recommended  minimum 
treatment  is  180  days.) 


“...can  be  safely  administered 
for  prolonged  periods...”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Cutaneous  lesion,  disseminated 
coccidioidomycosis,  before  therapy. 


Bottom:  Lesion  markedly  resolved  after  oral 
NIZORAL  therapy;  photographed  at  18  montt 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


* Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 

For  further  information  on  NIZORAL  write:  Professional  Services, 

Janssen  Pharmaceutica  Inc.,  501  George  St. , New  Brunswick,  N.J.  08903. 

See  the  facing  page  for  Complete  Prescribing  Information. 
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oconazole 


TABLETS 


ie  tablet  a day  provides 
>ad-spectrum  antimycotic  efficacy 


:ription 

^Al'“  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
ble  in  scored  white  tablets,  each  containing  200  mg  ketoconazole 
onazole  isc/s-1  -acetyl-4-[4-[[2-(2,4-dichlorophenyl)-2-(1  /-/-  imidazol-1- 
nyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
ural  formula: 


■IAL™  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids  with  a 
ular  weight  of  531.44. 

CAL  PHARMACOLOGY 

peak  plasma  levels  of  approximately  3.5  ug  /ml  are  reached  within  1 to  2 
following  oral  administration  of  a single  200  mg  dose  taken  with  a meal, 
quent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
) hours  and  8 hours  thereafter  Following  absorption  from  the  gastroin- 
)l  tract.  NIZORAL™  is  converted  into  several  inactive  metabolites.  The 
identified  metabolic  pathways  are:  oxidation  and  degradation  of  the 
?ole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
<ylation.  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
hanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
ial  tract.  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
in  fraction.  Only  a negligible  proportion  of  NIZORAL™  reaches  the 
al  spinal  fluid  NIZORAL™  is  a weak  dibasic  agent  and  thus  requires 
1 for  dissolution  and  absorption. 

tAL™  is  active  against  clinical  infections  with  Candida  spp  , Coccid- 
immitis.  Histoplasma  capsulatum,  Paracoccidioides  brasiliensis , and 
phora  spp.  Development  of  resistance  to  NIZORAL™  has  not  yet  been 
ad 

llowing  preclmical  data  are  available:  however,  their  clinical  significance 
nown  NIZORAL™  is  active  in  vitro  against  dermatophytes,  dimorphic 
eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other 
n animal  models,  activity  has  been  demonstrated  against  Candida  spp  , 
tophytes  (Trichophyton  spp  , Microsporum  spp.,  Epidermophyton  floc- 
i).  Blastomyces  dermatittdis,  Histoplasma  capsulatum , Malassezia 
Coccidioides  immitis,  and  Cryptococcus  neoformans. 
of  Action:  In  vitro  studies  suggest  that  NIZORAL™  impairs  the  synthesis 
/sterol,  which  is  a vital  component  of  fungal  cell  membranes.  Tests  in 
s suggest  this  mechanism  is  not  important  in  mammalian  cells. 
ATIONS  AND  USAGE 

IAL™  is  indicated  for  the  treatment  of  the  following  fungal  infections: 
liasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduna, 
lioidomycosis.  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
•is.  NIZORAL™  should  not  be  used  for  fungal  meningitis  because  it 
ates  poorly  into  the  cerebral-spinal  fluid 

* initial  diagnosis,  the  infective  organism  should  be  identified,  however 
y may  be  initiated  prior  to  obtaining  laboratory  results. 

RAINDICATIONS 

IAL™  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
jg 

IINGS 

ale  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
ture,  was  seen.  The  maximum  "no-effect"  dose  level  in  these  studies 
D mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
rnism  responsible  for  this  phenomenon  is  obscure.  Limited  studies  in 
ailed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
AUTIONS 

al:  In  four  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
ORAL™  absorption  was  observed.  NIZORAL™  requires  acidity  for 
rtion.  If  concomitant  antacids,  anticholinergics,  and  H2-blockers  are 
d,  they  should  be  given  at  least  two  hours  after  NIZORAL™  administra- 
i cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
ablet  in  4 ml  aqueous  solution  of  0.2  N HCI.  For  ingesting  the  resulting 
s.  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
This  administration  should  be  followed  with  a cup  of  tap  water, 
nteractions:  There  is  no  evidence  for  clinically  significant  interaction 
'al  anticoagulant  or  oral  hypoglycemic  agents. 

logenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
nutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
IAL™  as  high  as  80  mg /kg  produced  no  mutation  in  any  stage  of  germ 
velopmeht.  The  Ames'  Salmonella  microsomal  activator  assay  was  also 
ve. 


Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C.  NIZORAL™  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  ma/kg/day,  (10  times  the  maximum  recommended 
human  dose)  However,  these  effects  may  be  related  to  maternal  toxicity 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels. 
Nonteratogenic  effects:  NIZORAL™  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg /kg  during  the  first 
trimester  of  gestation. 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL™ 
during  the  third  trimester  of  gestation.  This  occurred  when  NIZORAL™  was 
administered  at  doses  higher  than  10  mg/kg  (higher  than  1.25  times  the 
maximum  human  dose). 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL™  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug.  For  example,  the  oral  LD^of 
NIZORAL™  given  by  gavage  to  the  female  rat  is  166  mg/kg,  whereas  in  the 
male  rat  the  oral  LDW  is  287  mg/kg. 

Nursing  Mothers:  Since  NIZORAL™  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL™  treatment  should  not  breast-feed  the  child 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases. 

ADVERSE  REACTIONS 

NIZORAL™  is  usually  well  tolerated.  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy 
The  most  frequent  adverse  reactions  were  nausea  and/or  vomiting,  which 
occurred  in  approximately  3%  of  patients.  Abdominal  pain  was  reported  in 
approximately  1.2%  of  patients:  pruritus  in  approximately  1.5%  of  patients. 
The  following  have  been  reported  in  less  than  1 % of  patients:  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea.  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen. 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed. 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL™  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL™ 
may  be  increased  to  400  mg  (two  tablets)  once  daily. 

Children: 

Children  weighing  20  kg  or  less: 50  mg  (%  tablet)  once  daily 

Children  weighing  20-40  kg: 100  mg  {'A  tablet)  once  daily 

Children  weighing  over  40  kg: 200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided.  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms.  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months. 


HOW  SUPPLIED 

NIZORAL™  is  available  as  white,  scored  tablets  containing  200  mg  of 
ketoconazole  debossed  "JANSSEN"  They  are  supplied  in  bottles  of  60 
tablets. 
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syndrome  (FAS),  a collection  of 
birth  defects  associated  with  men- 
tal retardation,  central  nervous 
system  disorders,  growth  deficien- 
cies, and  a cluster  of  facial  abnor- 
malities and  other  malformations. 
— A woman  who  drinks  heavily, 
even  if  she  does  not  bear  a child 
with  FAS,  risks  bearing  a child  with 
one  of  the  individual  defects  in- 
cluded in  the  syndrome. 

— Fleavy  alcohol  consumption  is 
known  to  decrease  mother’s  milk, 
and  alcohol  is  transmitted  to  nurs- 
ing infants  through  breast  milk. 

The  advisory  said  the  effects  of  alco- 
hol consumption  on  pregnancy  appear 
to  be  independent  of  variables  such  as 
maternal  nutrition  and  smoking  habits. 

The  letter  to  physicians  urged  them 
to  ask  their  patients  who  are  pregnant 
or  considering  pregnancy  about  alcohol 
consumption  and  include  the  informa- 
tion in  their  medical  records. 

Health  reporting  seminar 
set  in  Fort  Worth 

Physicians  who  appear  on  television  or 
are  heard  on  the  air  can  hone  their 
skills  by  attending  the  American  Medi- 
cal Association  health  reporting/radio- 
television conference  this  month.  This 
second  annual  conference  will  feature 
television  and  radio  producers,  writers, 
medical  reporters,  and  physician  re- 
porters. Special  speakers  will  include 
Art  Ulene,  MD,  of  the  NBC  Today  Show, 
and  Dennis  S.  O’Leary,  MD,  the  physi- 
cian who  responded  to  media  ques- 
tions after  the  attempt  on  President 
Reagan’s  life,  March  30,  in  Washing- 
ton, DC. 

The  three-day  conference  in  Fort 
Worth,  Oct  29-31 , will  offer  a variety 
of  workshops.  These  will  include  learn- 
ing from  physicians  who  produce  radio 
and  television  programs  in  small  and 
medium  markets,  practicing  on  audio- 
video equipment  which  will  provide 
feedback  on  each  participant’s  style, 
exploring  the  responsibilities  of  the  doc- 
tor reporter,  and  programming  with 


cable  television.  Jon  Hornaday,  director 
of  communication  at  TMA,  will  lead  a 
workshop  directed  toward  utilizing  phy- 
sicians as  medical  reporters  in  small 
and  medium  broadcast  markets. 

The  conference  will  be  held  at  the 
Hyatt  Regency  in  Fort  Worth.  Registra- 
tion is  $1 25  for  AMA  members,  $1 75  for 
nonmembers.  For  more  information 
contact  the  AMA  Headquarters,  Office 
of  Public  Relations,  535  N Dearborn, 
Chicago,  IL  60610. 

CAPITAL  COMMENTS 

Texas’  PSRO  loses  funding 
for  coming  fiscal  year 

At  press  time,  Texas  Medicine  learned 
that  the  Texas  Institute  for  Medical  As- 
sessment (TIMA)  was  not  funded  for 
the  new  federal  fiscal  cycle  which  be- 
gins Oct  1 , 1 981 . Thus,  as  of  Sept  30, 
Texas  no  longer  had  a Professional 
Standards  Review  Organization 
(PSRO). 

The  Department  of  Health  and 
Human  Services  has  ordered  PSROs 
not  to  destroy  any  PSRO-generated 
data.  Instead,  the  organizations  are 
requested  to  make  local  storage 
arrangements  for  accounting  and 
administrative  records. 

A detailed  update  on  the  Texas 
PSRO  will  be  provided  in  the  Novem- 
ber issue  of  Texas  Medicine. 

Congress  accepts  compromise 
on  budget  reconciliation 

After  a frantic  burst  of  activity,  Con- 
gress settled  the  budget  reconciliation 
bill,  voted  on  tax  cuts,  and  departed 
for  a month-long  summer  vacation  in 
August. 

The  Administration  was  delighted 
with  the  overall  budget  reconcilia- 
tion compromise  that  pared  spending 
next  fiscal  year  by  $37  billion,  but  was 
forced  to  retreat  on  the  two  key  health 
items — Medicaid  and  block  grants. 

The  flat  5%  cap  that  the  Administra- 
tion wanted  to  impose  on  increased 


federal  outlays  for  Medicaid  next  year 
was  thrown  out.  Instead,  the  confer- 
ence compromise  reduced  projected 
costs  by  3%  in  1 982,  4%  the  following 
fiscal  year,  and  4.5%  the  next  year. 
Savings  are  estimated  to  be  about  $1 
billion  a year. 

State  fears  about  the  impact  of  the 
Administration’s  Medicaid  cap  were  a 
major  reason  House  Republicans  de- 
cided not  to  fight  earlier  on  the  House 
floor  for  a health  budget  package  fol- 
lowing the  Administration’s  recommen- 
dations. Instead,  more  liberal  health 
provisions  backed  by  the  House  Demo- 
cratic leadership  were  adopted  without 
resistance  to  assure  House  passage  of 
the  rest  of  the  Republican  budget 
substitute. 

Sen  Orrin  Hatch  (R  — Utah),  chairman 
of  the  Senate  Labor  and  Human  Re- 
sources Committee,  made  a deter- 
mined fight  to  hold  the  line  on  the  Ad- 
ministration’s plan  to  put  26  categorical 
health  programs  into  block  grants  to  the 
states. 

With  his  back  against  the  wall  and 
House  conferees  not  budging,  Hatch  fi- 
nally took  the  unusual  step  of  asking 
the  White  House  to  endorse  any  con- 
cessions he  might  have  to  make.  The 
clearance  was  granted  and  the  impasse 
over  block  grants  was  broken. 

The  Administration  had  proposed 
breaking  the  26  programs  into  two 
block  grants.  This  would  give  the  states 
free  latitude  to  spend  their  allotments 
within  the  blocks.  The  compromise 
calls  for  three  block  grants  and  for  con- 
tinued attachment  of  certain  federal 
strings  on  all  programs  involved.  The 
three  blocks  cover  preventive  health, 
health  services,  and  primary  care. 

The  family  planning  program  will  re- 
main a categorical  program  for  three 
years,  during  which  time  Health  and 
Human  Services  (HHS)  Secretary 
Richard  Schweiker  will  study  the 
program. 

The  preventive  health  block  grant  in- 
cludes home  health  programs,  rodent 
control,  fluoridation,  health  education, 
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hypertension,  emergency  medical  ser- 
vices, rape  crisis  centers,  and  health 
incentive  programs.  The  health  ser- 
vices block  combines  mental  health 
and  alcohol  and  drug  abuse  preven- 
tion. The  primary  care  block  grant 
covers  community  health  centers. 

Programs  excluded  from  the  block 
grants  include  venereal  disease  con- 
trol, child  immunization,  tuberculosis 
control,  and  migrant  health  programs, 
in  addition  to  family  planning. 

However,  two  of  the  three  block 
grants  that  emerged  from  conference 
were  so  limited  as  to  be  little  more  than 
categorical.  Under  the  health  services 
block  grant,  for  example,  states  must 
allocate  funds  next  fiscal  year  among 
mental  health,  alcohol  and  drug  abuse 
programs,  as  they  have  in  the  past. 
They  can  shift  funds  about  by  5%  the 
following  year  and  1 5%  the  next  year. 

The  three-year  authorizations  for  the 
block  grants  were: 

— Preventive  Health:  $92  million, 
$93  million,  and  $95.5  million  with 
an  added  $3  million  annually  for 
rape  crisis  centers. 

— Health  Services:  $491  million 
plus  $30  million  for  alcoholism, 
$511  million,  $532  million. 

— Primary  Care:  $280  million, 

$302  million,  and  $327  million. 

Under  the  agreement,  health  plan- 
ning program  grants  were  allowed  to 
continue,  but  with  cuts.  States  were  al- 
lowed to  reduce  the  number  of  Health 
Systems  Agencies. 

The  Administration  may  eliminate 
as  much  as  30%  of  the  1 87  Profession- 
al Standards  Review  Organization 
(PSRO)  programs.  The  House  bill 
would  have  permitted  the  President  to 
kill  the  program  within  a few  years. 

Authority  was  given  in  the  budget  bill 
to  phase  out  the  Public  Health  Service 
hospitals  starting  next  fiscal  year. 

Programs  that  were  reauthorized  in- 
clude Health  Maintenance  Organiza- 
tions (HMOs),  Health  Statistics  Center, 
Health  Services  Research  Center, 
Health  Care  Technology  Center,  and 


the  National  Library  of  Medicine. 

The  budget  bill  cleared  the  way  for 
C.  Everett  Koop,  MD,  to  become  sur- 
geon general  by  removing  the  age 
limit  for  the  job  and  the  requirement 
that  the  nominee  have  experience 
within  the  Public  Health  Service. 

The  existing  adolescent  pregnancy 
program  was  continued  with  a new 
$10  million  Senate  program  added  for 
research  on  sexual  chastity  and  more 
than  $6  million  for  storefront  and  other 
operations  to  counsel  on  prevention  of 
promiscuity,  etc. 

No  major  changes  were  made  in 
Medicare,  but  a House  provision  was 
adopted  to  increase  by  $28  the  amount 
patients  must  pay  hospitals  before  the 
program  picks  up  the  expense. 

Associations  speak  out 
against  FTC  intervention 

The  American  Dental  Association 
(ADA)  told  Congress  that  the  Federal 
Trade  Commission  (FTC)  wrongfully 
assumes  that  “its  intervention  into  the 
regulation  of  oral  health  care  delivery  in 
the  United  States  can  confer  an  eco- 
nomic benefit  to  patients  without  an 
accompanying  health  risk  and  an  ad- 
verse effect  on  quality  of  care." 

ADA  President  Robert  Griffiths,  DDS, 
backed  legislation  that  would  strip  the 
agency  of  authority  over  the  profes- 
sions. Dentists  provide  a service  and 
not  a product;  the  FTC  should  have  no 
role  in  the  regulation  of  dentists, 
Griffiths  told  the  Senate  Commerce 
Consumer  Subcommittee. 

Alvin  Levin,  past  president  of  the 
American  Optometric  Association,  said 
his  association  believes  that  “not  only 
does  the  FTC  lack  the  authority  to  pre- 
empt state  health  care  laws,  but  it 
should  not  be  given  such  authority  in 
the  future,  as  a matter  of  sound  public 
policy.” 

Sen  John  Melcher  (D-Mont),  a vet- 
erinarian, said  “in  its  zeal  to  protect  the 
consumer,  the  FTC  has  far  exceeded 
its  statutory  mandate.”  Melcher  co- 
sponsored, along  with  Sen  James 


McClure  (R-ldaho),  a bill  in  the  last 
Congress  to  impose  a two-year  mor- 
atorium on  the  FTC  acting  against 
voluntary  associations. 

AMA  urges  Congress  to  place 
moratorium  on  FTC  actions 

The  public  loses  when  the  Federal 
Trade  Commission  (FTC)  forces  pro- 
fessions to  abandon  responsible  self- 
regulation, the  American  Medical  Asso- 
ciation told  Congress.  Lowell  Steen, 
MD,  a member  of  the  AMA  Board  of 
Trustees,  said,  “Many  associations 
have  halted  socially  desirable  activities, 
such  as  peer  review  of  excessive  fees, 
for  fear  of  becoming  involved  in  pro- 
tracted and  financially  debilitating 
administrative  procedures."  In  testi- 
mony before  the  Consumer  Subcom- 
mittee of  the  Senate  Commerce  Com- 
mittee, Dr  Steen  noted  that  for  six  years 
the  FTC  has  pursued  action  against  the 
AMA,  the  Connecticut  State  Medical 
Society,  and  the  New  Haven  County 
Medical  Association  challenging  ethical 
principles  of  the  medical  profession. 
“We  and  other  medical  societies  have 
had  to  divert  scarce  resources  from  so- 
cially beneficial  activities  to  defend 
against  unfounded  FTC  charges,”  the 
AMA  official  said. 

Congress  was  asked  to  approve  leg- 
islation that  would  strip  the  FTC  of 
jurisdiction  over  the  state-regulated 
professions;  preclude  preemption  of 
state  laws  by  the  FTC;  provide  financial 
relief  from  excessive  demands  of  the 
agency  for  information;  circumscribe 
the  subpoena  power  of  the  FTC;  clarify 
the  meaning  of  "unfair  competition”; 
provide  protections  afforded  through  ju- 
dicial proceedings;  and  repeal  the 
“intervenor  program”  under  which  the 
FTC  funds  organizations  pressing 
causes  before  the  FTC. 

Dr  Steen  pointed  out  that  Reps 
Thomas  Luken  (D-Ohio)  and  Gary  Lee 
(R-NY)  have  introduced  legislation  to 
place  a moratorium  on  FTC  actions  in- 
volving state-regulated  professions,  an 
effort  supported  by  the  AMA. 
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HOTEL  DIEU 
MEDICAL  CENTER 


RHEUMATIC  DISEASES 


UPDATE  AND  CLINICAL 
WORKSHOP 

This  program  will  attempt  to  update  physician's  knowl- 
edge and  skills  related  to  the  diagnosis  and/or  manage- 
ment of  rheumatic  diseases.  It  is  designed  to  be  of 
particular  value  to  family  practitioners,  general  internists, 
pediatricians,  orthopedic  surgeons  and  emergency  care 
physicians. 

Each  afternoon  a practicum  will  offer  participants  the 
opportunity  to  examine  patients  with  common  arthritic 
disorders.  The  basic  concept  is  the  use  of  lay  patient 
instructors  to  teach  physicians  the  basic  and  advanced 
techniques  of  physical  examination  using  themselves  as 
examples.  These  lay  instructors  have  received  a 50-hour 
training  course  on  examination  of  the  muscular-skeletal 
system  by  Dr.  Eric  Gall,  University  of  Arizona. 


Co-Chairman:  Melvin  Fox,  M.D. 

Associate  Clinical  Professor,  Texas  Tech 
School  of  Medicine,  El  Paso,  Texas 

Eugene  McDanald,  M.D. 

American  Board  of  Internal  Medicine 
and  Rheumatology 


Date  and  Location:  October  23-24,  1981 
7:30  AM-5:30  PM 
Granada  Royale  Hometel 
Durango-Monterrey  Room 
6100  Gateway  East 
El  Paso,  Texas 


For  more  information  and  registration  forms  contact: 

Director,  Continuing  Education 
Hotel  Dieu  Medical  Center 
1014  N.  Stanton 
El  Paso,  Texas  79902 


CVCLIPEN-M/  (cycbcillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications : Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  0. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  ©f  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fata!  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  S.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergv,  asthma,  hay  fever,  or 
yurticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilia.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SCOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  Sn 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 
Mild  or 
Moderate 
Infections 
Chronic 
Infections 
Otitis  Media 


ADULTS 


250  mg  q.  i.d. 


250  mg  q.  i d. 


500  mg  q. i.d. 


CHILDREN* 


body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 


50  mg/kg/day  q.i.d. 

100  mg/kg/day  q.i.d. 
50  to  100  mg/kg/day t 


250  mg  to  500  mg 
q.  i.d.f 

250  mg  to  500  mg  50  to  100  mg/kg/dayt 

q.  i.d.f 

500  mg  q.i.d.  100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
fdepending  on  severity 


Skin  & Skin 
Structures 
Urinary  Tract 


Laboratories 

Philadelphia.  Pa.  19101 
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Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 


6 


1 2 3 4 5 

Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampiciliin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampiciliin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  - 
IV2  times  faster  than  ampiciliin 


tDue  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cydacillin 
tablet  and  500  mg  ampiciliin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright  (C)  1980,  Wyeth  Laboratories.  All  rights  reserved. 


Wyeth  Laboratories  • Philadelphia,  Pa  19101 

L AA 


CVCL4PEN  - W 

[ I • 1 1 • \ 250  and  500  mg  Tablets 

(cyclaci  in)  f ™d  250ms  pe  a 

\ / /5  ml  Suspension 

more  than  just  spectrum  w 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re 
produced  many  times — often  in  solid 
gold  replicas  worth  thousands.  The  . 
original,  however,  remains  priceless. 


he  original  dipyridamole. 


0 

BI 


Persantine 

(dipyridamole) 


uring  the  17  years  that  Persantine 
as  been  used  for  long-term  therapy  of 
ironic  angina  pectoris,*  physicians 
ave  developed  an  increasing  familiar- 
/ with  this  drug.  This  familiarity  is 
sflected  in  a steady  growth  in 
srsantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine. ..from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine8  (dipyridamole) 

Chronic  Angina  Pectoris 
Tablets  of  25  mg  and  75  mg 


‘INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

"Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
or  third  month  of  continuous  therapy. 

Tablets  of  25  mg  and  75  mg 

For  complete  details,  please  see  the 
full  prescribing  information. 

f JL  i Boehringer 
wsy  Ingelheim 

Boehringer  Ingelheim  Ltd. 

Ridgefield,  CT  06877 


Boltin/Metropolitan  Museum  of  Art 


Thanks  to  Medicaid, 
Johnny  is  healthy. 


Early  Periodic  Screening,  Diagnosis  and 
Treatment  Program  — an  important  part 
of  Medicaid. 

Because  of  it,  Johnny’s  physician 
discovered  a potentially  dangerous 
problem  in  time  for  effective  treatment. 

Texas  Medicaid.  It’s  a program  that  helps 
people  like  Johnny.  And,  thanks  to 
efficient  and  dependable  administration 
by  Electronic  Data  Systems,  it  works. 


As  the  administrator  of  the  Texas 
Medicaid  Program,  EDS  pays  claims  in  an 
average  of  seven  days.  If  a physician 
encounters  a problem  or  has  a question, 
EDS  Medicaid  professionals  find 
solutions. 

Many  Texas  physicians  make  a 
commitment  to  themselves  and  the 
people  of  their  community.  That’s  why 
they  participate. in  Medicaid. 

For  enrollment  information  call 
NATIONAL  HERITAGE  INSURANCE  CO. 

TOLL  FREE  1-800/252-9224. 

National  Heritage  is  EDS. 


EDS 


EDS.  Excellence  In  Medicaid  Management. 


The  AMA  challenge  to  the  FTC's  ac- 
tion on  the  advertising  code  has  been 
accepted  for  review  by  the  Supreme 
Court  which  is  expected  to  hand  down 
a decision  in  the  case  within  a year. 

AAMC  recommends  new  test 
to  determine  FMG  skills 

The  Association  of  American  Medical 
Colleges  (AAMC)  has  said  that  all  for- 
eign medical  graduates  (FMGs)  should 
pass  a practical  "hands  on"  examina- 
tion and  that  US  citizens  who  are  FMGs 
should  be  required  to  pass  as  stiff  a 
written  test  as  foreigners. 

A position  paper  adopted  by  the 
AAMC  says  domestic  students  are 
evaluated  on  their  essential  skills  and 
personal  professional  qualifications  in  a 
variety  of  educational  settings.  After 
passing  a written  examination,  FMGs 
“should  undergo  an  evaluation  in  pre- 
pared test  centers  where  qualified 
observers  can  evaluate  their  clinical 
skills  and  assess  their  personal  profes- 
sional qualifications,"  the  AAMC  said. 

US  foreign  medical  graduates  are 
asked  only  6%  of  the  questions  about 
subjects  in  the  basic  sciences  that  do- 
mestic graduates  are  asked,  the  report 
said.  Furthermore,  it  notes  that  Ameri- 
cans who  have  graduated  from  medical 
schools  abroad  are  certified  if  they 
pass  an  examination  prepared  by  the 
Educational  Commission  for  Foreign 
Medical  Graduates.  This  exam,  called 
the  Visa  Qualifying  Exam  (VQE),  has 
62%  fewer  test  items  and  88%  fewer 
questions  in  basic  sciences  than  the 
test  administered  to  alien  graduates. 

Measures  used  to  determine  the  ad- 
equacy of  the  medical  education  of  the 
more  than  10,000  Americans  studying 
medicine  abroad  “do  not  approach 
equivalency,”  the  report  said.  “Thus, 
those  who  enroll  in  the  foreign-charted 
schools  to  which  most  US  citizens  have 
access,  may  return  and  eventually 
practice  medicine  deficient  in  both 
knowledge  and  professional  skills.” 

The  AAMC  said  proprietary  medical 
schools  attracting  US  citizens  abroad 


"now  threaten  to  compromise”  the 
achievements  of  medical  education  in 
this  country.  These  foreign  schools 
“press  both  public  and  private  policy- 
makers to  provide  special  opportunities 
and  privileges  to  their  enrollees." 

Panel  investigates  FDA 
drug  approval  process 

A panel  established  by  two  congress- 
men to  review  the  federal  government’s 
new  drug  approval  process  has  com- 
pleted its  first  organizational  meeting. 

After  a six-month  investigation,  the 
commission  will  recommend  how  the 
Federal  Drug  Administration  can  speed 
the  approval  of  new  drugs  without  com- 
promising public  safety,  and  how  it  can 
guarantee  quick  and  cost-effective  re- 
moval from  the  market  of  drugs  which 
cause  adverse  effects. 

Reps  James  H.  Scheuer  (D-NY)  and 
Albert  Gore  (D-Tenn)  whose  Flouse 
Science  and  Technology  subcommit- 
tees are  investigating  the  drug  approval 
process,  assembled  the  25-member 
panel.  Scheuer  blamed  “regulatory 
overkill”  at  the  FDA  for  the  seven-  to 
ten-year  delay  between  the  discovery 
of  new  pharmaceuticals  and  their  ap- 
proval for  use  in  the  United  States. 

F.  Gilbert  McMahon,  MD,  clinical 
professor  of  medicine  and  adjunct  pro- 
fessor of  pharmacology  at  Tulane 
University  School  of  Medicine,  New  Or- 
leans, is  panel  chairman.  Other  repre- 
sentatives are  from  academia,  industry, 
government,  and  the  public  sector. 

Commission  urges  adoption 
of  model  brain  death  iaw 

A Presidential  commission  has  recom- 
mended that  the  states  adopt  a model 
law  that  would  allow  physicians  to  de- 
clare dead  a person  whose  brain  had 
stopped  functioning. 

In  the  past,  death  was  said  to  occur 
when  breathing  and  heartbeat  stopped. 
Twenty-three  states  still  adhere  to  this 
tradition.  Advances  in  medical  technol- 
ogy, which  permit  respiration  and 
circulation  to  be  prolonged  artificially, 


however,  have  made  this  definition 
obsolete. 

Under  the  Uniform  Determination  of 
Death  Act,  “an  individual  who  has  sus- 
tained either  (1)  irreversible  cessation 
of  circulatory  and  respiratory  functions, 
or  (2)  irreversible  cessation  of  all  func- 
tions of  the  entire  brain,  including  the 
brain  stem,  is  dead.” 

The  law  does  not  specify  criteria  or 
tests  to  be  used  in  determining  death, 
allowing  physicians  to  make  decisions 
using  the  most  up-to-date  medical 
standards. 

The  AMA,  American  Bar  Association, 
and  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws  have 
endorsed  the  model  law.  Twenty-seven 
states  have  some  sort  of  law  allowing 
brain-based  determination  of  death. 

The  recommendation  was  made 
by  the  President's  Commission  for 
the  Study  of  Ethical  Problems  in  Medi- 
cine and  Biomedical  and  Behavioral 
Research. 

AMA,  New  York  State 
resolve  chiropractic  suit 

In  the  continuing  series  of  actions  in- 
volving physicians  and  chiropractors, 
the  American  Medical  Association  and 
the  State  of  New  York  have  settled  their 
antitrust  differences.  Some  two  years 
ago,  New  York  State  charged  that  al- 
lopathic medicine  was  illegally  combin- 
ing to  exclude  chiropractic  from  delivery 
of  services  to  people.  The  New  York 
Legislature  authorizes  chiropractors  to 
practice  in  New  York  if  they  complete 
an  appropriate  training  program  and 
are  licensed  by  the  State  Education 
Department. 

The  recent  settlement,  reports  the 
July  24  issue  of  the  American  Medical 
News,  codifies  new  policies  adopted  by 
the  AMA  since  the  suit  was  filed.  The 
settlement  means  the  medical  profes- 
sion can  no  longer  prevent  consumers 
from  having  free  choice  among  li- 
censed health  care  professionals,  said 
New  York  Attorney  General  Robert 
Abrams. 
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Thanks  to  Medicaid, 
Johnny  is  healthy. 


Early  Periodic  Screening,  Diagnosis  and 
Treatment  Program  — an  important  part 
of  Medicaid. 

Because  of  it,  Johnny’s  physician 
discovered  a potentially  dangerous 
problem  in  time  for  effective  treatment. 

Texas  Medicaid.  It’s  a program  that  helps 
people  like  Johnny.  And,  thanks  to 
efficient  and  dependable  administration 
by  Electronic  Data  Systems,  it  works. 


As  the  administrator  of  the  Texas 
Medicaid  Program,  EDS  pays  claims  in  an 
average  of  seven  days.  If  a physician 
encounters  a problem  or  has  a question, 
EDS  Medicaid  professionals  find 
solutions. 

Many  Texas  physicians  make  a 
commitment  to  themselves  and  the 
people  of  their  community.  That’s  why 
they  participate. in  Medicaid. 

For  enrollment  information  call 
NATIONAL  HERITAGE  INSURANCE  CO. 

TOLL  FREE  1-800/252-9224. 

National  Heritage  is  EDS. 


ED5 


EDS.  Excellence  In  Medicaid  Management. 


The  AMA  challenge  to  the  FTC's  ac- 
tion on  the  advertising  code  has  been 
accepted  for  review  by  the  Supreme 
Court  which  is  expected  to  hand  down 
a decision  in  the  case  within  a year. 

AAMC  recommends  new  test 
to  determine  FMG  skills 

The  Association  of  American  Medical 
Colleges  (AAMC)  has  said  that  all  for- 
eign medical  graduates  (FMGs)  should 
pass  a practical  “hands  on”  examina- 
tion and  that  US  citizens  who  are  FMGs 
should  be  required  to  pass  as  stiff  a 
written  test  as  foreigners. 

A position  paper  adopted  by  the 
AAMC  says  domestic  students  are 
evaluated  on  their  essential  skills  and 
personal  professional  qualifications  in  a 
variety  of  educational  settings.  After 
passing  a written  examination,  FMGs 
“should  undergo  an  evaluation  in  pre- 
pared test  centers  where  qualified 
observers  can  evaluate  their  clinical 
skills  and  assess  their  personal  profes- 
sional qualifications,”  the  AAMC  said. 

US  foreign  medical  graduates  are 
asked  only  6%  of  the  questions  about 
subjects  in  the  basic  sciences  that  do- 
mestic graduates  are  asked,  the  report 
said.  Furthermore,  it  notes  that  Ameri- 
cans who  have  graduated  from  medical 
schools  abroad  are  certified  if  they 
pass  an  examination  prepared  by  the 
Educational  Commission  for  Foreign 
Medical  Graduates.  This  exam,  called 
the  Visa  Qualifying  Exam  (VQE),  has 
62%  fewer  test  items  and  88%  fewer 
questions  in  basic  sciences  than  the 
test  administered  to  alien  graduates. 

Measures  used  to  determine  the  ad- 
equacy of  the  medical  education  of  the 
more  than  10,000  Americans  studying 
medicine  abroad  “do  not  approach 
equivalency,”  the  report  said.  “Thus, 
those  who  enroll  in  the  foreign-charted 
schools  to  which  most  US  citizens  have 
access,  may  return  and  eventually 
practice  medicine  deficient  in  both 
knowledge  and  professional  skills.” 

The  AAMC  said  proprietary  medical 
schools  attracting  US  citizens  abroad 


“now  threaten  to  compromise”  the 
achievements  of  medical  education  in 
this  country.  These  foreign  schools 
"press  both  public  and  private  policy- 
makers to  provide  special  opportunities 
and  privileges  to  their  enrollees.” 

Panel  investigates  FDA 
drug  approval  process 

A panel  established  by  two  congress- 
men to  review  the  federal  government's 
new  drug  approval  process  has  com- 
pleted its  first  organizational  meeting. 

After  a six-month  investigation,  the 
commission  will  recommend  how  the 
Federal  Drug  Administration  can  speed 
the  approval  of  new  drugs  without  com- 
promising public  safety,  and  how  it  can 
guarantee  quick  and  cost-effective  re- 
moval from  the  market  of  drugs  which 
cause  adverse  effects. 

Reps  James  H.  Scheuer  (D-NY)  and 
Albert  Gore  (D-Tenn)  whose  Flouse 
Science  and  Technology  subcommit- 
tees are  investigating  the  drug  approval 
process,  assembled  the  25-member 
panel.  Scheuer  blamed  “regulatory 
overkill”  at  the  FDA  for  the  seven-  to 
ten-year  delay  between  the  discovery 
of  new  pharmaceuticals  and  their  ap- 
proval for  use  in  the  United  States. 

F.  Gilbert  McMahon,  MD,  clinical 
professor  of  medicine  and  adjunct  pro- 
fessor of  pharmacology  at  Tulane 
University  School  of  Medicine,  New  Or- 
leans, is  panel  chairman.  Other  repre- 
sentatives are  from  academia,  industry, 
government,  and  the  public  sector. 

Commission  urges  adoption 
of  model  brain  death  iaw 

A Presidential  commission  has  recom- 
mended that  the  states  adopt  a model 
law  that  would  allow  physicians  to  de- 
clare dead  a person  whose  brain  had 
stopped  functioning. 

In  the  past,  death  was  said  to  occur 
when  breathing  and  heartbeat  stopped. 
Twenty-three  states  still  adhere  to  this 
tradition.  Advances  in  medical  technol- 
ogy, which  permit  respiration  and 
circulation  to  be  prolonged  artificially, 


however,  have  made  this  definition 
obsolete. 

Under  the  Uniform  Determination  of 
Death  Act,  “an  individual  who  has  sus- 
tained either  (1)  irreversible  cessation 
of  circulatory  and  respiratory  functions, 
or  (2)  irreversible  cessation  of  all  func- 
tions of  the  entire  brain,  including  the 
brain  stem,  is  dead.” 

The  law  does  not  specify  criteria  or 
tests  to  be  used  in  determining  death, 
allowing  physicians  to  make  decisions 
using  the  most  up-to-date  medical 
standards. 

The  AMA,  American  Bar  Association, 
and  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws  have 
endorsed  the  model  law.  Twenty-seven 
states  have  some  sort  of  law  allowing 
brain-based  determination  of  death. 

The  recommendation  was  made 
by  the  President’s  Commission  for 
the  Study  of  Ethical  Problems  in  Medi- 
cine and  Biomedical  and  Behavioral 
Research. 

AMA,  New  York  State 
resolve  chiropractic  suit 

In  the  continuing  series  of  actions  in- 
volving physicians  and  chiropractors, 
the  American  Medical  Association  and 
the  State  of  New  York  have  settled  their 
antitrust  differences.  Some  two  years 
ago,  New  York  State  charged  that  al- 
lopathic medicine  was  illegally  combin- 
ing to  exclude  chiropractic  from  delivery 
of  services  to  people.  The  New  York 
Legislature  authorizes  chiropractors  to 
practice  in  New  York  if  they  complete 
an  appropriate  training  program  and 
are  licensed  by  the  State  Education 
Department. 

The  recent  settlement,  reports  the 
July  24  issue  of  the  American  Medical 
News , codifies  new  policies  adopted  by 
the  AMA  since  the  suit  was  filed.  The 
settlement  means  the  medical  profes- 
sion can  no  longer  prevent  consumers 
from  having  free  choice  among  li- 
censed health  care  professionals,  said 
New  York  Attorney  General  Robert 
Abrams. 
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The  agreement  included  the  state’s 
acceptance  of  the  AMA's  position  on 
chiropractic  based  on  current  opinions 
of  the  AMA  Judicial  Council  which 
state:  “It  is  the  position  of  the  AMA  that 
a physician  may  without  fear  of  disci- 
pline or  sanction  by  the  AMA,  refer  a 
patient  to  a duly  licensed  chiropractor, 
when  he  believes  that  referral  may  ben- 
efit the  patient. 

“A  physician  may  also  choose  to  ac- 
cept or  decline  patients  sent  to  him  by  a 
duly  licensed  chiropractor.  It  affirms  that 
the  term  ‘limited  practitioner’  includes 
duly  licensed  doctors  of  chiropractic.  It 
affirms  that  the  term  ‘other  health  pro- 
fessionals’ includes  duly  licensed  doc- 
tors of  chiropractic. 

“It  is  the  further  position  of  the  AMA 
that  a physician  may  engage  in  any 
teaching  permitted  by  law  for  which  he 
is  qualified,  including  the  teaching  at  a 
chiropractic  college  or  seminar.” 


NEWSMAKERS 

JOHN  A.  BURDINE,  MD,  Houston,  is 
the  new  president-elect  of  the  Society 
of  Nuclear  Medicine.  Professor  of  radi- 
ology and  medicine  at  Baylor  College  of 
Medicine,  Dr  Burdine  serves  as  chief  of 
nuclear  medicine  services  at  St  Luke’s- 
Texas  Children’s  Hospitals  and  at  Ben 
Taub  General  Hospital  in  Houston. 

LARRY  BROWNE,  MD,  medical  direc- 
tor of  Warm  Springs  Rehabilitation 
Hospital  in  Gonzales,  has  been  ap- 
pointed to  an  advisory  panel  of  the 
Center  for  Rehabilitation  Hospitals,  a 
branch  of  the  American  Hospital  Asso- 
ciation. Dr  Browne  is  one  of  16  advisors 
appointed  to  the  panel  to  discuss  the  is- 
sue of  rehabilitation  therapy. 

MARIETTA  CROWDER,  MD,  Tyler,  has 
accepted  the  presidency  of  the  Texas 


Public  Health  Association,  succeeding 
WALTER  W.  KEMMERER,  JR,  MD,  di- 
rector of  the  Galveston  County  Health 
District.  Dr  Crowder  is  regional  medical 
director  of  Public  Health  Regions  7 and 
1 0,  Texas  Department  of  Health,  with 
headquarters  in  Tyler  and  Beaumont. 

JAMES  R.  HICKOX,  executive  director 
of  the  Harris  County  Medical  Society,  is 
the  new  president  of  the  American  Asso- 
ciation of  Medical  Society  Executives. 

ROBERT  LEWIS  TUTTLE,  MD,  has 
accepted  appointment  as  professor  of 
internal  medicine  and  associate  dean 
and  assistant  to  the  president  for  the  El 
Paso  Regional  Academic  Health  Cen- 
ter of  Texas  Tech  University  Health  Sci- 
ences Center.  Dr  Tuttle  has  served  as 
dean  of  The  University  of  Texas  Medi- 
cal School  at  Houston  since  1975.  He 
is  a consultant  to  the  TMA  Council  on 
Medical  Education. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members’  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  8/31  /81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

8/31/80 

Date  of  Investment 

8/31/78 

8/31/76 

Equity  Funds 

Mercantile  Bank  R-10  Stock  Fund 

$10,290 

$16,995 

$19,227 

T.  Rowe  Price  Growth  Stock  Fund 

$ 9,912 

$11,741 

$13,419 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$ 9,269 

$ 9,587 

$10,809 

Rowe  Price  New  Income  Fund 

$ 9,841 

$11,089 

$12,669 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2’/2  Years  ($500  minimum) 

3 Years  ($1 00  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  9/9/81 

Approximate  unit  prices  as  of  8/31  /81 : 

Mercantile  Bank  HR- 10  Stock  Fund  $20.24 

Mercantile  Bank  HR-10  Fixed  Income  Fund  $14.35 


16,25%  (Through  9/14/81) 
8.00% 

16.045%  (Through  9/14/81) 
17.30% 
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TEXAS  MEDICINE 


Quality  does  not 
just  happen . . . 


Since  1955,  your  Texas  Medical  Association  has  sponsored  an  Insurance 
Program  as  a service  to  its  members.  It  is  a responsibility  your  Association 
takes  seriously.  The  Program’s  primary  goal  has  always  been — to  provide 
the  best  coverage  at  the  lowest  possible  cost.  Through  the  years,  the 
Program  has  been  expanded  to  meet  the  needs  of  its  members.  This  has 
resulted  in  the  advanced  offerings  we  have  today. 

And  today,  we  doubt  if  your  Program  can  be  beat.  The  cost,  in  relation  to 
benefits,  makes  your  Program  “the  Competition.”  Of  course,  a good  pro- 
gram without  good  service  is  of  no  value  to  its  members.  That  is  why  your 
Association  has  a salaried  staff  working  to  assist  you.  The  staff  works  in 
your  best  interest — whether  it  concerns  enrollment,  service  or  claims. 

The  Insurance  Trust  maintains  an  independent  actuary  to  advise  and 
guide  us.  As  inflation  continues  to  rise,  maximums  have  been  increased 
to  cope  with  tomorrow’s  insurance  requirements.  We  are  planning  with 
accountability  to  you  in  mind.  Even  though  we  cannot  solve  all  the  prob- 
lems that  arise  in  a given  period  of  time,  we  think  our  efforts  prove — we 
are  always  working  in  your  best  interests. 

Your  Committee  on  Association  Insurance  Programs  meets  at  least  three 
times  annually  to  carefully  analyze  premium  income,  claim  payments, 
reserve  funds,  enrollment  and  service.  As  we  strive  to  serve  you,  you  can 
help  by  giving  us  your  comments — questions — suggestions.  Call  or  write 
— better  yet,  attend  one  of  our  meetings.  All  lines  of  communication  are 
open. 

for  information,  contact 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  NORTH  LAMAR  BOULEVARD  AUSTIN,  TEXAS  78705 
CALL  TOLL  FREE:  1-800-252=9318 
HOUSTON  PHYSICIANS:  224-5309 /AUSTIN  PHYSICIANS:  476-6551 

Prudential 


ABOUT 

YESTERDAY 


ABOUT 

TODAY 


...AND 

TOMORROW 


Committee  on  Association 
Insurance  Programs 

William  G.  Gamel,  M.D.,  Chairman,  Austin 
Clyde  M.  Caperton,  M.D.,  Bryan 
Charles  S.  Clark,  M.D.,  Corpus  Christi 
Jack  A.  Haley,  M.D.,  Houston 
Herman  J.  Keillor,  M.D.,  Harlingen 
R.  A.  D.  Morton,  M.D.,  El  Paso 
Roberto  A.  Negron,  M.D.,  San  Antonio 
Ronald  J.  Pinkenburg,  M.D.,  Tyler 
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coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702 


Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


PROFESSIONAL 

LIABILITY 

m insurance. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 
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TEXAS  MEDICINE 


PRESCRIBED  FOR  DOCTORS  NATIONWIDE. 


DIAGNOSIS: 

Difficulty  in  obtaining  relevant  continuing 
medical  education,  endless  meetings,  crowded 
hotels,  escalating  travel  costs,  lost  office  time. 

TREATMENT: 

THE  MEDICAL  ASSOCIATION  OF  GEORGIA/ 
SOUTHERN  MEDICAL  ASSOCIATION  TELE- 
COURSE SYSTEM,  the  most  advanced  video- 
tape education  program  in  medicine.  Fully 
accredited. 

DOSAGE: 

You  select  programs  designed  especially  for 
your  practice,  from  12  new  telecourses  pro- 


vided each  month.  This  is  the  most  current 
learning  system  available,  with  over  144  new 
program  selections  each  year. 

APPLICATION: 

Absorb  in  the  comfort  of  your  home  or  office. 

ACTION: 

Stabilizes  the  cost  of  CME.  Maintains  control 
of  meetings  attended.  Reduces  lost  income 
from  empty  offices.  Provides  documented 
accreditation  records. 

SIDE  EFFECTS: 

Fully  Tax  Deductible. 


PRESCRIPTION  INFORMATION: 

Annual  subscription  is  only  $600  for  1 2 monthly 
Telecourses  with  accompanying  protocols  and 
self-assessment  tests.  You  keep  all  videotapes 
and  receive  yearly  accreditation  documentation. 

THE  TEXAS  MEDICAL  ASSOCIATION/ 
SOUTHERN  MEDICAL  ASSOCIATION 
TELECOURSE  SYSTEM 


Call  Toll  Free  1-800-874-9740 for  more  Information 
and  for  details  on  our  money  back  guarantee.  .•.#?'* 

Co-Sponsored  by  EELE  3E^EA3CH 
229  Beverly  Parkway  Pensacola.  Florida  32505^ 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 


ALLERGY 

Arthur  T.  Peders 


, MD 


CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD  / 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
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TEXAS  MEDICINE 


Two  convenient  dosage  forms: 

100  mg  (white)  and  300  mg  (peach) 
Scored  Tablets 

Tablets  imprinted  with  brand  name  to 
assist  in  tablet  identification. 
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TEXAS  MEDICI 


After  years  of  treating 
people  with  weakened 
hearts,  we  developed  a 
cardiac  rehabilitation 
program  that  gives  them 
a stronger  outlook. 


Anxiety,  deconditioning  and  poor  eating  habits  can  be  the 
enemies  of  coronary  patients  and  high  risk  individuals. 
Working  together  with  the  referring  physician  and  under  the 
close  monitoring  of  our  staff  physician,  exercise  physiologist 
and  cardiac  rehabilitation  nurse,  The  Methodist  Hospital 
can  put  patients  on  the  road  to  exercise  necessary  for  training 
cardiovascular  systems  to  optimal  levels.  We  also  include 
discussions  of  the  psychological  and  diet  aspects  of  heart 
disease.  The  results?  Healthier  patients,  with  increased  con- 
fidence and  a renewed  sense  of  well-being.  Call  (713)  790-6450 
for  details.  We  help  cardiac  patients  help  themselves. 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine 

Affiliated  with  Baylor  College  of  Medicine 


Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 


This  is  a physician  referred  program.  Free  Parking. 


6550  Fannin  Houston,  Texas  77030 
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Depression  Scores 


FOR  THE  7 OF  10  NONPSYCHOTI 


The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  hove  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male;  36  female)  seen  at  a general  psychiatric  clinic. 

'Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  / 7:438-441,  Sept-Oct  1970. 
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>EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS1,2 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety. 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 

but  not  psychotic 

The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  AFA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 

A better  way  to  give  relief 

Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche)— a benzodiazepine  with  a long  history  of  safe  use— with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 


References:  1.  Rickels  K:  Drug  treatment  ot  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35. 1359-1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  / 7.438-441 , 1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association,  Am  J Psychiatry  137: 11 63-1 172,  1980.  5.  Feighner  JP  etal:  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  itscomponents  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  61. 217-225,  1979. 


In  moderate  depression  and  anxiety 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 


LIMBITROL®  TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants.  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  1 4 days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs.  Closely  supervise 
cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  ot 
drugs.)  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precautions  about  pregnancy. 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 fo 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning.  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response. 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 
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dimethyl  sulfoxide 

50%  w/w  aqueous  solution 


STERILE  AND  PYROGEN-FREE 

50  ml 

NDC  #0433-0433-05 

TOLL  FREE  ORDER  NUMBER  (800)  453-8432 

RESEARCH  INDUSTRIES 
CORPORATION 
Pharmaceutical  Division 
1847  West  2300  South 
Salt  Lake  City,  Utah  84119 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  R J LY<>ns 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Asa  M.  Hubbard,  M.D.  Anesthesiologist 


“BILLING  USED  TO  TAKE  ALL  DAY. 
NOW,  IT  TAKES  ONLY  TWO  HOURS.” 


"When  I purchased  the  APS  III  Management  System,  I got  a 
lot  more  than  I paid  for  or  expected.  In  addition  to  the  com- 
puter itself,  my  office  staff  has  continuously  received  the  full 
service  and  dedication  of  the  American  Professional  Service 
organization. 

"I  have  been  particularly  pleased  with  the  speed  of  the 
system.  For  example,  billing  used  to  take  all  day  — now  it 
takes  only  two  hours. 

"What's  more.  APS  has  always  responded  in  a timely  manner 
to  questions  or  problems  that  have  come  up  — from  complex 
system  questions  to  simple  ones  such  as  changing  a printer 
ribbon.  APS  has  a strong  commitment  to  customer 
satisfaction.” 

Using  the  APS  III  is  like  having  a practice  management 
consultant  always  available.  It  is  designed  exclusively  for 


physicians  — it’s  not  a "warmed  over”  general  purpose 
business  system. 

Give  us  a call  and  let  us  show  you  how  to  improve  the  effi- 
ciency and  reduce  the  cost  of  your  practice  administration. 


AMERICAN  PROFESSIONAL  SERVICES,  INC. 

A MEMBER  OF  THE  API  GROUP 
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The  Medical  Practice  Act:  an  overview 


The  Medical  Practice  Act,  signed  into  law  Aug  5 by  Gov  Bill 
Clements,  was  the  subject  of  considerable  review ; debate, 
and  controversy  during  the  regular  and  special  sessions  of 
the  67th  Texas  Legislature.  The  act  recreated  the  Texas 
State  Board  of  Medical  Examiners  (BME),  the  state  agency 
which  licenses  and  regulates  physicians.  The  body  of  law, 
while  extensive  and  largely  technical,  is  of  great  importance 
to  Texas  physicians.  The  following  overview  highlights  many 
of  the  functional  aspects  of  the  Medical  Practice  Act,  includ- 
ing a look  at  the  legislative  intent,  legal  definitions,  makeup 
of  the  board,  and  grounds  for  disciplining  physicians.  The 
overview  also  explores  how  the  new  Medical  Practice  Act 
applies  to  other  health  providers. 


Why  have  a Medical  Practice  Act? 

There  is  a section  of  the  Medical  Practice  Act  called  ‘findings 
and  purposes”  which  describes  the  general  intent  of  the  new 
legislation.  It  states,  ‘The  practice  of  medicine  is  a privilege. 

. . . It  is  considered  necessary  to  protect  public  interest 
through  the  specific  formulation  of  this  act  to  regulate  the 
granting  of  that  privilege  and  its  subsequent  use  and  control 
. . . Separate  laws  regulating  the  practice  of  medicine  should 
be  brought  together  under  one  act  . . .” 

This  section  addresses  the  legislative  intent  behind  two 
subsections  addressing  the  delegation  of  medical  acts  to 
nonphysicians  and  osteopathic  hospital  privileges.  The  dele- 
gation of  medical  acts  subsection  states,  “The  individual 
physician  should  be  given  the  greatest  opportunity  to  exer- 
cise his  or  her  best  independent  professional  judgment  de- 
ciding what  medical  acts  can  be  safely  delegated  . . .”  The 
act  notes  that  the  board  rules  should  “promote  such  exercise 
of  professional  judgment  and  decision  by  not  containing,  ex- 
cept as  absolutely  necessary,  global  prohibitions  or  restric- 
tions on  the  delegation  of  medical  acts.” 

One  of  the  more  controversial  measures  in  the  act — 
osteopathic  hospital  staff  privileges — also  was  considered  in 
the  intent  subsection.  This  states,  “It  is  the  intent  of  the  Leg- 
islature to  prohibit  differentiation  (as  opposed  to  discrimi- 
nation) solely  on  the  basis  of  academic  medical  degree  ...  in 
determining  . . . medical  staff  appointments  or  such  qualifica- 
tions.” The  section  further  states  that  "state  agencies  or 
political  subdivisions  shall  not  differentiate  solely  on  the  basis 
of  academic  medical  degree  . . .”  This  subsection  does  not 
apply  to  any  medical  school  or  college  or  to  their  respective 
programs.  It  reaffirms  the  primary  responsibility  of  publicly 
owned  hospitals  and  institutions  to  determine  medical  staff 
appointments  and  their  right  to  adopt  reasonable  rules  and 
requirements. 

Legal  definitions 

The  new  law  provides  1 1 legal  definitions  that  are  referenced 
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throughout  the  Medical  Practice  Act.  The  most  critical  of 
these  is  the  definition  of  “practicing  medicine.”  “A  person 
shall  be  considered  to  be  practicing  medicine  within  this  act: 
(a)  who  shall  publicly  profess  to  be  a physician  or  surgeon 
and  shall  diagnose,  treat,  or  offer  to  treat  any  disease  or  dis- 
order, mental  or  physical,  or  any  physical  deformity  or  injury 
by  any  system  or  method  or  to  effect  cures  thereof;  or  (b) 
who  shall  diagnose,  treat,  or  offer  to  treat  any  disease  or  dis- 
order, mental  or  physical,  or  any  physical  deformity  or  injury 
by  any  system  or  method  and  to  effect  cures  thereof  and 
charge  therefor,  directly  or  indirectly,  money  or  other  com- 
pensation.” The  statutory  definition  is  carried  forth  verbatim 
from  current  law,  which  has  remained  unchanged  since 
1 953,  and  essentially  is  unchanged  from  1 907. 

This  definition  was  challenged  during  the  67th  legislative 
session  by  groups  seeking  to  deregulate  medical  practice. 
These  organizations  wanted  to  narrow  the  definition  to  apply 
only  to  those  persons  who  treated  by  methods  of  surgery, 
ionizing  radiation,  or  prescription. 

Composition  of  the  BME 

Under  the  new  law,  the  State  Board  of  Medical  Examiners 
has  been  expanded  from  12  physician  members  to  include 
three  nonphysicians  with  no  interest  in  the  health  care  field. 
This  makes  a total  of  1 5 members  who  serve  staggered  six- 
year  terms.  Three  of  the  1 2 physician  seats  are  reserved  for 
doctors  of  osteopathy,  codifying  what  was  an  informal  prac- 
tice until  1979. 

The  act  also  sets  out  qualifications  necessary  for  becom- 
ing a board  member.  These  criteria  stipulate  that  members 
must  be  licensed  to  practice  medicine  for  at  least  three  years 
before  appointment  to  the  board,  have  actively  engaged  in 
medical  practice  for  at  least  five  years  preceding  appoint- 
ment, and  be  a graduate  of  a reputable  medical  school.  The 
board  member  may  not  be  a stockholder,  full-time  faculty 
member,  or  member  of  the  board  of  trustees  at  a medical 
school.  He  or  she  may  not,  at  the  time  of  appointment  by  the 
governor,  serve  as  president,  vice  president,  secretary,  or 
treasurer  of  a comprehensive  statewide  medical  organization 
(this  does  not  apply  to  specialty  societies).  In  addition,  he  or 
she  may  not  lobby  on  behalf  of  a trade  or  profession  associ- 
ated with  the  regulated  profession. 

When  are  physicians  disciplined? 

The  Medical  Practice  Act  carries  forth  all  of  the  current 
grounds  for  disciplining  physicians  and  includes  several  new 
grounds.  The  new  grounds  provide  the  board  with  tools  to 
close  loopholes  in  the  law,  which  previously  precluded  board 
action  on  legitimate  complaints  by  a patient  or  physician. 
They  include  “persistently  and  flagrantly  overcharging  or 
overtreating  a patient.”  A physician’s  “failure  to  adequately 
supervise  the  activities  of  those  acting  under  his  or  her  su- 


TEXAS  MEDICINE 


pervision”  and  "delegating  professional  medical  responsibili- 
ty to  a person  who  is  not  qualified  by  training,  experience,  or 
licensure  to  perform  the  delegated  acts”  are  now  grounds  for 
disciplinary  action.  These  two  grounds  were  added  to  make 
physicians  accountable  when  delegating  medical  authority 
under  the  new  standing  orders  provisions. 

Other  new  grounds  include  the  failure  to  practice  medicine 
in  a manner  consistent  with  public  health  and  welfare;  being 
disciplined  by  a hospital  staff  or  professional  association  for 
acts  reflecting  unprofessional  conduct,  or  incompetence 
likely  to  harm  the  public;  disciplinary  action  by  another  state 
against  a licensee  based  upon  acts  which  would  violate 
Texas  law;  and  court  judgment  that  the  licensee  is  of  un- 
sound mind. 

Licensure  and  reciprocity  procedures 

The  act  incorporates  a number  of  provisions  designed  to 
enhance  the  board’s  efficiency  and  accountability.  Annual 
registration  fees  may  be  staggered,  and  standardized  time 
frames  have  been  established  for  renewal  of  delinquent 
licenses.  The  cumbersome  requirement  that  physicians  reg- 
ister with  the  county  clerk  at  the  county  of  practice  has  been 
removed  from  the  act.  The  board  is  required  to  provide  a 
geographical  and  alphabetical  listing  of  all  licensees  by 
county,  and  to  make  available  to  the  public  information  re- 
garding the  practice  of  medicine,  including  copies  of  the 
Medical  Practice  Act  and  other  laws  related  to  the  prac- 
tice of  medicine.  Reciprocity  applications  will  be  expedited 


through  the  BME  secretary-treasurer  unless  an  applicant’s 
eligibility  of  licensure  on  the  board  cannot  be  determined 
administratively. 

How  the  act  applies  to  other  providers 

The  Medical  Practice  Act  provides  exemptions  for  qualified 
licensed  allied  health  providers  and  others  involved  in  health- 
related  pursuits.  A brief  summary  of  these  exemptions  in- 
cluding language  pertaining  to  delegating  standing  orders 
and  optometrists  is  included. 

Pastoral  counseling.  The  act  will  not  affect  or  limit  any 
church  in  the  ministration  to  the  sick  or  suffering  by  prayer  or 
pastoral  counseling  without  the  use  of  drugs  or  material  sub- 
stances represented  as  being  medically  effective. 

Licensed  health  professionals.  The  act  does  not  apply  to 
dentists,  optometrists,  chiropractors,  professional  nurses, 
licensed  vocational  nurses,  podiatrists,  psychologists,  and 
physical  therapists  who  are  qualified  and  registered  under 
Texas  law  and  who  confine  their  practice  to  their  respective 
licensure  acts. 

Military.  The  act  does  not  apply  to  commissioned  or  con- 
tract surgeons  of  the  uniformed  services  who  do  not  engage 
in  private  practice. 

Emergency  assistance.  The  act  does  not  apply  to  anyone 
who  furnishes  medical  assistance  in  emergency  or  disaster 
situations  free  of  charge. 

Medical  students.  The  act  does  not  apply  to  students  in 
medical  schools  approved  by  the  BME  who  perform  assigned 


TMA  President  Dr  Bill  Ross,  TMA  Past  President  Dr  Durwood  Neal,  and  Rep 
Bill  Messer  trade  quips  after  the  Medical  Practice  Act  was  signed  into  law. 


Volume  77  October  1981 


37 


duties  in  the  course  of  training  under  the  supervision  of  a 
licensed  practitioner;  medical  residents,  interns  and  fellows 
are  required  to  register  and  be  subject  to  other  applicable 
provisions  of  the  act. 

Nutritional  counseling.  The  act  does  not  prohibit  anyone 
from  providing  nutritional  advice.  Nutrition  is  defined  in  the 
act  as  the  “giving  of  information  as  to  the  use  and  role  of  food 
and  food  ingredients  including  dietary  supplements.”  This 
exemption  confers  no  authority  to  a nutritional  counselor  to 
practice  medicine  as  defined  in  this  act. 

Standing  orders.  The  language  included  in  the  new  Medi- 
cal Practice  Act  is  the  result  of  a 1 980  legislative  interim 
study  conducted  after  an  attorney  general's  opinion  issued  in 
1979,  which  caused  some  confusion  regarding  the  delega- 
tion and  supervision  of  medical  acts.  Under  the  new  lan- 
guage, a physician  has  the  authority  to  delegate  medical  acts 
to  any  properly  trained  person  acting  under  appropriate  phy- 
sician supervision,  so  long  as  the  act  can  be  properly  and 
safely  performed  by  the  person  to  whom  it  has  been  dele- 
gated. The  delegated  act  must  be  performed  in  its  "custom- 
ary manner  and  not  violate  any  other  laws.  The  delegating 
physician  remains  responsible  for  the  delegated  acts,  and 
the  BME  has  the  authority  to  determine  whether  or  not  an  act 
constitutes  the  practice  of  medicine  as  statutorily  defined  and 
if  it  may  be  safely  delegated.  A person  who  unlawfully  per- 
forms a delegated  act  is  not  considered  in  violation  of  the  law 
unless  he  or  she  does  so  knowingly.  The  act  further  permits  a 
physician  to  delegate  the  administering  or  providing  of  “dan- 
gerous drugs"  in  the  physician’s  office  or  a facility  licensed  by 
the  Board  of  Pharmacy,  as  ordered  by  the  physician  to  meet 
the  immediate  needs  of  the  physician’s  patient. 

Standing  orders/public  health  programs.  A special  stand- 
ing orders  section  was  added  to  the  law  to  cover  services 
provided  by  public  health  departments.  These  include  the 
prevention  or  treatment  of  specific  communicable  diseases 
or  health  conditions  for  which  the  Texas  Department  of 
Health  is  responsible. 

Standing  orders/optometry.  Standing  order  language  also 
was  adopted  to  resolve  the  hotly  contested  differences  be- 
tween optometrists,  House  Speaker  Bill  Clayton,  and  phy- 
sicians. Under  this  section  of  the  law,  a licensed  optometrist 
may  administer  “topical  ocular  pharmaceutical  agents”  in  the 
practice  of  optometry  only  if  so  delegated  by  a physician. 
Rules  to  be  established  by  the  State  Board  of  Medical  Exam- 
iners will  define  the  scope  of  use  of  these  “agents.”  The  law 
states  that  a physician  who  has  delegated  authority  is  im- 
mune from  liability  in  connection  with  the  acts  performed  by 
the  optometrist.  A physician  may  deny  an  optometrist’s  re- 
quest for  standing  order  delegation  if  such  denial  is  within  the 
scope  of  “sound  medical  judgment”  as  it  pertains  to  optome- 
try, if  it  is  not  in  the  public  interest,  or  if  the  physician  lacks 
“knowledge"  of  the  optometrist.  The  basis  for  denial  must  be 


given  to  the  requesting  optometrist  in  writing  if  requested. 

Standing  order  and  emergency  medical  services.  This 
section  clarifies  the  delegation  of  medical  authority  to  qual- 
ified persons  rendering  prehospital  emergency  medical  care. 

Self-care.  The  act  does  not  prohibit  anyone  from  providing 
or  seeking  advice  about  that  person’s  own  self-treatment.  No 
portion  of  the  act  prohibits  the  dissemination  of  information 
pertaining  to  self-care,  but  neither  does  this  exemption 
permit  the  practice  of  medicine,  as  defined  by  the  act,  by 
nonphysicians. 

Other  provisions 

Physician  assistant  advisory  committee.  The  act  creates  a 
standing  committee  of  the  board  consisting  of  six  physician 
assistants  to  advise  the  board  on  matters  relating  to  them. 

Confidentiality  of  physician-patient  communications.  This 
section  creates  for  the  first  time  protection  for  communica- 
tions between  a physician  and  his  or  her  patient.  Certain 
exceptions  to  this  privilege  are  listed,  largely  involving  cir- 
cumstances of  litigation  or  disciplinary  investigations  and 
proceedings.  Other  exceptions  allow  disclosure  (1 ) to  gov- 
ernment agencies  where  required  by  law;  (2)  to  medical  or 
law  enforcement  personnel  when  there  exists  danger  to  the 
patient  or  others;  (3)  for  management  audits,  evaluations,  or 
research  if  personally  identifiable  information  is  withheld;  (4) 
when  records  reflecting  changes  and  services  are  necessary 
to  the  collection  of  fees  for  medical  services;  (5)  where  the 
patient  has  consented  to  disclosure  in  writing;  and  (6)  to 
other  physicians  and  personnel  involved  in  providing  medical 
services  to  the  patient. 

Medical  records.  Under  the  new  act,  a physician  must  fur- 
nish copies  of  medical  records  or  a summary  or  narrative  of 
these  records,  after  he  or  she  receives  a written  consent  for 
release  of  such  records  from  the  patient.  However,  if  the  phy- 
sician determines  that  access  to  the  information  would  harm 
the  physical,  mental,  or  emotional  health  of  the  patient,  such 
information  need  not  be  supplied.  The  physician  may  delete 
confidential  information  about  someone  other  than  the  pa- 
tient included  in  the  record  if  that  person  has  not  also  con- 
sented to  the  records  release.  The  physician  may  charge  a 
reasonable  fee  for  providing  the  information  requested.  (See 
Medicine  and  the  Law,  p 78,  for  a detailed  treatment  of  this 
subject.) 

Authority  to  supply  drugs.  Because  of  technical  changes 
in  the  Texas  Pharmacy  Act  this  session,  some  clarification 
was  made  to  continue  the  physician’s  authority  to  provide 
drugs  for  his  or  her  patients'  needs.  However,  the  section 
does  not  permit  a physician  to  operate  a pharmacy  without 
first  complying  with  the  Texas  Pharmacy  Act,  just  as  was  re- 
quired under  prior  law. 

This  overview  is  not  intended  to  be  a legal  analysis,  opin- 
ion, or  interpretation  of  the  Medical  Practice  Act.  Inquiries 
regarding  specific  applications  of  the  act  or  further  infor- 
mation may  be  acquired  by  contacting  the  TMA  Division  of 
Legislative  Affairs.  Telephone  512 — 477-6704. 

Kim  Ross 

TMA  Division  of  Legislative  Affairs 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


* 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90). 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain — Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic— Slight  elevations  in  SGOT.  SGPT.  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iososor] 


* Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor*  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
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Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae ).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  ANO  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  ORUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor,  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs 
Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics.  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulin  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Linder 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehlmg  s 
solutions  and  also  with  Clinitest"  tablets  but  not  with 
Tes-Tape"’  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  12  times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy — Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 

At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits”  accrue  to  the  Trust's 
policyholders. 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


mr 

TEXAS  MEDICAL 
LIABILITY  TRUST 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less. 

But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Tfexas  75234  • 214/233-1441 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street*  Austin,  Texas  78763*  512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas 78294  • 512/227-4221 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Tfexas  76101  • 817/335-6471 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Tfexas  77074  *713/981-3591 
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TEXAS  MEDIC 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Chlorpheniramine  Maleate 

Hyoscya mine  Sulfate 

Atropine  Sulfate 

Scopolamine  Hydrobromide 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 


. 25  mg 
. 50  mg 
• 8 mg  V 
0.19mg 
0.04  mg 
0.01  mg 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals, 
Pioneers  in  Medic 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Codeine  Phosphate  

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

PheniramineMaleate 

Pyrilamine  Maleate  

Ammonium  Chloride  

Alcohol 


65.8  mg 

. 30  mg 
. 20  mg 
. 20  mg 
. 20  mg 
200  mg 
. . . 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


report,  Louisiana  71106. 

the  Family 


RU-TUSS 


TABLETS 


DESCRIPTION 


Each  prolonged  action  tablet  contains 

Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

0 19mg 

Atropine  Sulfate 

0.04  mg 

Scopolamine  Hydrobromide 

0 01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic,  nasal  decongestant  and  anti-secretory 
preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant.  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings  ) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria.  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus, headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability, nervousness,  dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 

Codeine  Phosphate  65.8i 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30 1 

Phenylpropanolamine  Hydrochloride  20 1 

Pheniramine  Maleate  20 1 

Pyrilamine  Maleate  20i 

Ammonium  Chloride  200i 

Alcohol 


Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  decongestant  a 
expectorant  preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relie1 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  o 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fe\ 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold. 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  ana 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitoi 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthi 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  pah- 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Exp 
torant  may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  ell' 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilize 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehi 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  \ 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficien 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddinc 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  sec 
tions,  urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hyperti 
sion.  faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbanc 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constii 
tion.  epigastric  distress,  hyperirritability,  nervousness  and  insomnia  Overdoses  rr 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stuf 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours,  no 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children6to  12yearsofage  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  c 
24-hour  period  Children  2 to  6 years  of  age  % teaspoonful  every  4 hours,  not  to  exce 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  directed 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 16  fl  oz.)  NDC0524-101C 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  711 06 


MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


e Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 

YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 


Suite  415  Medical  Tower,  712  N.  Washington, 


San  Antonio  Office 


Dallas  75246  MICHAEL  C.  ROLLANS 

(214)  821-4640  Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 

(512)  344-5901 


J 


Charles  R.  Webb,  Jr,  MD,  MPH  Thomas  F.  Walch,  BS  Ed 

Charles  R.  Webb,  Jr,  MD,  Chief,  Bureau  of  Communicable  Disease  Services. 
Thomas  F,  Walch,  Public  Health  Advisor,  Texas  Department  of  Health,  1100 
West  49th  Street,  Austin,  TX  78756 


Measles  surveillance 
and  control:  a Texas 
Department  of  Health 
initiative 

During  the  decade  of  the  seventies,  private  and  public 
administration  of  measles  vaccines  has  led  to  a 93% 
reduction  in  Texas’  measles  morbidity.  For  a variety  of 
reasons,  children  more  recently  vaccinated  are  better 
protected;  older  children,  in  high  school  and  junior  high 
school,  represent  the  greatest  number  of  reported  mea- 
sles cases.  Vaccination  or  revaccination  is  urged  for  any 
child  in  whom  immunity  against  measles  is  questionable 
according  to  criteria  provided. 


Because  measles  is  a reportable  disease  in  Texas,  it  has 
been  possible  to  observe  the  effects  of  several  vaccines  and 
the  state  immunization  law  (passed  in  1971)  upon  the  occur- 
rence of  measles  over  time.  Measles  protection  levels  in- 
creased from  69%  to  93%  in  child-care  facility  enrollees  be- 
tween 1 972  and  1 979,  and  increased  from  79%  to  99%  in 
school-aged  children  between  1971  and  1979.  During  these 
years,  this  increased  protection  has  been  accompanied  by  a 
93%  reduction  in  age-specific  measles  attack  rates  (Fig  1).  In 
spite  of  these  achievements,  measles  continues  to  occur  in 
Texas. 

Measles  today 

Between  January  and  October  of  1 980,  there  were  1 43 
cases  of  measles  reported  to  the  Texas  Department  of 
Health.  Of  these  1 43  cases,  43%  occurred  in  preschool  chil- 
dren, 52%  in  school-aged  children,  and  8%  in  individuals 
over  20  years  of  age. 

It  has  long  been  established  that  measles  cases  can,  and 
often  will,  occur  in  highly  vaccinated  populations.  In  78  of  the 
cases  reported  in  1980  (Fig  2),  evaluation  of  predisposing 
circumstances  demonstrated  that  38%  of  the  cases  had  a 
history  of  disease  or  vaccination,  that  the  disease  and  vac- 
cination history  for  17%  was  unknown,  and  that  15%  had 
been  vaccinated  before  1 968,  or  the  first  birthday.  Two  sig- 
nificant differences  were  observed  when  preschool  and 
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elementary  school-aged  children  (0-9  years  of  age)  were 
compared  with  secondary  school-aged  children,  ages  10-19 
years  (Fig  2).  The  preschool  and  elementary  school  children 
were  more  likely  to  have  a negative  disease  or  vaccine  his- 
tory (53%  vs  4%)  while  those  in  the  1 0-  to  1 9-year  group 
were  more  likely  to  have  received  the  vaccine  before  1968 
(3%  vs  44%). 

Serological  studies  of  measles  outbreaks  in  the  early  and 
mid-1 970s  are  supportive  of  these  findings,  and  it  has  been 
established  that  live  measles  vaccine  failure  may  be  caused 
by  one  or  more  of  the  following  factors:  (1 ) the  interference  of 
maternal  antibody  in  infants  vaccinated  at  less  than  1 2 
months  of  age; 1 (2)  the  suppressive  effect  of  gamma  globulin 
administered  simultaneously  with  live  measles  vaccine;2 
and,  (3)  administration  of  live  vaccine  within  three  months  of 
receiving  inactivated  vaccine.3  In  addition,  loss  of  vaccine  po- 
tency and  failure  to  protect  may  be  caused  by  poor  refrigera- 
tion or  exposure  to  light  or  heat.  (Manufacturers  of  measles 
vaccine  warn  that  the  vaccine  must  be  shipped  at  1 0 C or 
less,  stored  at  2 C to  8 C,  and  protected  from  light  before 
administration.4) 

Of  the  40  measles  cases  in  Texas  attributed  to  vaccine 
failure,  25%  had  been  vaccinated  before  1968,  5%  before 
one  year  of  age,  and  70%  on  or  after  the  first  birthday.  Al- 
though it  could  not  be  determined  what  type  of  measles 
vaccine  had  been  administered  before  1 968,  it  was  assumed 
that  failure  to  protect  was  caused  by  one  or  more  of  the  rea- 
sons we  have  mentioned. 

Assessment,  surveillance,  and  outbreak  control 

Texas  school  children,  through  age  13,  must  have  received 
live  measles  vaccine  on  or  after  the  first  birthday,  or  must 
present  physician-validated  evidence  of  prior  measles  illness 
in  order  to  attend  school.  This  requirement  will  extend  to  all 
students,  through  grade  1 2,  during  the  1 981  - 1 982  school 
year  and  thereafter.  However,  concerned  that  many  junior 
and  senior  high  students  may  still  be  susceptible  to  measles, 
the  Texas  Department  of  Health  in  October  1 980  initiated  a 
pilot  program  of  measles  assessment,  surveillance,  and  out- 
break control  in  several  health  department  jurisdictions  and 
school  districts. 

Assessment 

The  initial  results  of  two  school  districts  recently  screened  in 
this  program  indicated  that  a correlation  existed  between  the 
measles  immunization  history  of  observed  cases  (Fig  2)  and 
students  reported  by  survey  (Fig  3). 


TEXAS  MEDICINE 


Numoer  or  oases 


1 I-4  5-9  10-14  15-19 


Age  Groups 

Age-specific  attack  rates  were  calculated  using  population  data  from  the  US  Bureau  of  the  Census,  1 971  and  1 979. 


2.  Immunization  status  of  78  measles  cases  observed  between  January  and  3 Measles  vaccination  assessment  of  9,245  students,  grades  6-12, 

September  1 980.  September  through  October  1 980. 


Vaccine  On 

Vaccine  Before 

Negative 

Unknown  or 

Vaccine  On 

Vaccine  Before 

Negative 

Unknown  or 

or  After 

1968  or 

Disease 

Uncertain 

or  After 

1968  or 

Disease 

Uncertain 

1st  Birthday 

1st  Birthday 

or  Vaccine 

1st  Birthday 

1st  Birthday 

or  Vaccine 

* Number  and  percent  of  cases  by  immunization  status  category  and  age  group. 
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Measles 


In  the  schools  studied,  18.0%  of  the  students  had  been 
vaccinated  before  1 968  or  under  one  year  of  age,  and  44%  of 
the  measles  cases  in  the  1 0-  to  1 9-year  age  group  had  simi- 
lar vaccination  histories  (Figs  1 and  2).  In  lesser  degree,  14% 
of  the  well  students  assessed  were  enrolled  with  an  indefinite 
history  of  past  measles  illness,  were  unvaccinated  because 
of  religious  conflicts,  or  their  immunization  status  was  consid- 
ered inadequate  due  to  unknown  or  unspecified  histories.  In 
the  observed  measles  cases,  1 3%  were  considered  suscep- 
tible for  the  same  reasons. 

Surveillance,  outbreak  control 

Based  on  these  findings,  the  Texas  Department  of  Health 
has  proceeded  with  plans  to  establish  a school-based  mea- 
sles surveillance  and  outbreak  control  program  in  50  to  60 
health  jurisdictions  throughout  the  state,  selected  on  the 
basis  of  population  density  and  prior  years’  measles  mor- 
bidity. With  state  health  department  assistance,  health  and 
school  officials  are  conducting  measles  vaccination  records 
reviews  to  determine  the  proportion  of  upper-grade  students 
enrolled  with  a negative  or  questionable  measles  immuniza- 
tion history.  These  screenings  will  accompany  parent  notifi- 
cations urging  that  susceptible  children  1 3 years  of  age  and 
older  be  vaccinated  or  revaccinated  in  accordance  with  cur- 
rent recommendations. 

Vaccine  recommendations 

The  best  way  to  reduce  the  incidence  of  measles  is  to  have  a 
well-immunized  population.  A 90%  or  greater  reduction  in  at- 
tack rates  has  been  noted  among  appropriately  vaccinated 
individuals.  This  certainly  holds  true  when  the  Texas'  cases 
and  attack  rates  for  1 971  are  compared  with  the  low  mor- 
bidity and  rates  that  were  reported  in  1979. 

The  Texas  Department  of  Health  recommends  that  physi- 
cians review  the  measles  protection  status  of  their  preschool 
and  school-aged  patients,  and  seriously  consider  vaccinating 
or  revaccinating  all  whose  past  history  matches  one  of  the 
following  conditions: 

Single-antigen  measles  vaccine  should  be  given  to  in- 
fants as  young  as  six  months  of  age  if  there  is  likely 
exposure  to  natural  measles  before  the  recommended 
dose  at  age  15  months.  Unless  physician-diagnosed 
measles  has  occurred,  or  there  is  laboratory  evidence  of 
measles  immunity,  the  following  persons  should  be  re- 
vaccinated with  measles  vaccine:  (1 ) those  vaccinated 
with  live  measles  vaccine  before  1 2 months  of  age;  (2) 
those  vaccinated  at  any  age  with  inactivated  vaccine 


(available  from  1 963  through  1 967);  (3)  persons  who  are 
unaware  of  their  age  at  vaccination;  (4)  those  vaccinated 
before  1968  with  a vaccine  of  unknown  type;  (5)  persons 
immunized  with  live,  further  attenuated  measles  vaccine 
(eg,  Schwarz,  Moraten,  or  unknown  strains),  along  with 
immune  serum  globulin,  regardless  of  age  at  time  of  vac- 
cination; and,  (6)  those  who  received  live  measles 
vaccine  within  three  months  of  inactivated  measles 
vaccine.5 

The  schedule  and  recommendations  are  compatible  with 
those  of  the  American  Academy  of  Pediatrics  and  the  Public 
Health  Service  Advisory  Committee  on  Immunization 
Practice.6 

Discussion 

Measles  continues  to  be  a significant  childhood  disease.  In 
addition  to  the  severity  of  measles  illness,  complications  fol- 
lowing the  disease  such  as  otitis  media  or  pneumonia  occur 
in  one  out  of  every  ten  children  affected.  Measles  encepha- 
litis occurs  in  one  of  every  1 ,000  cases,  and  one  person  out 
of  every  1 0,000  who  have  measles  illness  will  die  of  it. 

Measles  can  be  very  serious  to  adults  as  well.  The  disease 
can  cause  a pregnant  woman  to  miscarry  or  deliver  a mal- 
formed infant.  In  Texas,  three  adult  women,  two  school- 
teachers and  a housekeeper,  died  from  measles  complica- 
tions between  1977-1981 . 

No  adverse  effects  have  been  noted  following  measles  re- 
immunization.7 Children  and  young  adults  who  were  improp- 
erly vaccinated  in  prior  years,  or  who  present  uncertain  histo- 
ries of  past  measles  illness,  should  be  revaccinated.  While 
measles  vaccination  should  be  avoided  in  pregnancy,  post- 
pubertal  females  should  be  vaccinated  if  they  are  not  preg- 
nant at  the  time  of  vaccine  administration  and  have  been 
advised  of  the  theoretical  danger  of  concurrent  measles  vac- 
cination and  early  pregnancy.  When  deciding  to  revaccinate, 
it  should  be  taken  into  consideration  that  the  benefits  of  im- 
munization far  outweigh  the  risks  of  measles  disease  occur- 
ring in  unprotected  children  and  adults. 

Measles  is  a reportable  disease  in  Texas.  Physicians  who 
see  measles  cases  in  their  practice  should  immediately  notify 
local  public  health  authorities  or  call  the  Texas  Department 
of  Health,  toll-free,  at  1-800-252-9152.  Prompt  notification 
of  cases  will  provide  the  means  to  implement  control  mea- 
sures early  and  prevent  further  measles  transmission  in  the 
community. 
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Hospitalization  and  the 
psychiatrically 
impaired  physician 

We  examined  the  case  records  of  77  physicians  who  had 
been  inpatients  in  a psychiatric  hospital.  We  found  that 
physician  patients  were  less  likely  than  the  general  hos- 
pital population  to  receive  a diagnosis  of  pathological 
disorder,  and  that  they  typically  underwent  shorter  hos- 
pitalizations and  more  often  were  discharged  against 
medical  advice.  Psychiatrists,  surgical  specialists,  phy- 
sicians in  solo  practice,  and  those  in  their  early  40s 
seemed  most  vulnerable  to  psychological  disturbances. 
Depression,  suicidal  ideation,  and  drug  and  alcohol 
abuse  were  common  symptoms.  Psychiatrically  ill  phy- 
sicians, especially  those  with  drug  and/or  alcohol  addic- 
tions, were  at  high  risk  for  suicide. 


The  number  of  physicians  who  will  commit  suicide  in  the 
United  States  this  year  is  equivalent  to  the  number  of  stu- 
dents graduating  from  Baylor  College  of  Medicine.  The 
number  of  physicians  who  will  attempt  suicide  is  greater  than 
the  number  of  faculty  members  at  the  Texas  Medical  Center. 
These  figures  are  merely  the  “tip  of  the  iceberg”  and  repre- 
sent a not-easily-identified  group  of  physicians  who  are  ex- 
periencing severe  cognitive,  affective,  and  interpersonal 
disturbances. 

Considerable  professional  and  scientific  interest  in  physi- 
cians’ mental  health  was  stimulated  in  the  late  1 960s  by 
studies  of  suicide  in  the  medical  profession.1-3  Generally,  it 
was  reported  that  suicide  rates  for  physicians  were  signifi- 
cantly higher  than  for  the  population  at  large,  or  for  other 
nonmedical  professionals  of  comparable  social  class  and 
background.  More  recently,  a high  incidence  of  drug  depen- 
dency and  alcoholism  also  has  been  identified  within  the 
medical  community.4-6 

Despite  increased  awareness  of  the  possibility  of  signifi- 
cant psychopathology  in  physicians,*  there  are  relatively  few 
empirical  studies  of  psychiatric  illness  in  medical  profession- 


*ln the  past  two  years  numerous  state  medical  associations  have  initiated 
'impaired"  or  “disabled  physician"  programs  which  seek  to  identify  and  treat 
physicians  with  psychiatric  problems.7'6 


als.  Generally  the  etiology,  symptomatic  expression,  and 
treatment  of  physicians’  psychological  disorders  are  poorly 
documented. * It  is  ironic,  but  perhaps  telling,  that  physicians’ 
physical  fitness 12  and  smoking  habits 13  are  more  thoroughly 
researched  than  their  mental  health 

This  report  describes  some  characteristics  of  the  emo- 
tionally ill  and  psychiatrically  hospitalized  physician.  On  the 
basis  of  this  data,  we  identify  some  problems  in  recognizing 
and  treating  psychologically  impaired  physicians. 

Method 

These  data  were  collected  by  Leo  J.  Borrell,  MD,  while  he 
was  a child  psychiatry  fellow  at  Sheppard-Pratt  Hospital  in 
suburban  Baltimore.  Eighty-five  physicians  were  admitted  to 
this  private  psychiatric  hospital  from  1 960  to  1 970.  Six  of 
these  cases  were  excluded  from  the  present  study  because 
their  psychiatric  condition  was  secondary  to  organic  dysfunc- 
tion; the  records  of  two  others  could  not  be  located.  Thus, 
these  omissions  resulted  in  a patient  sample  of  77  cases. 

All  subjects  had  been  discharged  from  the  hospital  when 
the  study  began.  The  descriptive  data  to  be  reported  were 
culled  from  a review  of  the  patients’  hospital  records  which 
contained  case  histories,  admission  and  discharge  sum- 
maries, nursing  and  medical  reports,  individual  and  group 
therapy  notes,  consultation  ieports,  and  psychological  eval- 
uations. The  most  significant  methodological  problem  with 
archival  studies  is  that  the  patient  is  not  present.  As  a conse- 
quence, the  researcher  must  rely  on  the  descriptions  of  other 
examiners,  which  may  vary  considerably  in  reporting  style 
and  the  extensiveness  of  the  case  descriptions.  In  the  pres- 
ent study,  despite  various  kinds  and  amounts  of  information, 
there  was  nevertheless  a definite  standardization  of  data.  For 
example,  although  different  individuals  might  record  case 
histories,  there  is  a “core”  of  information  which  is  likely  to 
appear  in  any  case  history  (eg,  presenting  problems,  demo- 
graphic information,  developmental  experiences,  social, 
academic  and  professional  history,  etc).  As  a consequence, 
we  believe  that  data  for  the  different  subjects  and  years  are 
comparable. 

Patient  characteristics:  diagnosis 

The  77  hospitalized  physicians  were  classified  in  five  broad 
diagnostic  categories  (Diagnostic  and  Statistical  Manual  of 
Mental  Disorders,  DSM-II):  neurosis  and  character  disorder, 
drug  abuse  and  alcoholism,  schizophrenia,  manic  depres- 
sion, and  involutional  melancholia.  These  classifications 
were  based  primarily  on  discharge  diagnosis.  There  was  a 
relatively  even  distribution  of  neurotic  (20:26%),  substance- 
abusing  (28:37%),  and  schizophrenic  (19:25%)  physician 
patients.  Manic-depressives  (5:6%)  and  involutional  melan- 
cholics (5:6%)  were  much  less  frequently  represented. 
However,  it  should  be  noted  that  1 2 physicians  who  had  been 
diagnosed  as  having  neurosis  or  character  disorder  were  re- 
classified as  substance  abusers  because  their  hospitaliza- 

t In  the  past  20  years,  with  the  notable  exceptions  of  Jones'9  study  of  psychi- 
atric inpatients,  Rich10  and  Pitt  s11  studies  of  suicide,  and  two  British  studies 
on  drug  and  alcohol  abuse,4  5 the  majority  of  published  reports  on  physicians' 
mental  health  are  limited  case  studies  or  personal  anecdotes,  opinions,  or 
testimonies. 
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tion  was  precipitated  by  severe  drug  and  alcohol  abuse. 

A comparison  of  physician  and  nonphysician  diagnostic 
categories  revealed  some  interesting  trends.  For  the  physi- 
cian sample  it  was  necessary  to  include  substance-abusing 
patients  with  the  neurotic,  character-disordered  patients  be- 
cause statistics  on  substance  abuse  were  not  available  for 
the  general  hospital,  nonphysician  population.  With  this 
transposition,  it  was  found  that  physicians  were  more  likely  to 
be  diagnosed  neurotic  (63%:  46%),  and  far  less  likely  to  be 
diagnosed  psychotic  (25%  :39%)  when  compared  to  non- 
physicians. This  finding  is  consistent  with  other  studies  of 
emotionally  disturbed  physicians  and  suggests  the  tendency 
of  examining  psychiatrists  to  avoid  potentially  stigmatizing 
their  medical  colleagues  by  applying  “damaging”  labels  (eg, 
schizophrenic  or  drug  addict).  Similarly,  in  a study  of  hospi- 
talized physicians,  Jones9  found  that  only  1 2%  of  the  physi- 
cian patients  had  a primary  diagnosis  of  alcohol  and/or  drug 
abuse,  but  case  records  showed  that  52%  of  the  physicians 
had  severe  substance-abuse  problems. 

General  patient  characteristics 

The  mean  age  of  the  hospitalized  physicians  was  40.7  years 
which  was  somewhat  higher  than  the  nonphysician  hospital 
population  (34.9  years).  A narrow  mean  age  range  of  physi- 
cians across  diagnostic  categories  (36.3  to  41 .4  years) 
suggests  that  physicians  were  at  highest  risk  for  psychologi- 
cal decompensation  around  their  40th  year.  This  critical  age 
period  has  been  found  in  other  studies.  In  a study  of  1 2 psy- 
chiatrists who  had  committed  suicide,  Krieger  noted  that  all 
were  in  their  early  40s.14  Jones  also  found  an  age  distribution 
for  psychiatrically  hospitalized  physicians  which  peaks  in  the 
40s.9 

There  were  only  five  female  physicians  in  the  sample  of  77 


1 A comparison  of  medical  specialties  for  the  hospitalized  physicians  and 
those  of  the  medical  population  of  the  United  States. 


Medical 

Specialty 

Hospitalized 

Physicians  (N  = 77) 

Number  Percentage 

Medical 

Population 

Percentage 

Interns 

7 

9.1 

— 

Residents 

14 

18.2 

— 

Total  in  Training 

21 

27.3 

— 

General  Practice 

8 

10.4 

18.6 

Internal  Medicine 

11 

14.3 

13.5 

Surgical  Specialties 

25 

32.5 

27.5 

Psychiatry 

4 

5.2 

7.5 

Other  (Anesthesiology, 
Pathology,  Pediatrics, 
Radiology) 

8 

10  4 

16.4 

cases  (6%),  whereas  64%  of  the  general  hospital  population 
were  women.  This  significant  discrepancy  more  likely  reflects 
social  and  cultural  factors  rather  than  female  physicians' 
greater  mental  health.  Because  fewer  women  were  admitted 
to  medical  school  in  the  1940s  and  1950s,  it  is  not  surprising 
that  few  women  were  represented  in  a sample  of  hospitalized 
physicians  in  the  1 960s.  Other  studies  of  female  physicians 
have  found  them  to  be  especially  vulnerable  to  psychiatric 
illness.9 11  For  example,  Pitts  found  the  suicide  rate  to  be 
higher  for  women  than  men  physicians,  and  four  times 
greater  than  that  of  comparably  aged  nonphysician  women.11 

Most  of  the  physicians  (74%)  were  voluntarily  admitted; 
75%  of  the  nonphysician  population  were  voluntarily  hospi- 
talized. However,  the  physicians’  mean  duration  of  hospitali- 
zation was  about  half  that  of  nonphysicians  (101  days:  186 
days).  This  large  difference  may  be  due  to  a number  of 
factors,  but  it  would  be  highly  speculative  to  consider  this 
shorter  period  of  hospitalization  to  represent  more  rapid  im- 
provement and  remission  of  symptoms  in  the  physician 
patients.  It  is  more  likely  that  the  shorter  period  for  physi- 
cians’ hospitalization  represents  dynamics  similar  to  those 
underlying  diagnostic  differences  between  physicians  and 
nonphysicians.  In  other  words,  physicians  may  have  had 
shorter  hospitalizations  because  of  a tendency  among  at- 
tending psychiatrists  or  staff  to  see  less  pathology  in  their 
colleagues,  or  else  to  feel  greater  urgency  to  return  the  pa- 
tients to  their  families  and  professional  activities.  Another 
possibility  is  that  physician  patients  were  discharged  earlier 
than  nonphysicians  because  they  were  difficult  to  treat  and 
maintain  in  the  hospital.  Meissner  has  described  the  some- 
what unique  treatment  problems  of  hospitalized  physicians, 
including  their  difficulty  in  dealing  with  the  role  reversal  (from 
caretaker  to  patient),  and  the  narcissistic  trauma  of  a psychi- 
atric hospitalization.15  Conflicts  based  on  these  issues  may 
become  externalized  within  the  hospital  setting  or  centered 
on  ward  and  staff  procedures.  That  hospitalized  physicians 
are  more  difficult  to  manage  than  nonphysicians  is  supported 
by  the  greater  rate  of  discharge  against  medical  advice  found 
for  the  physician  patients  (17%).  This  rate  was  higher  than 
that  which  existed  for  nonphysician  patients  (13%).  Drug- 
abusers  were  the  largest  proportion  of  those  discharged 
against  medical  advice  (25%).  Similarly,  Jones9  found  that  ^ 
the  rate  of  discharge  against  medical  advice  for  psychi- 
atrically hospitalized  physicians  was  nine  times  that  of  non- 
physician patients.  In  the  present  study,  patients  who  were 
discharged  as  improved  had  been  hospitalized  longer  (129.5 
days)  than  those  discharged  unimproved  (59.5  days),  and 
the  younger  the  patient,  the  more  likely  he  was  to  be  dis- 
charged as  improved.  As  expected,  the  length  of  hospitaliza- 
tion increased  with  the  severity  of  the  psychopathology. 

A comparison  of  the  hospitalized  physicians’  specialties 
with  those  of  the  medical  population  of  the  United  States 16 
showed  that  surgical  specialties  (including  obstetrics- 
gynecology)  were  somewhat  overrepresented  and  general 
practice  was  underrepresented  among  the  patient  sample 
(Fig  1).  With  these  exceptions,  the  distribution  of  psychi- 
atrically ill  physicians  generally  conformed  to  the  distribution 
of  medical  specialties;  however,  one-third  of  the  hospitalized 
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medical  residents  in  this  sample  were  in  surgery  and  another 
one-third  were  in  psychiatry.  The  addition  of  these  patients  to 
their  respective  specialties  leads  to  an  overrepresentation  of 
psychiatrists  and  surgical  specialists  amongst  the  psychi- 
atrically  hospitalized  physicians.  Although  numerous  studies 
have  found  psychiatrists  to  have  high  rates  of  psychological 
disturbance  and  suicide,  conflicting  reports  exist  as  to  the 
incidence  rate  for  other  specialties.  For  example,  Watter- 
son 17  found  psychiatrists  and  ophthalmologists  to  have  the 
highest  suicide  rate  among  medical  specialties,  while  Jones9 
found  psychiatrists  and  general  practitioners  to  be  overrepre- 
sented and  surgical  specialists  underrepresented  among 
psychiatrically  hospitalized  physicians.  The  varying  reports 
on  the  psychological  vulnerabilities  of  various  medical  spe- 
cialists may  reflect  sampling  differences  between  studies. 

We  found  that  a large  proportion  of  the  hospitalized  physi- 
cians (63%)  were  predominantly  engaged  in  a solo  practice. 

It  is  possible  that  the  isolation,  stress  and  lack  of  colleagues’ 
support,  or  scrutiny,  in  a solo  practice  is  in  some  way  con- 
tributory to  psychiatric  decompensation.  This  inference  is 
partially  supported  by  the  striking  finding  that  74%  of  the 
drug-abusing  physicians  were  in  solo  practice.  Conversely,  it 
may  be  that  a physician  tends  to  withdraw  into  solo  practice 
as  his  psychopathology  increases. 

Precipitating  environmental  events  and  symptoms 

An  attempt  was  made  to  identify  in  the  physicians'  history 
significant  environmental  events  which  preceded  the  onset  of 
symptoms  leading  to  the  hospitalization.  For  an  event  to  have 
been  tallied,  it  must  have  occurred  within  five  years  of  the 
hospitalization  and  have  been  one  of  the  following:  death  of, 
or  separation  from,  a family  member,  relative,  or  close  friend; 
a geographic  move;  a change  in  one's  personal  or  profes- 
sional life  (eg,  the  formation  or  dissolution  of  a partnership, 
the  initiation  or  completion  of  training,  etc).  A vast  amount  of 
research  has  found  such  life  changes  to  be  excessively 
stressful  and  to  be  related  to  a variety  of  psychological,  psy- 
chosomatic, and  physiological  conditions.18  In  our  sample, 
two-thirds  of  the  patients  experienced  a significant  life 
change  before  the  onset  of  symptoms  and  their  subsequent 
hospitalization.  Although  the  nature  of  the  events  did  not  vary 
by  diagnostic  group,  the  frequency  did.  Neurotic  (70%)  and 
drug-abusing  physicians  (75%)  were  more  likely  than  schizo- 
phrenic physicians  (53%)  to  have  experienced  a stressful  life 
event  before  hospitalization.  This  finding  is  consistent  with 
the  more  chronic  and  less  reactive  nature  of  the  schizo- 
phrenic condition. 

Drug  abuse,  depression,  suicidal  attempts  or  ideation,  and 
psychotic  processes  were  the  most  commonly  reported 
symptoms.  Other  presenting  symptoms  included  marital  or 
familial  strife,  promiscuity  or  sexual  dysfunction,  bizarre 
behavior,  aggressiveness,  suspiciousness,  anxiety,  and  hy- 
pomania.  Not  unexpectedly,  neurotic  physicians  had  experi- 
enced their  symptoms  for  the  shortest  duration  before  hospi- 
talization (seven  months).  Schizophrenic  and  drug-abusing 
patients  had  experienced  their  symptoms  for  approximately 
four  times  as  long  as  neurotic  patients  (28  months  and  30 
months  respectively).  Two-thirds  of  the  schizophrenic  pa- 


tients were  troubled  by  multiple  symptoms,  while  only  one- 
third  of  the  neurotic  and  drug-abusing  physicians  reported 
more  than  one  primary  symptom.  Somewhat  surprisingly, 
suicidal  thoughts  or  attempts  were  uncommon  in  schizo- 
phrenic patients. 

Psychiatric  symptoms  were  found  to  have  interfered  se- 
riously with  job  performance  in  30%  of  the  cases.  The  severi- 
ty of  symptoms  typically  resulted  in  an  inability  to  function  for 
the  neurotic  and  psychotic  physician.  Drug-abusing  physi- 
cians most  frequently  showed  improper  behavior  which 
subsequently  was  brought  to  the  attention  of  the  medical 
society. 

Physicians’  alcohol  and  drug  abuse 

Alcohol  and  drug  abuse  occurred  as  a symptom  in  62%  of 
the  hospitalized  physicians.  It  was  common  in  all  diagnostic 
groups:  25%  of  the  neurotic  physicians  and  more  than  50% 
of  the  psychotic  physicians  had  histories  of  significant  abuse. 
(Obviously  100%  of  the  physicians  who  received  a primary 
diagnosis  of  drug  or  alcohol  addiction  were  substance 
abusers.)  Of  those  physicians  with  substance  abuse  as  a 
symptom  (N  = 44),  23%  exclusively  used  alcohol,  27%  mixed 
alcohol  and  other  drugs,  and  50%  exclusively  used  drugs. 
Two-thirds  of  the  exclusively  drug-abusing  physicians  used 
amphetamines,  barbiturates,  and  narcotics. 

Physicians  who  received  a primary  diagnosis  of  alcohol  or 
drug  abuse  also  had  extended  histories  of  abuse.  The  mean 
duration  of  drug  abuse  before  hospitalization  was  5.7  years, 
while  alcohol  was  abused  for  9.6  years.  These  and  other 
trends  in  our  data  lend  credence  to  the  notion  that  alcohol- 
abuse  typically  preceded  drug  abuse.  Approximately  25%  of 
the  substance-abusing  physicians  began  using  drugs  follow- 
ing a medical  illness. 

Follow-up  and  discussion 

Follow-up  information  was  available  on  20  (26%)  of  the  77 
hospitalized  physicians  studied.  The  information  is  signi- 
ficant, despite  the  small  size  and  possible  bias  of  the  sam- 
ple.:): Thirteen  of  the  20  physicians  were  rehospitalized,  and 
seven  others  had  died.  Suicide  was  the  cause  of  death  in 
three  instances  and  a possible  cause  in  three  other  cases. 
Four  of  the  six  deaths  were  physicians  who  had  received  a 
primary  diagnosis  of  drug  abuse.  This  negative  outcome 


i The  sample  may  be  unrepresentative  because  a follow-up  was  not  sys- 
tematically undertaken.  Information  on  these  20  cases  was  available  primarily 
because  of  the  extremely  negative  outcomes  (eg,  rehospitalization  and  death). 
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supports  Dalton  and  Duncan’s20  rather  chilling  conclusion, 
reached  after  studying  18  drug-dependent  physicians,  that 
doctors  who  develop  a dependence  on  drugs  tend  either  to 
become  abstainers  or  die.  In  the  present  study,  the  most  con- 
servative estimate  of  the  suicide  rate  for  the  population  of 
psychiatrically  hospitalized  physicians  was  approximately  1 
in  1 3;  it  was  twice  that  in  the  category  of  drug-abusers.  In 
stark  contrast,  the  suicide  incidence  for  the  general  popula- 
tion in  the  United  States  is  approximately  1 in  10,000.  In 
short,  psychiatrically  disturbed  physicians  and  drug-abusing 
physicians  in  particular  were  at  exceedingly  high  risk  for 
suicide. 

Thus,  in  the  present  study,  the  treatment  outcome  was 
extremely  negative  for  approximately  one-quarter  of  the  hos- 
pitalized physicians.  Although  little  is  known  about  the  out- 
come of  the  remaining  three-quarters  of  the  hospitalized 
physicians,  other  authors  have  commented  on  physicians’ 
reluctance  to  remain  in  outpatient  treatment.  Despite  such 
resistance,  research  has  shown  that  even  physicians  with 
severe  psychoses,  drug  or  alcohol  addictions,  and  repeated 
hospitalizations  have  managed  successful  medical  careers, 
given  appropriate  psychiatric  treatment.620 

Summary  and  recommendations 

The  results  of  our  investigation  are  strikingly  concordant  with 
other,  more  recent  studies  of  hospitalized  physicians.9 10 
Despite  the  "antiquity’’  of  the  data  (1960-1970),  § it  is  repre- 
sentative and  the  following  generalizations  can  be  made: 
Physicians,  both  male  and  female,  are  vulnerable  to  severe 
psychological  disturbance.  Psychiatrists,  physicians  in  solo 
practice,  and  those  in  their  early  40s  seemed  especially  at 
risk.  Physicians  may  deny  or  minimize  their  emotional  prob- 
lems, or  be  reluctant  to  turn  to  their  family  or  colleagues  for 
help.  Depression  and  suicidal  ideation  are  the  most  com- 
mon symptoms.  Excessive  alcohol  or  drug  use  often  occurs 
as  an  attempt  at  self-medication,  or  in  an  effort  to  increase 
work  efficiency  or  capacity.  Drug  and  alcohol  abuse  often 
begins  following  a major  life  change  or  serious  medical  ill- 
ness. Physicians  eventually  receive  treatment  (either  volun- 
tarily or  involuntarily)  at  a late  stage  in  their  psychological 
decompensation.  Their  symptoms  have  often  persisted  and 
worsened  over  a number  of  years.  Once  hospitalized,  physi- 


cians typically  are  less  likely  to  receive  a pathological  diag- 
nosis, often  have  shorter  hospitalizations,  and  are  more  dif- 
ficult patients  to  treat  than  the  general  hospital  population. 
Those  that  complete  hospital  treatment  improve  and  have  a 
more  positive  prognosis.  The  outcome  is  often  negative  for 
physicians  discharged  against  medical  advice  and  those 
with  substance-abuse  problems.  Generally,  emotionally  dis- 
turbed physicians,  and  drug-abusing  physicians,  in  particu- 
lar, are  at  exceedingly  high  risk  for  suicide. 
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§ Diagnostic,  treatment,  and  population  differences  between  this  study's  sam- 
ple and  a more  contemporary  one  are  relatively  minor.  Today,  for  example, 
psychiatric  patients  typically  have  shorter  hospitalizations,  more  diagnoses  of 
borderline  character,  more  family  therapy,  and  are  less  likely  to  be  involuntarily 
committed  than  they  were  ten  years  ago. 

54 


TEXAS  MEDICINE 


PAIN  AND  TENSION 

Double  fault  for  .JIM 

weekend  warriors  JUR 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC— Abbreviated  Summary 

‘INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

"Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  andor  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i.e. 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dcse  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g . 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics, has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulled  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide, 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  nof  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness.  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow,  CNS  stimulants,  e g , caffeine.  Metrazol.  or  ampheta- 


mine, may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress.  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1 -4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses,  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness.  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  ^ 1981,  Wyeth  Laboratories 
All  rights  reserved 

’This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 

Wygesic;6 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  m combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de> 
pressants  has  an  additive  depressant  effect.  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine's  al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 
USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e.g  driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group. 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients:  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness.  head- 
ache. weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions.  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended,  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume,  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse.  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity.  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably.  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures. 
Analeptic  drugs  (e  g.  caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen.  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen.  Since  acetami- 
nophen m overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information.  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Peripheral  neuropathy: 
etiological,  clinical 
laboratory  and 
electrodiagnostic 
correlation 

Peripheral  neuropathy  is  a common  and  sometimes 
disabling  syndrome  often  seen  in  clinical  and  electro- 
diagnostic practice.  The  electrodiagnostic  procedure  is 
only  a part  of  the  evaluation.  To  evaluate  the  follow-up 
of  patients  with  a diagnosis  of  peripheral  neuropathy,  a 
retrospective  study  of  the  charts  of  96  patients  seen  in 
the  electrodiagnostic  laboratory  of  a large  university 
hospital  was  performed.  Each  patient’s  chart  was  exam- 
ined for  medical  history,  clinical  course,  laboratory 
evaluations,  and  electrodiagnostic  studies.  This  paper 
discusses  the  different  etiological  factors  involved  in 
peripheral  neuropathy  and  the  correlation  between 
clinical,  laboratory,  and  electrodiagnostic  findings.  We 
also  suggest  a plan  to  evaluate  patients  with  a clinical 
diagnosis  of  peripheral  neuropathy. 


Peripheral  neuropathy  is  a common  and  sometimes  dis- 
abling syndrome  often  seen  in  clinical  and  electrodiagnostic 
practice.  It  became  apparent  to  the  authors  that  in  a large 
number  of  cases  with  peripheral  neuropathy,  specific 
etiologies  were  not  found.  In  addition,  a significant  number 
of  patients  referred  for  electrodiagnostic  testing  had  a pres- 
enting diagnosis  other  than  peripheral  neuropathy  and 
exhibited  diffuse  slowing  of  their  nerve  conduction  velocities 
(NCV).  Thus,  the  electrodiagnostic  procedure  is  only  a part 
of  the  evaluation  in  a patient  with  peripheral  neuropathy. 
This  paper  evaluates  the  etiology,  clinical,  and  laboratory 
correlation  of  patients  with  electrodiagnostic  evidence  of 
peripheral  neuropathy. 

Methods  and  materials 

A retrospective  study  involved  96  patients  seen  in  the  elec- 
trodiagnostic laboratory  of  a large  university  hospital  They 


ranged  in  age  from  22  to  76  years  (Fig  1).  Sixty-three  per- 
cent were  male.  A previous  study6  in  our  department  had 
resulted  in  a standardized  value  of  45.64  ± 4.7  meters  per 
second  motor  NCV  for  the  lower  extremity.  An  NCV  of  more 
than  one  standard  deviation  (40.97  meters  per  second)  was 
considered  suggestive  of  peripheral  neuropathy,  and  more 
than  two  standard  deviations  (36.30  meters  per  second) 
compatible  with  peripheral  neuropathy,  if  these  abnor- 
malities were  demonstrated  in  two  extremities. 

Motor  NCV  studies  were  carried  out  using  a standard 
technique  of  stimulating  the  tibial  and  peroneal  nerves  at 
the  ankle  and  knee  using  attaching  surface  recording  elec- 
trodes over  the  extensor  digitorum  brevis  or  abductor 
hallucis  muscles.  A TECA  Model  B-2  electromyograph  was 
used.  The  patients'  hospital  charts  were  obtained  from  our 
medical  records  office  and  reviewed  by  the  authors.  The  fol- 
lowing items  were  evaluated:  age;  sex;  present  and  past 
medical  history;  admitting  and  discharge  diagnoses;  evalua- 
tion of  signs  and  symptoms  (onset,  area,  characteristics); 
laboratory  evaluations  (blood  sugar,  glucose  tolerance  test); 
blood  urea  nitrogen,  serum  B12  and  folic  acid  levels,  and 
porphyrin;  electrodiagnostic  findings  (electromyogram  and 
nerve  conduction  velocities). 

Results  and  discussion 

Of  the  96  charts  reviewed,  the  most  striking  finding  was  in- 
complete clinical  and  laboratory  evaluation  of  patients  with 
an  electrodiagnostic  study  suggestive  of  or  compatible  with 
peripheral  neuropathy  (Fig  2). 

Less  than  10%  of  the  patients  with  electrodiagnostic  evi- 
dence of  peripheral  neuropathy  were  younger  than  40  years 
of  age.  Among  the  remaining  90%,  the  greater  incidence  of 
peripheral  neuropathy  occurred  in  the  51  to  70  year  age 
group  (60%  of  the  total).  The  incidence  of  peripheral  neu- 
ropathy, in  our  series,  increased  with  age  in  a linear  fashion, 
stabilized  by  age  50,  and  then  declined  after  age  71 . 

Thirty-two  patients  (33.3%)  were  admitted  with  the  diag- 
nosis of  peripheral  neuropathy,  20  patients  (21%)  with  low 
back  pain,  and  12  patients  (12.5%)  with  diabetes  (but  no 
mention  of  peripheral  neuropathy).  The  remaining  cases  in- 
cluded various  diagnoses  such  as  rheumatoid  arthritis, 
peripheral  vascular  disease,  etc.  Of  the  96  patients  diag- 
nosed as  having  electromyographic  evidence  of  peripheral 
neuropathy  during  their  hospitalization,  only  42  were  dis- 
charged with  this  diagnosis. 

Evaluation  of  charts  for  present  medical  history  revealed 
51  charts  (53%)  with  currently  accepted  evaluation  of  the 
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1 . Age  distribution 


Age 

No  of  Cases 

Percentage 

20-30 

3 

3.1 

31-40 

6 

6.3 

41-50 

15 

15.6 

51-60 

28 

29.2 

61-70 

28 

29.2 

71  and  over 

16 

16.6 

2.  Clinical  evaluation 


Item  Evaluated 

No.  Charts  with  Reports 

% 

Age 

96 

100 

Sex 

96 

100 

Adequate  present 

medical  history 

51 

53 

Adequate  past 

medical  history 

38 

39 

3.  Signs  and  symptoms 

Symptoms 

Signs 

No. 

% 

No 

% 

Sensory 

16 

31 

27 

53 

Motor 

7 

14 

5 

10 

Motor  and  sensory 

20 

39 

9 

17 

None 

8 

16 

10 

20 

4.  Laboratory  evaluations  performed  in  the  96  charts  examined. 

Laboratory 

Performed 

No.  % 

Abnormal 

No  % 

Blood  sugar 

80 

82.2 

32 

33 

Glucose  tolerance  test  (GTT) 

26 

27.0 

20 

77 

BUN 

56 

59.0 

6 

12 

Serum  B-12  & folic  acid 

4 

4.2 

0 

0 

Porphyrin 

4 

4.2 

0 

0 

known  signs  and  symptoms  seen  in  cases  of  peripheral 
neuropathy.  In  those  51  patients,  25  (26%)  had  signs  for 
less  than  six  months,  six  (6.2%)  had  signs  from  six  to  12 
months,  12  (12.5%)  had  signs  for  more  than  12  months, 
and  eight  (8.3%)  had  no  signs  and/or  symptoms  of  periph- 
eral neuropathy.  Thirty-one  (32.3%)  had  symptoms  in  the 
lower  extremities,  only  four  (4%)  had  symptoms  in  the  upper 
extremities  only,  eight  (8.3%)  had  symptoms  in  both  upper 
and  lower  extremities,  and  eight  (8.3%)  had  no  signs  or 
symptoms  indicative  of  peripheral  neuropathy.  These  data 
correlate  well  with  earlier  series  reported  in  the  literature 
which  showed  a predominance  of  findings  in  the  lower 
extremities.10 

The  types  of  signs  and  symptoms  in  the  51  charts 
are  shown  in  Fig  3.  These  findings  are  similar  to  other 
reported  series,  with  both  showing  a greater  prevalence  of 
sensory  symptoms.10  Overall,  these  findings  seem  to  indi- 
cate that  in  those  patients  with  adequate  evaluation,  the 
onset  of  symptoms  was  recent,  the  greatest  percentage  of 
signs  and  symptoms  were  in  the  lower  extremities,  and  the 
presence  of  sensory  symptoms  was  predominant. 

In  38  patients  (39.5%)  in  which  the  past  medical  history 
was  completely  evaluated,  recorded  data  revealed  a history 
of  diabetes  mellitus,  arteriosclerosis,  hypertension,  or 
alcoholism. 

Thorough  evaluation  of  the  laboratory  data  present  in 
each  chart  was  conducted  to  see  if  an  etiology  for  the  pe- 
ripheral neuropathy  could  be  determined  (Fig  4).  These 
laboratory  data  revealed  that  the  study  most  often  yielding 
abnormal  results  was  that  study  measuring  sugar  metabo- 
lism. These  data  also  indicated  that  the  glucose  tolerance 
test  (GTT)  yields  a greater  percentage  of  expected  abnor- 
mality than  does  a random  test  of  serum  blood  sugar.  Thus, 
in  those  patients  where  a diagnosis  of  peripheral  neuropa- 
thy is  highly  suspected,  a GTT  is  recommended. 

All  patients  had  NCVs  compatible  with  a diagnosis  of  pe- 
ripheral neuropathy.  Abnormal  electromyographic  findings 
were  present  in  82  patients  (85%).  These  findings  included 
the  presence  of  fibrillations  and/or  positive  sharp  waves  in 
20  patients  (21%)  and  polyphasic  potentials  plus  decreased 
motor  recruitment  patterns  in  62  patients  (64%). 

The  electromyographic  data  presented  in  our  study  not 
only  confirm  but  also  demonstrate  that  electrodiagnosis  is 
one  of  the  most  valuable  diagnostic  tools  in  assessing  the 
peripheral  nervous  system.  This  has  also  been  advocated 
by  those  individuals  highly  respected  in  the  field  of  electro- 
myography who  contribute  frequently  to  the  literature.5 


Discussion 

Peripheral  neuropathy  is  a well  recognized  entity  affecting 
many  individuals.  This  fact  has  been  established  for  many 
years  through  the  efforts  of  devoted  investigators  in  the  field 
of  electromyography.  In  addition,  modern  technological  ad- 
vances allow  the  study  of  the  peripheral  nerves  to  an  extent 
that  was  not  possible  several  decades  ago.  In  spite  of  these 
developments,  it  appears  that  there  is  still  no  clear  under- 
standing of  the  syndrome  of  peripheral  neuropathy, 
particularly  in  the  areas  of  etiology,  clinicopathologica!  cor- 
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relation,  and  treatment. 

For  many  patients,  the  cause  of  peripheral  neuropathy  is 
unknown  despite  extensive  and  costly  examinations.  How- 
ever, some  peripheral  neuropathies  are  associated  with 
systemic  disease  and  certain  clinical  features  can  suggest 
studies  which  may  yield  positive  results.1 2 3 4 5 6 7 8 9  There  are  neu- 
ropathies which  are  reversible,  such  as  those  secondary  to 
nutritional  deficiencies291'  13  uremic  neuropathy  reversed  by 
successful  renal  transplantation,10  as  well  as  some  infec- 
tious and  postinfectious  and  toxic  neuropathies.  A basic 
understanding  of  the  pathophysiologic  process  and  its  clini- 
cal correlation  would  aid  the  clinician  in  determining  the 
etiology  of  this  process.  A modified  classification  of 
Howard’s  guide  to  the  diagnosis  of  systemic  disease  in  a 
patient  with  peripheral  neuropathy8  is  outlined  in  Fig  5. 

Once  the  etiological  factors  are  considered  and  a complete 
history  and  physical  examination  have  been  done,  a sys- 
tematic laboratory  evaluation  is  recommended.  Ideally, 
sensory  and  motor  nerve  conduction  studies  (including 
sural  nerve  studies,  late  responses,  such  as  F wave  and  H 
reflex,  and  somatosensory  evoked  responses)  would  be  the 
best  means  of  establishing  whether  a patient  has  peripheral 
neuropathy.  An  outline  of  the  most  pertinent  laboratory  stud- 
ies is  presented  in  Fig  6.  Early  diagnosis  is  of  utmost 
importance,  particularly  in  cases  of  heavy  metal  neuropa- 
thy,34 toxic  neuropathies  due  to  industrial  agents,7  or  in 
autoimmune  disorders  affecting  peripheral  nerves,  such  as 
Guillain-Barre  syndrome.  In  addition,  the  differential  diag- 
nosis of  compression  neuropathies  should  be  kept  in  mind 
since  they  can  mimic  the  systemic  neuropathies  at  times. 

Also,  the  clinician  should  be  aware  that  autonomic  nerve 
dysfunction  may  be  associated  with  peripheral  neuropathy. 
This  can  be  manifested  by  impaired  sweating,  postural  hypo- 
tension, disturbance  in  heart  rate,  and  bladder  dysfunction. 

Summary 

A retrospective  study  of  96  charts  of  patients  in  whom  an 
electrodiagnostic  evaluation  was  indicative  of  peripheral  neu- 
ropathy was  undertaken.  It  is  our  belief  that  a basic  under- 
standing of  the  pathophysiologic  process  and  its  clinical  cor- 
relation would  aid  the  clinician  in  determining  the  etiology 
and  effective  treatment  of  this  disorder.  A classification  of  pe- 
ripheral neuropathies  by  etiology  and  a series  of  routine 
laboratory  procedures  can  aid  in  diagnosis. 
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5.  Etiology. 


Heredity 

Djerine-Sottas  disease,  porphyria  Charcot- 
Marie-Tooth  syndrome,  Roussy-Levy 
syndrome,  Refsum’s  syndrome,  Tangier's 
disease,  Riley-Day  syndrome 

Infectious,  postinfectious, 
and  inflammatory 

Herpes,  serum  sickness,  Guillain-Barre 
syndrome,  leprosy,  sarcpid,  diphtheria, 
syphilis,  mononucleosis 

Nutritional  deficiency 

Avitaminosis,  beriberi,  pellagra,  amblyopia, 
oroaenital  signs,  dermatitis,  isoniazid  therapy, 
alcoholism,  malabsorption  syndromes, 
postgastrectomy 

Metabolic  or  associated 
with  systemic  disease 

Diabetes,  anemia,  cancer,  lymphomas, 
connective  tissues,  uremia,  amyloidosis, 
porphyria 

Toxic 

Lead,  arsenic,  mercury,  thallium,  Dilantin, 
Furadantin,  vincristine,  chloroquine,  tetanus 
toxoid,  triorthocreasyl  phosphate,  many 
organic  phosphorous  compounds,  acryla- 
mide, carbon  disulfide,  trichloroethylene, 
n-hexane,  carbon  monoxide,  methylbromide, 
DDT,  nitrous  oxide 

Angiopathic  arteritis 

Polyarteritis  nodosa,  rheumatoid  lupus, 
scleroderma,  Sjogren’s  syndrome,  Wegener's 
granulomatosis,  cranial  arteritis 

6.  Routine  laboratory  procedures. 

1.  Urinalysis 

2.  Complete  blood  count 

3.  Sedimentation  rate 

4.  BUN  and/or  creatinine 

5.  Blood  glucose  and/or  glucose  tolerance  test 

6.  Triglycerides  and  cholesterol  levels 

7.  Chest  roentgenograms 

With  other  studies  as  indicated  such  as: 

1 . Serum  B-1 2 and  folic  acid 

2.  Urine  for  porphyrin  and  porphobilinogen 

3.  Urine  for  heavy  metals 

4.  Serum  lead  levels 

5.  Blood  pyruvate  levels 

6.  Tetramethyl  hexadecanoic  acid  (serum  & tissues) 

7.  Specific  drug  levels 

8.  Sensory  and  motor  nerve  conduction  velocity  studies  and  EMG 

9.  Liver  function  studies 

10.  Nerve  biopsy 
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Annular  pancreas:  a 
case  report  and  review 
of  the  literature 

A 9-year-old  girl  with  annular  pancreas  and  consequent 
chronic  duodenal  obstruction  is  described.  Her  symp- 
toms had  been  present  for  six  years.  Examination  in- 
cluded an  upper  gastrointestinal  series,  a barium 
enema,  and  an  esophagogastroduodenoscopy.  The 
papilla  of  Vater  was  not  visualized.  At  surgery  she  was 
found  to  have  nearly  complete  obstruction  of  the  second 
portion  of  the  duodenum  due  to  the  complete  ring  of  the 
annular  pancreas.  A duodenojejunostomy  was  done. 

The  patient  has  done  well  since  the  operation.  Theories, 
clinical  symptoms,  and  treatments  of  reported  cases  are 
discussed. 


A 9-year-old  Arab  girl  was  referred  to  Tawam  Hospital  for  cor- 
rection of  a duodenal  obstruction.  Her  symptoms  included 
abdominal  pain,  nausea  and  vomiting,  and  fullness  postpran- 
dially.  The  pain  was  relieved  by  vomiting.  These  symptoms 
had  begun  at  age  3.  She  had  been  previously  examined  in 
another  hospital  where  she  was  found  to  have  an  obstruction 
of  the  second  portion  of  the  duodenum. 

An  upper  gastrointestinal  series  showed  nearly  complete 
obstruction  at  the  level  of  the  second  portion  of  the  duo- 
denum and  gross  dilation  of  the  stomach  and  proximal 
duodenum  (Fig  1 ).  A barium  enema  showed  no  abnormali- 
ties, except  for  a larger-than-normal  diameter  of  the  colon. 
The  hemoglobin  was  12  gm%;  the  hematocrit  was  35.5%. 
Results  of  urinalysis  were  normal.  The  prothrombin  time  and 
the  partial  prothrombin  time  were  normal. 

Nasogastric  suction  was  started  to  decompress  the  stom- 
ach and  duodenum.  Two  days  later  the  patient  underwent  an 
esophagogastroduodenoscopy  which  revealed  an  enormous 
dilation  of  the  duodenum.  The  papilla  of  Vater  was  not  visu- 
alized. An  exploratory  laparatomy  revealed  an  annular  pan- 
creas causing  nearly  total  obstruction  at  the  second  portion 
of  the  duodenum.  The  band  was  about  4 cm  across  and  com- 

At  the  time  material  for  this  report  was  gathered,  the  author  was  with  the  De- 
partment of  Surgery,  Tawam  Hospital.  Wittacker  Corporation,  Al  Ain  Abu 
Dhabi,  United  Arab  Emirates 
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pletely  encircled  the  duodenum  (Fig  2).  The  distal  duodenum 
was  small.  A duodenojejunostomy  was  performed.  Post- 
operatively  the  patient  did  well  and  was  dismissed  from  the 
hospital  on  the  ninth  day  after  surgery.  She  has  been  fol- 
lowed in  the  clinic  and  has  continued  to  do  well. 

Discussion 

Annular  pancreas  is  a relatively  rare  condition,  especially  in 
this  age  group.  In  reviewing  the  literature,  I found  that  278 
cases1  had  been  reported  through  January  1980.  This  con- 
genital anomaly  was  first  reported  to  Tiedemann  in  1 81 8. 2 
Later  the  condition  was  named  annular  pancreas  by  Ecker3 
because  of  the  ring-like  effect  around  the  duodenum.  Vidal4 
in  1 905  was  the  first  to  operate  successfully  on  a case  by 
performing  a gastrojejunostomy. 

In  normal  development,  two  entodermal  outpouchings,  one 
dorsal  and  one  ventral,  form  along  the  foregut  of  the  3-4  mm 
embryo  during  the  fourth  week  of  gestation.  The  dorsal  out- 
pouching. or  bud,  matures  into  the  body  and  tail  of  the  pan- 
creas; the  ventral  outpouching,  via  one  of  two  subsequent 
buds,  matures  into  the  head  and  neck  of  the  pancreas.  Gas- 
tric rotation,  along  with  duodenal  and  common  duct  growth 
and  elongation,  brings  these  ventral  anlagen  in  a rotary 
movement  to  the  embryo’s  right,  then  dorsally,  then  to  the 
left.  The  ventral  pancreas,  which  lies  against  its  dorsal 
counterpart  by  the  eighth  week  of  gestation,  contains  the  ma- 
jor exocrine  conduit,  the  major  pancreatic  duct  of  Wirsung. 
Distally  the  dorsal  pancreatic  duct  of  Santorini  persists, 
coursing  through  the  dorsal  pancreatic  tail  and  body  into  the 
proximal  part  of  this  duodenum. 

The  two  most  popular  theories  on  the  formation  of  an  an- 
nular pancreas  are  those  of  Lecco  and  of  Baldwin,  Bremer, 
and  Bockus. 

Lecco’s  theory5  is  that  as  the  left  ventral  bud  atrophies,  the 
tip  of  the  right  ventral  bud  adheres  to  the  anterior  part  of  the 
duodenum,  and  a stretched  portion  of  the  pancreas  is  left 
after  rotation  and  elongation  of  its  remaining  portion. 

Baldwin,6  Bremer,7  and  Bockus8  suggested  that  the  forma- 
tion is  caused  by  failure  of  the  left  ventral  bud  to  atrophy. 

Such  an  explanation  means  that  there  must  be  a subsequent 
fusion  of  ducts. 

The  clinical  onset  of  symptoms  from  the  annular  pancreas 
depends  on  the  degree  of  obstruction  that  is  present.  The 
neonatal  period  and  the  fourth  and  fifth  decades  of  life  are 
most  commonly  the  periods  when  symptoms  occur. 

In  the  neonatal  period,  vomiting  usually  begins  in  the  first 
few  hours  of  life.  The  roentgenograms  of  the  abdomen  are 
typical  of  duodenal  obstruction  with  the  characteristic  “dou- 
ble bubble”  sign. 

In  adults,  the  onset  of  symptoms  is  insidious.  Usually 
symptoms  are  present  for  several  years,  and  the  patient  may 
have  undergone  operations  on  the  biliary  tract  or  upper  gas- 
trointestinal tract.  The  most  common  presenting  symptom  is 
pain  in  the  upper  abdomen  and  postprandial  fullness,  nau- 
sea— and  vomiting,  which  relieves  abdominal  pain.  Roent- 
genograms usually  show  the  defect  in  the  second  portion  of 
the  duodenum.  Diagnosis  usually  can  be  made  by  the  pres- 
ence of  an  extrinsic  mass  pressing  on  the  lateral  lumen  of  the 
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second  portion  of  the  duodenum.  Endoscopic  retrograde 
j cholangiopancreatography  (ERCP)  has  been  used  recently 
by  Dharmsathaphorn9  and  Glazer10  to  diagnose  three  cases. 

Tawam  Hospital  has  been  open  for  little  more  than  a year, 
and  we  do  not  have  enough  data  at  the  present  time  to  indi- 
cate the  incidence  of  this  malformation  in  the  Arab  population 
of  our  community.  There  does  appear  to  be  a high  incidence 
of  other  malformations  such  as  intestinal  atresia,  tracheo- 
esophageal fistulas,  and  congenital  diaphragmatic  hernias. 

There  is  also  a high  incidence  of  associated  congenital  ab- 
normalities, such  as  tracheoesophageal  fistulas  and  cardiac 
defects,  which  are  life  threatening.  In  the  older  patient  there 
is  an  increased  incidence  of  duodenal  and  gastric  ulcers. 
Pancreatitis  can  cause  an  obstruction. 

Surgical  attempts  to  divide  the  annulus  have  usually  been 
met  with  many  difficulties.  A complication  rate  of  55%  was 
reported  by  Reemtsma.'1  This  is  due  to  the  pancreatitis  and 
pancreatic  fistulas  as  well  as  problems  with  duodenal  fistulas 
and  stenosis  which  are  not  relieved  by  cutting  the  ring. 

There  is  a nearly  unanimous  decision  to  short-circuit  the 
obstruction.  If  there  is  an  adequately  large  duodenum  distal 
to  the  obstruction  and  a small  annulus,  duodenoduodenos- 
tomy  may  be  performed.  The  most  commonly  used  proce- 
dure is  duodenojejunostomy. 
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1 Upper  gastrointestinal  study  showing  dilated  proximal  duodenum  due  to 
annular  pancreas 


2 Sketch  drawing  of  operative  findings  showing  annular  pancreas. 
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Purpura  fulminans 

Purpura  fulminans  is  a severe,  often  fatal  hemorrhagic 
disorder.  Early  recognition  and  prompt  treatment  may  be 
lifesaving.  A child  with  purpura  fulminans  who  was  suc- 
cessfully treated  is  reported  in  this  paper.  Pathogenesis 
of  the  coagulopathy  is  discussed  and  a therapeutic  ap- 
proach is  presented. 


The  term  purpura  fulminans  describes  a series  of  events  that 
leads  rapidly  to  death  from  disseminated  intravascular  coag- 
ulation and  exsanguination.  The  rapidity  of  their  progression 
and  the  difficulty  of  separating  them  from  similar  findings  in 
other  diseases  make  specific  recognition  and  prompt  treat- 
ment both  essential  and  difficult.  The  purpose  of  this  paper  is 
to  improve  the  recognition  of  this  disorder  and  to  describe 
appropriate  therapy. 

Purpura  fulminans  originally  was  described  by  Henoch  in 
1887  as  characterized  by  bleeding  into  the  skin,  formation  of 
bullae  in  the  area  of  hemorrhage,  absence  of  bleeding  from 
mucous  membranes,  and  rapid  progression  to  death.  Ane- 
mia and  hemorrhage  were  the  only  autopsy  findings.  This 
description  was  accepted  for  almost  a century,  until  knowl- 
edge of  the  pathogenesis  and  accurate  review  of  the  report- 
ed cases  prompted  Hjort  (1964)  and  Spicer  (1976)  to  define 
the  disease  in  greater  detail. 1 2 

Case  report 

A 7-year-old  Latin  American  boy  presented  to  the  emergency 
room  with  a two-day  history  of  bruising  which  had  progressed 
to  hemorrhagic  bullae  over  the  past  24  hours  (Fig  1 ) . One 
week  before  this  presentation,  a “sore  throat"  and  low-grade 
fever  had  been  treated  with  intramuscular  penicillin. 

Initial  physical  examination  revealed:  temperature  36.8  C, 
pulse  rate  1 30/per  minute,  blood  pressure  90/50  mm  Hg,  ec- 
chymoses  over  both  lower  extremities,  and  a large  hemor- 
rhagic bulla  over  the  dorsum  of  the  left  foot.  Coagulation 
profile  was  as  follows:  prothrombin  time  50  seconds  (control 
1 2),  partial  thromboplastin  time  1 1 0 seconds  (control  27), 
fibrinogen  46  mg/dl  (normal  150-250),  platelets  60,000/ 
mm3,  hemoglobin  12gm/dl,  hematocrit  37%.  Heparinization 
by  continuous  infusion  was  begun.  Platelet  count  and 
fibrinogen  returned  to  normal  within  24  hours,  but  additional 
bullae  appeared  on  both  legs  in  the  first  eight  to  1 2 hours. 
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Heparin  treatment  was  continued  to  maintain  the  prothrom- 
bin time  at  1 Vz  times  control  (1 8 to  20  seconds).  On  the  fifth 
hospital  day  the  heparin  infusion  was  interrupted  for  one  hour 
because  of  a failure  of  the  continuous  infusion  pump.  The 
patient  developed  massive  bleeding  into  the  soft  tissues  of 
the  neck  with  return  of  the  abnormal  values  of  coagulation 
profile  demonstrated  at  admission.  Hemostasis  was  restored 
with  a double  volume  exchange  transfusion  using  fresh 
whole  blood,  but  heparin  therapy  was  not  continued  because 
of  the  high  risk  connected  to  the  bleeding  in  the  neck.  On  the 
twelfth  day  of  hospitalization,  the  patient  developed  hema- 
turia and  evidence  of  a pulmonary  embolus.  Hemorrhagic 
bullae  similar  to  the  skin  lesion  were  demonstrated  in  his 
bladder.  Heparinization  was  reinstituted  and  continued  for 
four  weeks.  The  patient  was  discharged  on  long-term  oral 
anticoagulation  treatment,  which  was  discontinued  after  1 4 
months,  without  complications.  The  patient  also  required 
multiple  surgical  revisions  of  his  eschars  and  treatment  of  a 
urethral  stricture  secondary  to  his  hemorrhagic  cystitis. 

Characteristics  of  the  disease 

Purpura  fulminans  (PF)  has  been  reported  from  birth3  to  744 
years  of  age  but  occurs  primarily  in  children  up  to  12  years. 
Patients’  median  age  is  5 years.  There  is  no  sex  predilec- 
tion, and  familial  occurrence  is  rare.  The  incidence  of  PF  in- 
creases in  the  winter  and  spring,  and  generally  is  preceded 
by  a benign  illness  such  as  an  upper  respiratory  infection.  A 
variable  latency  period  (up  to  four  weeks)  separates  the  pro- 
dromal illness  from  the  onset  of  purpura.  In  some  cases  PF 
follows  other  viral  infections,  such  as  varicella.  Bacterial 
pneumonia,  cellulitis,  abscesses,  and  scarlet  fever  also  may 
precede  the  syndrome.  Use  of  therapeutic  agents,  particu- 
larly intramuscular  penicillin,  has  been  associated  with  PF.' 25 
One  patient  with  monoclonal  gammopathy  and  PF  also  has 
been  described.6  Patients  with  PF  without  prodromal  illness 
or  history  of  drug  ingestion  have  been  reported.2 

The  onset  of  the  disease  is  sudden.  The  patient  has  a 
rapid  onset  of  fever,  tachycardia,  tachypnea,  and  ecchy- 
moses.  Blood  pressure,  platelet  counts,  hemoglobin,  and 
coagulation  profile  become  abnormal  within  hours.  The  skin 
lesions  tend  to  be  symmetrically  distributed  over  buttocks, 
thighs,  ankles,  and,  less  frequently,  upper  extremities  and 
abdomen.  Chest,  head,  and  neck  generally  are  spared.1 2 
The  characteristic  lesions  begin  as  small,  well-defined 
patches  of  erythema  that  rapidly  become  confluent  and  ec- 
chymotic.  The  central  area  of  ecchymosis  progresses  to 
hemorrhagic  necrosis  with  production  of  bullae,  containing 
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[sterile  fluid.  The  necrotic  area  then  forms  a thick  eschar  that 
^gradually  separates  as  granulation  tissue  forms  beneath  it. 
The  eschar  may  be  extensive  and  cause  vascular  compro- 
mise: Loss  of  digits  and  large  amounts  of  soft  tissue,  or  entire 
extremities,  is  a frequent  complication  even  with  early  ag- 
gressive care.7  The  skin  lesions  occur  in  “waves"  over  sever- 
al days.  Conjunctival  bleeding,  epistaxis,  hematemesis,  he- 
imatochezia,  and  hematuria  are  rare.2 

A severe  consumptive  coagulopathy  is  present  (dissemi- 
nated intravascular  coagulation  [DIC]).  Prothrombin  time  and 
partial  thromboplastin  time  are  prolonged,  fibrin  split  prod- 
ucts are  increased,  and  fibrinogen  is  decreased.  Platelet 
((counts  range  from  50,000  to  150,000  platelets/mm3.  Factor 
V,  VII,  and  VIII  are  decreased  in  some  patients,  but  in- 
creased antithrombin  III  is  reported  in  others.'  38 

The  hemoglobin  level,  which  may  be  initially  normal,  falls 
rapidly  in  12  to  24  hours  because  of  massive  bleeding  into 
the  skin  and  microangiopathic  hemolytic  anemia.  The  periph- 
eral blood  smear  shows  schistocytes,  helmet  cells,  and  mi- 
crospherocytes.  White  cell  count  usually  exceeds  20,000 
S’cells/mm3,  with  a definite  left  shift.9 

The  hemorrhage  and  local  necrosis  are  rapidly  progres- 
fsive;  an  entire  extremity  may  be  involved  within  hours. 

Biopsy  of  the  lesions  shows  hemorrhagic  necrosis.  Perivas- 
cular infiltration  with  inflammatory  cells  around  small  capil- 
laries and  veins  has  been  described.58  There  is  little  histol- 
ogic evidence  of  an  intramuscular  inflammatory  process. 

The  small  vessels  in  involved  areas  are  filled  with  fibrin  and 
platelet  thrombi.  Similar  hemorrhage,  thrombosis,  and  necro- 
sis may  occur  in  bowel,  bladder,  brain,  kidney,  and  other 
organs.2589 

Pathogenesis 

Attempts  have  been  made  to  relate  the  DIC,  hemolytic  ane- 
mia, hemorrhage,  and  tissue  necrosis  of  PF  to  the  Shwartz- 
man  reaction.  The  generalized  form  of  this  phenomenon  is 
observed  in  rabbits  injected  intravenously  with  a sensitizing 
dose  of  an  antigen  (endotoxin)  and  reinjected  after  24  hours 
with  the  same  antigen:  The  result  is  a massive  DIC  with  hem- 
orrhagic necrosis  of  skin  and  viscera.5  The  localized  form 
occurs  when  endotoxin  is  injected  intradermally:  Accumula- 
tion of  granulocytes  at  the  site  of  injection  and  release  of  their 
lysosomal  granules  damage  the  small  vessel  endothelium, 
causing  local  accumulation  of  platelets,  deposition  of  fibrin, 
and  chemotaxis  of  more  granulocytes.  The  Shwartzman  re- 
action is  not  antigen  specific,  is  potentiated  by  pretreatment 
with  steroids,  and  is  blocked  by  leukopenia  and  use  of 


anticoagulants.25" 

PF  partially  resembles  the  Shwartzman  phenomenon.  A 
possible  sensitizing  element  (disease  and/or  drug)  is,  in  fact, 
present  in  most  cases  Moreover,  the  successful  use  of 
heparin 11  is  indirect  evidence  that  DIC  is  central  to  PF  as  well 
as  to  the  Shwartzman  reaction."12  It  is  not  clear,  however, 
why  skin  lesions  are  generally  predominant  in  PF,  or  why 
they  predominate  on  the  lower  extremities  without  apparent 
skin  sensitization,  as  seen  in  localized  forms  of  the  Shwartz- 
man phenomenon. 

Differential  diagnosis 

Henoch-Schonlein  purpura  is  frequently  confused  with  pur- 
pura fulminans.  The  two  are  similar  and  in  some  cases 
clinical  differentiation  is  difficult.  Both  occur  in  children,  are 
more  frequent  in  winter  and  spring,  often  have  a history  of 
mild  preceding  illness,  and  cause  symmetric  purpura,  pre- 
dominantly on  the  lower  extremities.  There  are,  however, 
some  striking  differences  in  the  initial  lesion:  In  PF,  nonur- 
ticarial  purpura,  hemorrhagic  bullae,  and  necrosis  of  the  skin 
predominate  and  visceral  involvement  is  rare,13  whereas  in 
Henoch-Schonlein  purpura,  waves  of  small  urticarial  purpuric 
spots  occur,  with  a frequent  association  of  joint  and  visceral 
involvement.  DIC,  which  is  the  main  characteristic  of  PF,  is 
absent  in  Henoch-Schonlein  purpura. 

Meningococcemia  and  septic  emboli  frequently  present 


1 Skin  lesions  on  patient  admitted  to  UTMB 
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with  purpura  and  severe  DIC.  These  two  diseases,  however, 
have  no  latent  period,  their  lesions  contain  microorganisms, 
and  mucous  membranes  are  frequently  involved.  Septic  em- 
boli are  often  associated  with  carditis,13  which  rarely,  if  ever, 
occurs  in  PF. 

Necrotizing  angitis  may  be  difficult  to  distinguish  from  PF. 
These  patients  often  have  a history  of  drug  ingestion  or 
chronic  disease  such  as  lupus  erythematosis.  Necrotiz- 
ing angitis  may  be  distinguished  from  PF  at  biopsy  by  the 
marked  inflammatory  response  and  fibrinoid  necrosis  of 
blood  vessels.5 

Differential  diagnosis  includes  also  thrombotic  throm- 
bocytopenic purpura  and  bullous  pemphigoid.  Thrombotic 
thrombocytopenic  purpura  is  associated  with  thrombocy- 
topenia, microangiopathic  hemolytic  anemia,  and  fever: 
Visceral  and  neurologic  involvement  generally  overshadow 
the  purpura.'1  The  lesions  of  bullous  pemphigoid  may  be 
confused  with  the  bullae  of  PF:  Absence  of  thrombi  and 
presence  of  an  anti-inflammatory  process  characterize 
the  former.5 

Management 

The  extreme  rapidity  of  progression  from  health  to  massive 
vascular  collapse  makes  early  recognition  of  purpura  ful- 
minans important.  It  should  be  considered  in  any  child  with 
rapid  onset  of  purpura,  particularly  if  located  in  the  lower 
extremities. 

The  most  frequent  problem  at  presentation  is  the  threat  of 
sudden  cardiovascular  collapse  secondary  to  massive  blood 
loss.  The  physician  should  be  prepared  to  offer  extensive  vol- 
ume support  in  the  first  24  to  48  hours.  Placing  a central 
venous  catheter  to  monitor  blood  pressure  is  hazardous  in 
these  patients,  but  may  help  assess  the  effectiveness  of  fluid 
therapy.  The  risk  must  be  evaluated  for  each  patient. 

Steps  necessary  to  correct  the  DIC  should  be  taken  imme- 
diately. In  severe  cases  the  treatment  of  choice  is  exchange 
transfusion  with  fresh  whole  blood,  to  remove  most  of  the 
activators  of  the  clotting  process  and  replace  the  consumed 
blood  factors.  Heparin  treatment  by  continuous  infusion 
should  then  be  begun  to  block  further  triggering  of  the  coag- 
ulation cascade  by  residual  fibrin  split  products  and  other 
circulating  activators  of  clotting.  In  milder  cases,  heparin 
alone  should  suffice.  Recommended  loading  dose  is  100  IU/ 
kg,  intravenously,  as  a bolus,  followed  by  100  lU/kg  every 
four  hours  administered  by  continuous  infusion.5  Dosage  is 
adjusted  to  maintain  heparin  level  between  0.2-0. 3 IU/ml,13 
or  when  this  assay  is  not  available,  to  maintain  PT  at  1 .5 
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times  the  control.  Early  discontinuation  of  anticoagulation 
has  resulted  in  recurrence  of  bleeding;  accordingly,  heparin 
treatment  should  be  continued  at  least  three  to  four  weeks.14 
Daily  monitoring  (Hb,  platelets,  PT,  PTT,  and  fibrinogen) 
is  necessary. 

The  efficacy  of  long-term  oral  anticoagulant  therapy  is  less 
established:  Some  patients  have  done  well  with  no  therapy 
other  than  heparin,  while  others  received  oral  Coumadin  for 
variable  periods  of  time.15  The  data  are  not  sufficient  to  judge 
which  approach  is  preferable.  However,  any  recurrence 
of  lesions,  while  off  anticoagulation  or  while  on  oral  anti- 
coagulation treatment,  should  be  treated  promptly  with  an- 
other prolonged  period  of  continuous  heparinization.5 14 

The  role  of  adrenal  steroids  in  PF  is  debatable.  The  ra- 
tionale for  their  use  is  to  suppress  antibody  formation  and 
inflammatory  response,  but  many  believe  steroids  are  con- 
traindicated, particularly  in  view  of  the  fact  that  PF  may  be  a 
human  variant  of  the  Shwartzman  reaction.  The  only  well- 
established  fact  is  that  steroids  are  not  a substitute  for  initial 
continuous  heparinization.  Since  many  patients  seem  to  im- 
prove more  rapidly  on  combined  steroids  and  heparin,  this 
approach  has  been  recommended  by  some  investigators.1 
The  evidence  is  anecdotal  at  best,  and  the  role  of  steroids 
remains  uncertain,  their  use  being  determined  largely  by  the 
bias  of  the  individual  physician. 

Management  of  the  necrotic  lesions  differs  according  to 
severity  and  location.  Circumferential  eschars  of  the  ex- 
tremities, which  may  produce  vascular  compromise  and 
possible  loss  of  limbs  or  digits,  should  be  monitored  fre- 
quently to  assure  prompt  surgical  relief  when  needed.  Other 
necrotic  areas  usually  are  treated  by  surgical  removal  of 
the  eschar  and  skin  grafting  after  the  acute  process  has 
subsided. 
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=ach  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene] 
and  25  mg.  of  hydrochlorothiazide. 


Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone],  a titration  phase  (dosage  adjustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent],  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+  supplement  or  K+-sparing  agent]. 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


lefore  prescribing,  see  complete  prescribing  information 
i SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
ummary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  Ihis  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


fontraindications:  Further  use  in  anuria,  progressive  renal 
r hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated 
erum  potassium  Hypersensitivity  to  either  component  or 
ther  sulfonamide-derived  drugs 

Varnings:  Do  not  use  potassium  supplements,  dietary  or 
itherwise,  unless  hypokalemia  develops  or  dietary  intake 
if  potassium  is  markedly  impaired.  If  supplementary  potas- 
lum  is  needed,  potassium  tablets  should  not  be  used  Hyper- 
.alemia  can  occur,  and  has  been  associated  with  cardiac 
■regularities  It  is  more  likely  in  the  severely  ill,  with  urine 
olume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
uspected  or  confirmed  renal  insufficiency.  Periodically, 
erum  K+  levels  should  be  determined  If  hyperkalemia 
levelops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
rted widened  QRS  complex  or  arrhythmia  requires 
irompt  additional  therapy.  Thiazides  cross  the  placental 
larrier  and  appear  in  cord  blood  Use  in  pregnancy 
equires  weighing  anticipated  benefits  against  possible  haz 
irds,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
ither  adverse  reactions  seen  in  adults.  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  of  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids).  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported  with 
such  concomitant  therapy  (in  one,  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihyperten- 
sive effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion (in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide'  interferes  with  fluorescent 
measurement  of  quimdine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  of  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined  Discontinue  corrective  measures  and  Dyazide' 
should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  asdilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance.  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide', 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules;  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak  “ unit-of-use  bottles  of  100. 
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No  one  wakes  up 
thinking,  "Today 
I’m  going  to 
abuse  my  child!* 

Abuse  is  not  some- 
thing we  think  about.  It’s 
something  we  do. 

Last  year  in  America, 
an  estimated  one  million 
children  suffered  from 
abuse  and  neglect,  and  at 
least  2,000  of  them  died 
needless,  painful  deaths. 

The  fact  is,  child 
abuse  is  a major  epi- 
demic in  this  country. 

The  solution?  Part  of 
it  lies  in  your  hands.  With 
enough  volunteers,  local 
child  abuse  prevention 
programs  could  be 
formed  to  aid  parents  and 
children  in  their  own 
communities.  With  your 
help,  most  abusers  could 
be  helped.  Please  write 
for  more  information  on 
child  abuse  and  what  you 
can  do. 

What  will  you  do 
today  that's  more  impor- 
tant? 


Abused  children  are 
helpless. 
Unless  you  help. 


Write:  National  Committee  for 
Prevention  of  Child  Abuse, 

Box  2866,  Chicago,  III.  60690 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows. 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effectlve  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction,  hypersensitivity  to  chlordiazepoxide 
FICI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CMS  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (eg  .,  operating 
machinery,  driving)  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium5  (chlordiazepoxide  FICI/Roche)  to  hnown  addiction -prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially,  increase  gradually  as  needed  and 
tolerated)  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  reported  in 
psychiatric  patients.  Employ  usual  precautions  In  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Llbrax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent,  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide FICI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  / e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 


Products  Inc. 

Puerto  Rico  00701 


BOWEL  5Y 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity. 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.1,2 These  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized. Consequently  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(c!idinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS  * 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  HCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  Sullivan  MA,  Cohen  5,  5nape  WJ: 
n Engi  J Med  298. 878-885,  Apr  20,  1978 
2. 5nape  WJ  et  a/.  Gastroenterology  72: 

383-387,  Mar  1977. 
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Each  capsule  contains  5 mg  chlordlazepoxlde  MCI  and  2.5  mg  clldlnlum  Br. 


^aluated  as  possibly  effective 
Please  see  summary  of 
ation  on  facing  page. 


Although  weight  loss  achieved  in  a weight 
control  program  varies  from  patient  to  patient, 
this  simulated  sequence  of  a professional  modi 
illustrates  dramatically  the  benefits  of  a 
successful  weight  loss  program. 
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...takes  dietary  restriction,  regular  exercise, 
behavior  modification,  and  sometimes 
the  addition  of  an  effective  anorectic. 


prescribe 


Tenuate  Dospan 

(diethylpropion 
hydrochloride  USP) 


O 


75  mg  controlled-release  tablets 


Tenuate  ® 

(diethylpropion  hydrochloride  USP) 

Tenuate  Dospan  © 

(diethylpropion  hydrochloride  USP) 
controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 


the  #1  prescribed  anorectic 

An  effective  short-term  adjunct 
in  an  indicated  weight  loss 
program 

Overweight  patients  in  certain  diagnostic  categories 
often  require  strict  obesity  control.  Diethylpropion 
hydrochloride  has  been  reported  useful  in  obese 
patients  with  certain  complications.  While  it  is  not  sug- 
gested that  Tenuate  in  any  wav  reduces  these  compli- 
cations in  the  overweight,  it  may  have  a useful  place 
as  a short-term  adi unct  in  a prescribed  dietary  rea i - 
men.  Tenuate  should  not  be  administered  to  patients 
with  severe  hypertension;  see  additional  Precautions 
and  Adverse  Reactions  on  this  page. 

In  uncomplicated  obesity 

Many  patients,  on  the  other  hand,  present  with  excess 
fat  but  no  disease.  While  this  condition  is  often  termed 
uncomplicated  obesity,  complications  of  both  a social 
and  a psychologic  nature  may  be  distressingly  real  for 
the  patients.  In  these  cases,  a short-term  regimen  of 
Tenuate  can  help  reinforce  your  dietary  counsel  dur- 
ing the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness 

The  anorectic  effectiveness  of  diethylpropion  hydro- 
chloride is  well  documented.  No  less  than  1 8 separate 
double-blind,  placebo-controlled  studies  attest  to  its 
usefulness  in  daily  practice.1  And  the  unique  chemistry 
of  Tenuate  provides  “. . . anorectic  potency  with  mini- 
mal overt  central  nervous  system  or  cardiovascular 
stimulation.”  2 Compared  with  the  amphetamines, 
diethylpropion  has  minimal  potential  for  abuse. 


Tenuate- it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell  Dow 

' Registered  Trademarks  of  MERRELL-NATIONAL  LABORATORIES  Inc., 

Cayey,  Puerto  Rico  00633 

References:  1 Citations  available  on  request  from  Merrell  Dow  Pharmaceuticals  Inc.,  Cincinnati, 
Ohio  4521 5.  2 Hoekenga  MT  et  aj  A comprehensive  review  of  diethylpropion  hydrochloride 
In  Central  Mechanisms  of  Anorectic  Drugs,  S Garattini  and  R Samanin,  Ed  New  York. 

Raven  Press,  1978,  pp.  391-404 


Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the  management  of  exogenous  obesity 
as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restric- 
tion. The  limited  usefulness  of  agents  of  this  class  should  be  measured  against  possible  risk  fac- 
tors inherent  in  their  use  such  as  those  described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism,  known  hypersensitivity,  or 
idiosyncrasy  to  the  sympathomimetic  amines,  glaucoma  Agitated  states  Patients  with  a history 
of  drug  abuse.  During  or  within  14  days  following  the  administration  of  monoamine  oxidase  in- 
hibitors, (hypertensive  crises  may  result) 

WARNINGS:  If  iolerance  develops,  the  recommended  dose  should  not  be  exceeded  in  an  attempt 
to  increase  the  effect;  rather,  the  drug  should  be  discontinued.  Tenuate  may  impair  the  ability  of 
the  patient  to  engage  in  potentially  hazardous  activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned  accordingly.  When  central  nervous  sys- 
tem active  agents  are  used , consideration  must  always  be  given  to  the  possibility  of  adverse  in- 
teractions with  alcohol.  Drug  Dependence:  Tenuate  has  some  chemical  and  pharmacologic 
similarities  to  the  amphetamines  and  other  related  stimulant  drugs  that  have  been  extensively 
abused.  There  have  been  reports  of  subjects  becoming  psychologically  dependent  on  diethyl- 
propion. The  possibility  of  abuse  should  be  kept  in  mind  when  evaluating  the  desirability  of  in- 
cluding a drug  as  part  of  a weight  reduction  program.  Abuse  of  amphetamines  and  related  drugs 
may  be  associated  with  varying  degrees  of  psychologic  dependence  and  social  dysfunction 
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Unruptured  interstitial 
pregnancy:  a case 
report 

This  report  describes  the  diagnosis  and  treatment  of  a 
28-year-old  woman  with  unruptured  interstitial  preg- 
nancy, an  unusual,  but  particularly  dangerous  form  of 
tubal  pregnancy.  Suspicion  of  such  pregnancy  may  facil- 
itate early  detection  and  obviate  the  life-threatening  hem- 
orrhage that  can  occur  if  the  myometrium  ruptures.  Clin- 
ical findings  and  clues  to  the  diagnosis  are  presented. 


Interstitial  pregnancy  is  that  form  of  ectopic  pregnancy 
which  occurs  in  the  interstitial  portion  of  the  fallopian  tube 
as  it  courses  through  the  uterine  wall.  It  is  an  uncommon 
and  especially  dangerous  form  of  tubal  pregnancy.  Its  inci- 
dence is  approximately  1/10,000  pregnancies.1  4 Most 
cases  are  not  diagnosed  until  the  pregnancy  has  ruptured 
through  the  myometrium,  with  consequent  profuse  and  life- 
threatening  hemorrhage.57 

Case  report 

CD,  a 28-year-old  Caucasian  woman,  gravida  1,  para  1, 
was  seen  in  the  emergency  room  of  Methodist  Hospital  in 
Lubbock;  she  complained  of  profuse  vaginal  bleeding, 
cramping,  nausea,  and  having  passed  “clots  and  tissue”  at 
home.  Her  last  menstrual  period  has  been  eight  weeks  be- 
fore. She  had  been  taking  a low-dose  oral  contraceptive,  but 
admitted  that  she  had  failed  to  take  many  tablets  during  the 
preceding  few  months. 

Examination  in  the  emergency  room  revealed  a coopera- 
tive, slim,  white  woman  in  moderate  distress.  Vital  signs 
were  as  follows:  temperature  98.4°,  pulse  1 10,  blood  pres- 
sure 110/76,  respiration  18.  General  examination  showed 
no  abnormalities,  aside  from  some  fullness  of  the  breasts. 
The  abdomen  was  soft  with  no  guarding,  tenderness,  or 
enlargement  of  organs.  Pelvic  examination  showed  the  cer- 
vix dilated,  with  the  uterus  symmetrically  enlarged  to  eight 
or  nine  weeks'  gestational  size.  The  adnexa  and  rectum 
were  normal.  Hematocrit  was  37%.  The  diagnosis  of  in- 
complete abortion  was  made,  and  the  patient  was  sched- 
uled for  dilation  and  curettage.  The  curettage  was  carried 
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out  without  incident,  and  pathology  examination  showed  "in- 
flamed and  degenerating  decidual  tissue,  but  no  chorionic 
villi  or  trophoblastic  tissue." 

The  next  week,  following  receipt  of  the  pathology  report, 
the  patient  was  called  to  our  office.  She  complained  of 
persistent  severe  nausea,  breast  tenderness,  intermittent 
heavy  vaginal  bleeding,  and  stated  she  still  "felt  pregnant." 
Indeed  slide  agglutination  pregnancy  test  results  were  posi- 
tive. Examination  showed  an  enlarged  uterus.  Her  hemato- 
crit had  dropped  to  30%. 

She  was  immediately  readmitted  to  the  hospital  for  an- 
other dilation  and  curettage,  this  time  with  a diagnostic 
laparoscopy  and  possible  laparotomy. 

Findings  at  the  second  dilation  and  curettage  were  similar 
to  the  first  one,  with  only  a few  fragments  of  necrotic  tissue 
being  obtained.  Using  the  laparoscope,  the  uterus  appeared 
symmetrically  enlarged,  and  uniformly  pink.  The  ovaries  and 
tubes  appeared  normal,  except  for  a few  filmy  adhesions 
suggestive  of  prior  salpingitis.  Examination  of  the  cul-de-sac 
and  abdominal  cavity  indicated  no  evidence  of  abdominal 
pregnancy. 

The  following  morning  the  patient  felt  much  better  and 
was  discharged.  A chest  roentgenogram  was  obtained,  and 
blood  was  drawn  for  a human  chorionic  gonadotropin  (HCG) 
titer,  to  rule  out  trophoblastic  disease. 

During  the  next  ten  days,  the  patient  complained  of  wors- 
ening nausea.  Her  hematocrit  had  increased  to  36%  with 
the  oral  administration  of  iron.  She  had  intermittent  light  va- 
ginal bleeding.  When  the  HCG  titer  was  reported  as  4,850 
units,  consistent  with  normal  first  trimester  levels,  the  pa- 
tient was  hospitalized  once  again,  this  time  for  laparotomy. 

No  free  blood  was  seen  when  the  abdomen  was  opened. 
The  uterus  was  uniformly  enlarged  to  three  times  its  normal 
size.  The  tubes  and  ovaries  were  normal  except  for  the  pre- 
viously mentioned  adhesions,  which  were  lysed.  In  addition, 
a 2 mm  implant  of  endometriosis  on  the  left  uterosacral  liga- 
ment was  noted  and  coagulated. 

1 . Interstitial  pregnancy. 
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When  scrutinized,  the  upper  left  cornual  aspect  of  the 
uterus  had  a slight  cyanotic  cast,  and  was  minimally  softer 
than  the  right  side  of  the  uterus.  A 5 cm-long,  very  superfi- 
cial incision,  perhaps  2 mm  deep,  was  made  across  the 
upper  left  cornua  of  the  fundus.  Just  as  the  incision  was 
completed,  an  intact  gestational  sac,  including  a living  4.8 
cm  embryo,  delivered  spontaneously  through  the  incision. 
(Fig  1).  The  placenta  was  removed  from  a well-defined 
cavity  in  the  myometrium  contiguous  with  the  left  fallopian 
tube  and  tunneling  into  the  endometrial  cavity. 

The  uterus  was  then  sutured  with  several  layers  of  absorb- 
able synthetic  sutures.  The  patient's  postoperative  course 
was  benign. 

Discussion 

Interstitial  pregnancies,  which  sometimes  last  more  than  12 
weeks,  are  said  to  persist  longer  than  other  tubal  pregnan- 
cies.2 7 This  is  because  there  is  more  room  for  growth  in  the 
interstitial  tube  than  in  the  isthmus  or  ampulla  of  the  fallo- 
pian tube.'  The  hemorrhage  at  perforation  may  be  extreme- 
ly heavy,  due  to  involvement  of  the  uterine  artery  and  its 
major  branches  as  the  gestational  sac  grows.57 

As  with  many  ectopic  pregnancies,  this  case  demon- 
strated several  possible  etiologic  factors,  including  prior 
salpingitis  and  endometriosis.26 

Laparoscopy  has  been  recommended  for  all  patients  with 
suspected  ectopic  pregnancy.2  Although  visualization  was 
excellent  with  the  laparoscope,  this  interstitial  pregnancy  did 
not  offer  the  typical  appearance  as  described  by  Esposito, 
"...  a unilateral  swelling  in  the  cornual  area  of  the  uterus. 
The  color  of  the  area  may  be  blue  to  purple  with  an  irregular 
margin.  The  round  ligament  protrudes  outside  the  mass  and 
the  fallopian  tube  at  the  top  of  the  mass.  The  uterus  is  ro- 
tated toward  the  opposite  adnexa.”2 

Interstitial  pregnancy  is  a hazardous  and  unusual  form  of 
tubal  gestation.  Suspicion  of  its  existence  may  facilitate 
early  detection  and  treatment.  In  retrospect,  a sonogram 
might  have  been  helpful,  but  may  not  have  differentiated  the 
interstitial  pregnancy  from  a normal  gestation  in  one  horn  of 
a bicornuate  uterus. 
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Clinical  abstracts  are  selected  from  current  reviews  in  7 00 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Infants  of  diabetic  mothers:  radiographic  manifesta- 
tions. Val  Dunn,  MD:  George  W.  Nixon,  MD:  Richard  B, 

Jaffe,  MD;  and  Virgil  R.  Condon,  MD.  American  Roentgen 
.3x1 00. 1 0Ray  Society,  American  Journal  of  Roentgenology. 
vo I 1 37,  July  1 981 , pp  1 23- 1 28. 

The  radiographic  findings  of  a series  of  infants  of  diabetic 
mothers  and  a review  of  the  literature  are  presented  to  illus- 
trate the  wide  spectrum  of  abnormalities  that  may  be  seen 
with  this  condition.  Congenital  anomalies  of  the  spine  and 
skeletal,  genitourinary,  and  cardiovascular  systems  and  vis- 
ceral situs  inversus  are  significantly  more  frequent  among 
infants  of  diabetic  mothers  than  normal.  The  most  specific 
anomaly  is  sacral  agenesis.  Renal  vein  thrombosis  and  adre- 
nal hemorrhage  are  also  more  common  and  may  be  diag- 
nosed by  sonography.  More  than  one-half  of  the  cases  of  the 
small  left  colon  are  associated  with  maternal  diabetes  and 
may  be  diagnosed  and  treated  with  a contrast  enema.  The 
incidence  of  the  respiratory  distress  syndrome  is  higher  in 
infants  of  diabetic  mothers  than  other  premature  infants,  and 
the  disease  may  occur  in  the  presence  of  reliable  indicators 
of  lung  maturity.  Other  common  causes  of  dyspnea  include 
cardiomyopathy,  congenital  heart  disease,  wet  lung  syn- 
drome, hyperviscosity  syndrome,  and  persistence  of  fetal 
circulation.  Echocardiography  is  the  most  valuable  adjunct  in 
differentiating  cardiac  from  pulmonary  problems. 

Lumbosacral  radiculopathy:  review  of  100  consecutive 
cases.  Ernest  W.  Johnson,  MD,  and  F.  Richard  Fletcher,  MD. 
American  Congress  of  Rehabilitation  Medicine,  Archives  of 
Physical  Medicine  and  Rehabilitation,  vol  62,  no  7,  July 
1981,  pp  321 -323. 

Of  1 00  consecutive  patients  with  acute  lumbosacral  radi- 
culopathy who  were  treated  conservatively  and  the  majority 
of  whom  were  followed  for  at  least  five  years,  only  5%  had  to 
undergo  laminectomy  and  diskectomy.  Conservative  man- 
agement included  complete  bed  rest  for  two  to  three  weeks, 
with  occasional  use  of  anti-inflammatory  drugs,  and  support 
of  the  lumbosacral  spine,  at  first  with  a corset  and  later  with 
vigorous  abdominal  strengthening  exercises.  Repeated  elec- 
tromyography was  of  value  in  assessing  clinical  weakness, 
providing  objective  guidance  to  management.  It  is  concluded 
that  in  only  rare  instances  is  surgery  indicated  for  lumbosa- 
cral radiculopathy  secondary  to  disk  derangement. 


Surgical  treatment  of  scoliosis  following  poliomyelitis. 

J.  C.  Y.  Leong,  K.  Wilding,  C.  K.  Mok,  S.  P.  Chow,  and 
A.  C.  M.  C.  Yau.  The  Journal  of  Bone  and  Joint  Surgery,  Inc, 
The  Journal  of  Bone  and  Joint  Surgery,  vol  63A,  June  1 981 , 
pp  726-740. 

The  authors  reviewed  the  cases  of  1 10  patients  with  paralytic 
scoliosis  due  to  poliomyelitis  who  were  operated  on.  In  the 
lumbar  region,  anterior  Dwyer  instrumentation  with  posterior 
fusion  gave  excellent  correction  of  scoliosis  and  pelvic  obliq- 
uity. In  the  more  rigid  thoracic  curves,  combined  anterior 
Dwyer  instrumentation  and  posterior  fusion  gave  better  re- 
sults than  posterior  fusion  alone,  but  had  more  morbidity. 

Long  c-shaped  curves  benefited  more  from  a combined  ante- 
rior Dwyer  procedure  at  the  apex  of  the  curve  and  long 
posterior  Harrington  instrumentation.  Traction  was  found  to 
be  of  use  only  in  rigid  curves  and  in  those  larger  than  80 
degrees.  With  combined  anterior  and  posterior  fusion,  there 
was  a pseudarthrosis  rate  of  7%  in  lumbar  curves,  none  in 
thoracic  curves,  and  12.5%  in  long  c-shaped  curves.  The 
pseudarthrosis  rate  rose  to  more  than  25%  in  patients  who 
had  a posterior  fusion  alone. 

Role  of  blood  platelets  and  prostaglandins  in  coronary 
artery  disease.  Jawahar  Mehta,  MD,  and  Paulette  Mehta, 
MD.  American  College  of  Cardiologists,  The  American  Jour- 
nal of  Cardiology,  vol  48,  August  1 981 , pp  366-373. 

In  the  last  decade,  several  studies  evaluating  blood  platelet 
function  in  patients  with  coronary  heart  disease  have  been 
reported.  Although  several  platelet  function  abnormalities, 
such  as  enhanced  platelet  aggregation,  decreased  platelet 
survival  and  increase  in  platelet  release  reaction  in  the  stable 
condition  and  during  stress  in  patients  with  myocardial  isch- 
emia, have  been  recognized,  the  mechanism  of  these  abnor- 
malities is  just  beginning  to  be  understood.  Discovery  of 
certain  platelet  and  endothelium-generated  prostaglandins 
has  provided  some  information  as  to  the  possible  mecha- 
nism of  platelet  dysfunction.  Abnormalities  of  prostaglandin 
production  and  platelet  sensitivity  to  various  prostaglandins 
may  have  an  important  bearing  on  the  enhanced  platelet  ag- 
gregation in  vivo,  genesis  of  atherosclerosis,  and  probably 
precipitation  of  acute  ischemic  events.  Since  the  discovery  of 
these  prostaglandins,  the  precise  mode  of  action  of  several 
commonly  used  platelet-active  drugs  has  been  clarified.  De- 
velopment of  new  drugs  acting  at  selective  steps  in  the 
prostaglandin  pathways  may  provide  some  exciting  novel 
therapeutic  procedures  in  patients  with  coronary  heart 
disease. 
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Lawmakers  approve  prescription  changes 


Although  the  67th  Texas  Legislature  's  passage  of  a new 
Medical  Practice  Act  was  the  session's  most  significant 
event  for  physicians,  lawmakers  approved  three  other  bills 
which  affect  the  way  in  which  many  Texas  physicians  write 
and  order  prescriptions.  The  new  statutes  address  (1) 
generic  drugs,  (2)  telephonic  ordering  of  controlled  sub- 
stances by  designated  agents,  and  (3)  triplicate  prescrip- 
tions for  Schedule  II  controlled  substances.  Here  are  the 
significant  points  of  each  law. 


Generic  drugs:  effective  date — Jan  1 , 1 982 

The  Legislature’s  stated  intent  is  to  save  patients  money  on 
prescriptions.  The  law  also  says  pharmacists  should  pass 
along  net  savings  on  drug  costs  to  the  consumer.  If  the  physi- 
cian authorizes  substitution  by  signature  on  the  appropriate 
line  of  the  prescription  pad,  the  pharmacist  must  select  a 
drug  that  is  ‘‘generically  equivalent."  This  means  the  drug 
must  be  both  (a)  “pharmaceutically  equivalent" — containing 
identical  amounts  of  the  same  active  ingredients  in  the  same 
dosage  form  and  meeting  identical,  nationally  recognized 
compendial  standards  of  strength,  quality,  and  purity,  and  (b) 
“therapeutically  equivalent” — a pharmaceutically  equivalent 
drug  which  provides  a therapeutic  effect  identical  in  duration 
and  intensity  to  that  provided  by  the  same  amount  of  other 
drug  products. 

The  physician  retains  discretion  as  to  whether  a pharma- 
cist may  select  a generically  equivalent  drug.  After  Jan  1 , all 
prescription  forms  must  contain  two  equally  prominent  signa- 
ture lines  side  by  side  at  the  bottom  of  the  form.  Under  one 
line  will  appear  “Product  Selection  Permitted”  and  under  the 
other  will  appear  “Dispense  as  Written.”  If  the  placement  of 
the  physician's  signature  does  not  clearly  indicate  that  the 
prescription  is  to  be  dispensed  as  written,  substitution  may 
occur.  No  prescription  form  furnished  to  a physician  may  con- 
tain a preprinted  order  for  a drug  product  by  brand  name, 
generic  name,  or  manufacturer’s  name. 

Patient  consent  for  substitution 

If  substitution  occurs,  the  notation,  “Substituted  for  Brand 
Prescribed"  must  appear  on  the  container.  Before  delivering 
the  medication,  the  pharmacist  or  his  or  her  agent  must  in- 
form the  patient  (or  his  or  her  agent)  that  a substitution  has 
occurred.  The  patient  has  a right  to  refuse  the  substitution. 

When  a personal  communication  has  not  taken  place,  pa- 
tient notification  of  a proposed  substitution  may  also  be 
effected  by  means  of  a sign  prominently  displayed  in  the  area 
of  the  pharmacy  where  prescription  drugs  are  dispensed. 

The  sign’s  text  must  read: 

Texas  law  allows  a less  expensive  generically  equivalent 
drug  to  be  substituted  for  certain  brand  name  drugs  un- 
less your  physician  directs  otherwise.  You  have  a right  to 


refuse  such  substitution.  Consult  your  physician  or  phar- 
macist concerning  the  availability  of  a safe,  less  expen- 
sive drug  for  your  use. 

The  drug  container  s label  must  indicate:  (a)  the  brand 
name  of  the  drug  dispensed,  or  if  none,  (b)  the  generic  name, 
the  strength,  and  the  name  of  the  manufacturer  or  distributor. 

The  law  also  stipulates  that  the  pharmacist  cannot  sub- 
stitute unless  the  cost  to  the  consumer  for  the  generic  prod- 
uct is  less  than  that  of  the  brand  name  product  prescribed. 
The  pharmacist  cannot  charge  a higher  professional  fee  for 
dispensing  the  generic  product. 

Before  passage  of  this  law,  consumers  were  not  assured  of 
any  cost  savings,  and  could  not  refuse  to  authorize  the  sub- 
stitution. Also,  no  legal  definition  of  “generically  equivalent" 
existed  in  Texas. 

Orally  transmitted  prescriptions 

For  new  prescriptions,  either  the  physician  or  a designated 
agent  must  give  the  pharmacy  clear  instructions  not  to  sub- 
stitute if  that  is  the  physician's  intent.  If  no  directions  are 
given,  the  pharmacist  may  substitute.  However,  refill  pre- 
scriptions telephoned  to  the  pharmacy  must  be  dispensed 
according  to  whatever  instructions  were  originally  given,  un- 
less the  physician  authorizes  a change. 

Not  all  generics  substitutable 

Some  drugs  are  not  subject  to  substitution.  These  include  (a) 
enteric-coated  tablets;  (b)  controlled-release  products;  (c) 
injectable  suspensions  (other  than  antibiotics);  (d)  supposi- 
tories in  which  systemic  absorption  is  necessary;  and  (e) 
different  delivery  systems  for  aerosol  or  nebulizer  drugs. 
However,  these  exceptions  do  not  apply  if  the  drug  product 
has  been  determined  to  be  “generically  equivalent”  (as  de- 
fined) to  the  brand  name  product  prescribed. 

Who  is  liable? 

The  physician  will  incur  no  liability  because  of  a pharmacist's 
act  or  omission  in  selecting,  preparing,  or  dispensing  a ge- 
neric drug  product.  The  pharmacist  will  have  the  same  legal 
responsibility  and  potential  liability  as  now  applies  when  he 
or  she  fills  and  dispenses  a prescription  written  by  generic 
name. 

Telephonic  orders  by  designated  agents: 
effective  date — Sept  1, 1981 

This  law  seeks  to  correct  a problem  inadvertently  created  in 
the  1 979  legislative  session  when  an  amendment  to  the  Con- 
trolled Substances  Act  rendered  unlawful  the  use  by  a physi- 
cian of  a designated  agent  in  ordering  drugs. 

When  HB  354  was  passed  in  1 979,  it  created  a statutory 
definition  of  the  term  “prescription”  which  previously  had 
been  undefined.  However,  it  failed  to  make  any  mention  of  a 
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practitioner's  agent,  although  the  practice  of  designated 
agents  phoning  in  orders  for  controlled  substances  was  com- 
monplace under  Texas  Department  of  Safety  (DPS)  rules. 
That  situation  created  considerable  inconvenience  and  cost 
for  physicians  and  patients. 

This  session’s  legislation  accomplishes  two  purposes  in 
clarifying  a practitioner’s  ability  to  utilize  a designated  agent 
to  phone  in  prescriptions  under  the  Controlled  Substances 
Act.  First,  it  clarifies  the  statutory  definition  of  “prescription” 
to  mean  a physician’s  order.  Second,  it  permits  (where  the 
law  is  now  silent)  a practitioner’s  designated  agent  to  phone 
in  orders  for  the  physician. 

Physicians  now  may  authorize  an  agent  or  agents  to 
communicate  a prescription  for  a controlled  substance  to  a 
pharmacy  by  telephone  if  (a)  the  authorization  is  in  writing; 
(b)  it  is  retained  on  file  in  the  physician’s  office;  and  (c)  it  is 
available  for  inspection  by  Texas  State  Board  of  Medical  Ex- 
aminers and  DPS  investigators. 

A telephonically  communicated  prescription  by  an  agent 
must  be  reduced  promptly  to  writing  by  the  pharmacy  and 
filed  and  retained  as  required  by  law. 

After  Jan  1 , 1 982,  the  pharmacist  must  record  all  informa- 
tion required  by  the  triplicate  prescription  amendments  for 


emergency  Schedule  II  drugs.  (See  section  on  triplicate  pre- 
scriptions.) The  pharmacist  must  then  send  a copy  of  the 
written  record  to  the  DPS  within  30  days  from  the  date  the 
prescription  was  filled. 

In  response  to  a pharmacist’s  request,  a physician  must 
furnish  a copy  of  his  or  her  designated  agent's  authorization. 

These  amendments  to  the  Texas  Controlled  Substances 
Act  do  not  supersede  the  requirements  of  the  Pharmacy  Act 
regarding  generic  drug  product  substitution.  A physician  re- 
mains personally  responsible  for  the  actions  of  his  or  her 
designated  agent.  Physicians  may  not  prescribe,  dispense, 
or  administer  a controlled  substance  except  for  a valid  medi- 
cal purpose  and  in  the  course  of  professional  practice. 

Currently  effective  federal  regulations  regarding  prescrip- 
tions for  controlled  substances  remain  unchanged. 

1 . No  Schedule  II  controlled  substance  may  be  dis- 
pensed without  a written  prescription,  except  when 
given  by  the  physician  directly  to  the  patient.  However, 
after  Jan  1 , 1 982,  Schedule  II  drugs  cannot  be  dis- 
pensed or  administered  directly  to  the  patient  lawfully 
without  creating  the  triplicate  prescription  record.  This 
rule  does  not  apply  to  hospitalized  patients. 

2.  In  an  emergency  as  defined  by  DPS  regulations,* 

* Texas  Department  of  Public  Safety  regulations  define  "emergency”  in  the 
following  way:  (1)  . . . any  situation  where  the  physician  determines  that  im- 
mediate administration  of  a controlled  substance  is  necessary  for  the  proper 
treatment  of  the  patient;  (2)  . . . where  no  alternative  treatment  is  available, 
including  administration  of  a drug  not  under  Schedule  II;  (3)  . . . when  it  is  no! 
reasonably  possible  to  provide  the  pharmacist  with  a written  prescription  be- 
fore dispensing. 


The  Texas  Department  of  Public  Safety  will  send  physicians  triplicate 
prescription  pads  for  Schedule  II  drugs.  This  proposed  form  includes  two 
signature  lines  which  would  permit  product  substitution 


PRESCRIPTION  MAY  NOT  BE  FILLED  2 DAYS  AFTER  ISSUANCE  DATE 

TAKE  BOTH  COPIES  TO  PHARMACY  OF  CHOICE 

1234567 

PATIENTS  OR  ANIMAL  OWNER  S NAME 

AGE  DATE  ISSUED 

PATIENTS  OR  ANIMAL  OWNER'S  ADDRESS 

CITY  STATE 

ZIP 

DRUG  PRESCRIBED  • DOSAGE  • INSTRUCTION  FOR  USE  • SINGLE  PRESCRIPTION  ONLY  □ ADMINISTERED  OR  □ DISPENSED 


DIRECTLY  TO  PATIENT  BY  PRESCRIBING 
PRACTITIONER 


DR.  SIGNATURE  PRODUCT  SELECTION  PERMITTED 


DR.  SIGNATURE  DISPENSE  AS  WRITTEN. 


PHARMACIST  S SIGNATURE 

DATE  FILLED 

RX  NUMBER 

COPY  2-PHARMACY 

□ 

CHECK  IF  EMERGENCY 
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oral  or  telephonic  prescriptions  may  be  used  to  order 
Schedule  II  drugs.  The  Schedule  II  drug  prescribed  must 
be  limited  to  only  that  quantity  necessary  to  treat  the  pa- 
tient during  the  emergency.  The  physician  must  furnish 
the  pharmacist  within  72  hours  with  a written,  signed 
prescription  for  the  drug  dispensed  in  the  emergency. 

3.  No  prescription  for  a Schedule  II  narcotic  drug  may 
be  filled  after  the  end  of  the  second  day  following  the  day 
on  which  the  prescription  was  issued. 

4.  Schedule  III  and  IV  drugs  must  be  dispensed  ac- 
cording to  a written,  oral,  or  telephonic  prescription. 

They  may  not  be  filled  or  refilled  more  than  five  times,  or 
later  than  six  months  after  the  issuance  of  the  prescrip- 
tion, unless  renewed.  Schedule  II  prescriptions  may  not 
be  refilled  under  any  circumstances. 

Triplicate  prescriptions:  effective  date— Jan  1, 1982 

As  part  of  the  “War  on  Drugs”  program,  this  legislation  seeks 
to  reduce  the  diversion  of  Schedule  II  narcotics  to  street  use, 
particularly  by  drug  users  feigning  illness.  After  Jan  1 , physi- 
cians and  other  authorized  practitioners  may  not  dispense  or 
administer  Schedule  II  drugs  directly  to  patients  (except  hos- 
pitalized patients)  without  completing  a triplicate  prescription. 

The  triplicate  system  will  function  in  the  following  way:  The 
Texas  Department  of  Public  Safety  (DPS)  will  send  each 
Texas  practitioner,  authorized  by  law  to  prescribe  Schedule  II 
drugs,  a special  form  for  ordering  triplicate  prescription  pads. 
Upon  receipt  of  the  order  form  and  a check  covering  their 
cost,  the  DPS  will  send  triplicate  prescription  pads  to  physi- 
cians. (The  cost,  although  minimal,  has  not  yet  been  deter- 
mined.) The  DPS  will  serially  number  the  triplicate  forms  and 
will  imprint  the  physician’s  name,  address,  and  Drug  Enforce- 
ment Administration  (DEA)  and  Texas  Controlled  Substance 
registration  numbers. 

Only  one  prescription  drug  may  be  ordered  on  each  tripli- 
cate form.  The  original  of  each  set  of  three  forms  will  be 
labeled  “copy  1”;  the  duplicate  copy,  "copy  2”;  and  the  tripli- 
cate copy,  "copy  3.”  Except  for  oral  prescriptions,  the  physi- 
cian must  fill  in  the  following  information  for  all  Schedule  II 
drugs:  (a)  date  the  prescription  was  written;  (b)  the  drug  pre- 
scribed, dosage,  and  instructions  for  use;  (c)  the  name, 
address,  and  age  of  the  patient  for  whom  the  medication  is 
prescribed;  and  (d)  the  physician’s  signature  on  copies  1 and 
2,  which  will  be  given  to  the  person  authorized  to  receive  the 
prescription. 

The  physician  must  retain  “copy  3”  for  at  least  two  years 
following  the  writing  of  the  prescription.  This  copy  may  be 
filed  separately  from  the  patient’s  medical  record. 

Triplicate  prescriptions  will  not  be  required  for  patients  who 
are  admitted  to  a hospital  at  the  time  the  prescription  is  writ- 
ten and  filled. 

When  telephoning  in  a prescription  or  otherwise  commu- 
nicating the  order  orally  to  a pharmacist  in  an  emergency,  the 
physician  (or  a designated  agent)  must  provide  the  pharma- 
cist with  the  information  necessary  to  complete  the  triplicate 
form.  The  physician  must  continue  to  comply  with  current 
federal  regulations  by  supplying  the  pharmacist  with  a written 
prescription  for  a Schedule  II  drug  ordered  orally  in  an  emer- 


gency. The  physician  must  use  the  triplicate  form  for  this 
follow-up  notification. 

Should  a physician’s  license  to  practice  medicine  or  his  or 
her  DEA  registration  number  be  suspended  or  revoked,  the 
physician  must  surrender  all  unused  triplicate  forms  to  the 
DPS  within  seven  days. 

Confidentiality  of  information 

The  computerized  information  retrieval  system  is  designed  to 
preclude  unauthorized  access.  Unauthorized,  intentional,  or 
knowing  disclosure  of  such  prescription  information  will  be  a 
third  degree  felony.  Access  to  the  information  compiled  by 
the  triplicate  prescription  system  is  limited  to  (1 ) investigators 
from  the  appropriate  licensing  boards  and  (2)  authorized 
DPS  officers  engaged  in  investigating  suspected  criminal 
violations  of  the  Texas  Controlled  Substances  Act  (and  then 
only  with  the  approval  and  cooperation  of  the  appropriate  li- 
censing boards). 

Summary 

1 . The  triplicate  prescription  legislation  applies  only  to 
Schedule  II  controlled  substances. 

2.  Triplicate  prescriptions  for  Schedule  II  drugs  will  also 
have  the  two  signature  lines  on  the  prescription  form  in  ac- 
cord with  generic  drug  substitution  legislation. 

3.  Designated  agents  may  call  in  prescriptions  for  Sched- 
ule III,  IV,  or  V drugs  and  for  Schedule  II  drugs  in  an  emer- 
gency. Telephonic  orders  by  either  the  physician  or  a desig- 
nated agent  for  any  prescription  should  specify  dispensing 
instructions,  including  whether  a generic  equivalent  may  be 
dispensed  by  the  pharmacist. 

4.  The  brand  name  of  the  prescribed  drug  will  not  appear 
on  the  container’s  label  unless  it  is  the  drug  product  actually 
dispensed.  The  physician  will  be  able  to  ascertain  just  what 
drug  product  was  dispensed  to  the  patient  (if  substitution  was 
not  blocked)  by  asking  the  patient  to  read  back  the  informa- 
tion on  the  container  label.  The  pharmacist’s  records  will 
also  reflect  exact  information  regarding  the  drug  actually 
dispensed. 

5.  Physicians  having  questions  regarding  these  new  laws 
are  encouraged  to  contact  their  county  medical  society,  TMA, 
or  the  Texas  State  Board  of  Medical  Examiners. 

Michael  G.  Young,  JD 

TMA  Staff  Attorney 
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Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  management,  Tax  reduction,  Estate  & Investment 
planning  program. 

Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  ''turn-over" 
every  two  or  three  years  if  desirable. 

American  "Medi-Lease"  Automobile  Plan  - 

LEASE  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TE RMS : 24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example  Mercedes,  Porsche,  Datsun 

280  ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  Investment  Tax  Credit  may  be  passed  to  each  lessee  through  “American  'Medi-Lease'  Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  15th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  American  "Medi-Lease"  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 

TURNOVER  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn  over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 
Management. 


EXAMPLE  LEASE  RATES 


Based  on  current  1981  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 
power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Coe. 

Cutlass/Regal 

Riviera 

BMW-320) 


196.00  per  month 
227.44  per  month 
217.14  per  month 

228.00  per  month 

377.00  per  month 

341.00  per  month 


Datsun  280  Z X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


320. 10  per  month 

398.00  per  month 

435.00  per  month 
424.61  per  month 
458.29  per  month 
797.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  del iver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


104  North  Expressway  83 
Brownsville,  Texas  78520 
(512)  541-3565 
1-800-292-7703 


S$rn 


Regional  Office 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-442-6005 


520  N.  Belt 
Suite  375 

Houston,  Texas  77060 
1 -800-442-6067 


dedicated  to  Qfbervice  for  the  cMbf/ca/  Profession 


76 


TEXAS  MEDICINE 


American  Jlebi~<^roup,  3fnc 

- 9vme  /'fro  /t  t //rdf  ~fj yrff/i  - //o  fioye/firo/ , 


WHAT  IS  FINANCIAL  MANAGEMENT  ? 

Reaching  your  practice  and  financial  goals  requires  a systematic  approach  that  coordinates  each  aspect  of  manage- 
ment and  financial  techniques  into  a total  plan  of  action.  Goal  oriented  planning  is  American  "Medi-Group"  Management's 
response  to  your  need  for  a comprehensive  planning  process.  Financial  Management  is  an  intelligent  course  of  action  for  the 
physician  who  recognizes  that  he  and  his  family  are  at  least  as  important  as  his  practice. 

There  are  two  basic  underlying  principles  of  sound  financial  planning: 

• • Creating  new  capital. 

• • Developing  and  preserving  existing  capital . 

Because  of  the  simplicity  of  these  principles,  it  is  sometimes  assumed  that  money  management  itself  is  simple.  This 
is  not  true.  There  are  too  many  considerations  to  permit  an  over-simplified  approach. 

The  complexities  of  financial  management  are: 

• Risk  of  practice  reverses. 

• Funding  of  business  agreements. 

• Retirement  plan  design  and  administration. 

• Cash  flow  management. 

• Risk  management. 

• Income  tax  reduction. 

• Estate  planning. 

• I nvestment  planning. 

The  key  to  successful  financial  management  is  the  balance  of  risk  and  reward.  In  1748,  Benjamin  Franklin  wrote, 
“Money  is  of  a prolific  generating  nature.  Money  can  beget  money,  and  its  off -spring  can  beget  more." 

Each  of  the  components  of  financial  management  should  be  carefully  reviewed  and  a timetable  for  action  developed. 
A financial  plan  has  no  value  unless  it  is  implemented.  Financial  management  at  Americen  Medi-Group  Management  is  com- 
prehensive and  objective.  We  derive  no  commission  income,  but  are  compensated  on  a fee  only  basis.  Each  plan  written  by 
our  staff  of  practice  consultants,  financial  planners,  Certified  Public  Accountants  and  Attorneys  is  custom  designed  for  the 
client's  unique  set  of  circumstances. 

For  information  on  Practice  and  Personal  Financial  Management,  call  for  a no  obligation  conference. 


^ ■n&aevn&nt,  A 


ne. 


James  S.  Childress,  President 
Brenda  Robertson,  Executive  Secretary 
Jeff  Baldwin,  Vice  President 
W.  Bo  Stempel,  Vice  President 


2997  LBJ  Freeway  Dallas,  Texas  75234 
(214)  620-8473 
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MEDICAL  RECORDS— RETENTION  AND  RELEASE 

Part  of  a physician's  medical  practice  includes  creating, 
maintaining,  and  releasing  medical  treatment  records.  What 
records  should  be  maintained?  How  long  must  they  be 
kept?  When  is  the  physician  free  (or  required)  to  release 
medical  information  to  others?  These  and  other  questions 
are  addressed  in  the  following  review  of  legal  and  ethical 
rules  concerning  patient  medical  records. 


The  practicing  physician  is  obligated  to  society  as  a whole, 
as  well  as  to  his  or  her  patients  as  individuals.  In  many  in- 
stances, the  physician’s  special  knowledge  about  a patient  is 
indispensable  to  that  patient  and  to  those  involved  in  the  ad- 
ministration of  business  and  government.  In  such  instances, 
the  release  of  medical  information  may  be  requested  by  the 
patient  and  such  requests  honored  by  the  physician. 

Confidential  and  privileged  information 

Section  5.08  of  the  Medical  Practice  Act,  just  enacted  during 
the  special  legislative  session,  strengthens  the  safeguards 
against  unwarranted  intrusion  into  the  physician-patient  rela- 
tionship. This  section  makes  medical  records  containing  the 
identity,  diagnosis,  evaluation,  or  treatment  of  a patient  by  a 
physician  "confidential  and  privileged”  information.  Dis- 
closure is  prohibited  “except  as  provided  in  this  section.”*  1 
Those  who  receive  confidential  information  about  a patient's 
treatment  in  accordance  with  this  statute  are  restricted  from 
disclosing  such  information,  except  for  the  authorized  pur- 
pose under  which  it  was  first  obtained. 

Exceptions  are  stated  in  Section  5.08.  Disclosure  is  per- 
mitted in  court  or  administrative  proceedings  when: 

1 . Proceedings  are  brought  by  the  patient  against  a 
physician; 

2.  The  patient,  or  someone  authorized  to  act  on  the 
patient’s  behalf,  provides  a written  consent  to  release 
confidential  information; 

3.  The  court  or  administrative  proceeding  seeks  to 
substantiate  or  collect  on  a claim  for  medical  services 
rendered  to  the  patient; 

4.  The  patient  attempts  to  recover  monetary  dam- 
ages for  an?  physical  or  mental  condition,  including 
death; 

5.  A physician  is  involved  in  any  disciplinary  inves- 
tigation or  hearing  by  the  State  Board  of  Medical  Exam- 
iners (BME),  or  a criminal  investigation  conducted  by  an- 
other agency  which  the  BME  is  assisting;  and 

6.  In  certain  instances  when  disclosure  is  relevant 
to  an  involuntary  civil  commitment  or  hospitalized 
proceeding.2 


Subpoena  for  records 

In  the  past,  physicians  frequently  have  been  placed  in  the 
position  of  deciding  whether  or  not  a subpoena  for  records 
should  be  honored,  especially  when  the  request  comes  from 
someone  other  than  the  patient  or  the  patient’s  attorney  (for 
example,  in  a situation  where  a patient  suffers  injury  in  an 
automobile  accident  and  sues  the  driver  of  the  auto  at  fault). 

In  order  to  review  the  extent  of  injuries  claimed  by  the  patient, 
the  attorney  for  the  faulty  driver  subpoenas  the  patient’s  rec- 
ords from  the  treating  physician.  Section  5.08,  item  four, 
listed  earlier,  provides  some  help,  especially  when  it  is  cou- 
pled with  new  Rule  1 67  found  in  the  Texas  Rules  of  Civil 
Procedure  (1 981 ). 

Section  7 of  Rule  1 67  provides  that  the  physician  possess- 
ing medical  treatment  records  can  place  the  burden  for  deter- 
mining whether  or  not  the  records  should  be  disclosed  on  the 
"party  alleging  physical  or  mental  injury.”  In  the  earlier  exam- 
ple, this  would  be  the  physician’s  patient.  Thus,  when  a 
patient  puts  at  issue  his  or  her  physical  or  mental  injury  in  a 
lawsuit,  he  or  she  waives  confidentiality  protection  and  is  re- 
quired to  authorize  the  physician  to  disclose  medical  treat- 
ment records.  This  position  is  included  in  the  new  Medical 
Practice  Act. 

The  treating  physician  no  longer  should  be  required  to  fur- 
nish the  same  records  to  multiple  parties.  This  is  because, 
under  Rule  167,  when  the  party  requesting  records’  dis- 
closure obtains  a copy  of  the  records,  that  party  is  required  to 
furnish  “without  charge  to  all  parties  ...  as  soon  as  possi- 
ble . . copies  of  the  records  obtained.3 4 5 6 


Form  0-1 

AUTHORIZATION  FOR  DISCLOSURE  OF 
INFORMATION  BY  PATIENT’S  PHYSICIAN 

1.  | authorize  Dr. to  disclose  complete 

information  to concerning  his  medical  findings 

and  treatment  of  the  undersigned  from  on  or  about 

19 until  date  of  the  conclusion  of  such  treatment. 

2.  Further,  I authorize  him  to  testify,  without  limitation,  as  to  all 
of  his  medical  findings  and  the  treatment  administered  to  the 
undersigned,  in  any  legal  action,  suit,  or  proceedings  to  which  I 
am,  or  may  become,  a party;  and  I waive  on  behalf  of  myself  and 
any  persons  who  may  have  an  interest  in  the  matter,  all  provisions 
of  law  relating  to  the  disclosure  of  confidential  medical  information. 

Signed  _____  

Place— — - 

Date — — ■ — 

Witness ___ 
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Freedom  to  cooperate  with  the  BME 

These  new  provisions  also  remove  any  doubt  concerning  the 
Texas  State  Board  of  Medical  Examiners'  (BME)  authority  to 
review  records  in  a physician's  office  in  cases  of  suspected 
illegal  conduct.  Previously,  a physician's  legal  freedom  to 
provide  confidential  patient  treatment  information,  regarding 
apparently  inappropriate  or  illegal  treatment  by  another  phy- 
sician before  formal  disciplinary  action  by  the  BME,  was  in 
doubt.  Now  it  is  clear  that  a physician  may  cooperate  with  the 
state  board  and  provide  this  confidential  patient  information. 
The  board  is  required  to  safeguard  the  identity  of  the  patient 
whose  records  are  examined  unless  the  patient  is  the  "com- 
plaining witness  and  in  which  disclosure  is  relevant  to  the 
claims  or  defenses  of  a physician,"  or  the  patient  has  con- 
sented to  the  disclosure  in  writing. 

Other  exceptions  to  confidentiality 

Exceptions  to  the  general  rule  against  disclosure  of  patient 
confidential  information  are  itemized  in  the  act  for  situations 
not  involving  court  or  administrative  proceedings.  They  in- 
clude disclosures  to: 

1 . Governmental  agencies  if  the  disclosures  are  re- 
quired or  authorized  by  law,  ie,  communicable  diseases, 
child  abuse,  gunshot  wounds,  etc; 

2.  Medical  or  law  enforcement  personnel  if  the  physi- 
cian determines  that  there  is  a probability  of  imminent 
physical  injury  to  the  patient,  to  himself,  or  others,  or  if 
there  is  a probability  of  immediate  mental  or  emotional 
injury  to  the  patient; 

3.  Audit  and  research  personnel  if  individual  patients 
are  not  identified  in  any  report; 

These  forms,  reprinted  from  the  American  Medical  Association’s  publication, 
"Medicolegal  Forms  with  Legal  Analysis,”  meet  the  new  Medical  Practice  Act 

Form  D-5 

AUTHORIZATION  FOR  EXAMINATION  OF 
PHYSICIAN’S  RECORDS 

To  Dr. 

I authorize  you  to  furnish  a copy  of  the  medical  records  of 

— , covering  the  period  from 

(state  name  of  patient  or  “myself”) 

„ 19 to 19 or  to  allow  those 

records  to  be  inspected  or  copied  by I release 

you  from  all  legal  responsibility  or  liability  that  may  arise  from 
this  authorization. 

Signed 

Date 

Witness  


4.  Necessary  persons,  corporations,  or  agencies  in- 
volved in  the  collection  of  charges  and  fees  for  services 
rendered; 

5.  Persons  who  have  the  written  consent  of  the  pa- 
tient or  other  authorized  person  (parent  or  guardian)  for 
the  release  of  confidential  information;  and 

6.  Other  physicians  and  personnel  under  the  direction 
of  the  physician  who  are  participating  in  the  diagnosis, 
evaluation,  or  treatment  of  the  patient.4 

Consent  to  release  records 

Section  5.08(j)  of  the  Medical  Practice  Act  provides  that  writ- 
ten consent  to  release  confidential  medical  information 
should  specify  ( 1 ) the  information  or  medical  records  to  be 
covered  by  the  release;  (2)  the  reasons  for  release;  and  (3) 
the  person  to  whom  the  information  is  to  be  released.  Most 
release  forms  now  used  by  physicians  and  hospitals  meet 
these  state  specifications. 


Patient  access  to  records 

The  new  act  also  addresses  patient  access  to  medical  rec- 
ords. As  was  reported  in  the  March  1 980  “Medicine  and  the 
Law"  at  least  one  Texas  court  has  found  that  a patient  had  a 
"common  law  right  to  inspect  her  own  records.”5  Section 
5.08(k)  of  the  act  recognizes  the  patient's  interest  in  his  or 
her  medical  records.  It  codifies  a requirement  that  the  physi- 
cian furnish  a copy  of  the  medical  records  requested  by  a 
patient,  or  a summary  or  narrative  of  the  records,  after  re- 
ceiving a written  consent  for  the  release  of  information.  How- 
ever, if  the  physician  determines  that  access  to  the  informa- 
tion would  be  harmful  to  the  physical,  mental,  or  emotional 


requirement  (Sec.  5.08[j])  regarding  information  disclosure.  Physicians 
should  consult  their  own  attorneys  regarding  the  use  of  any  suggested  forms 


Form  D-7 

AUTHORIZATION  TO  FURNISH  INFORMATION 

A.M. 

Date Time P.M. 

I authorize  and  request  the  Hospital,  and 

the  physicians  who  attended  me  while  I was  a patient  in  said  hos- 


pital during  the  approximate  period  from , 19 to 


, 19_ , to  furnish  to all  infor- 
mation concerning  my  case  history  and  the  treatment,  examina- 
tions or  hospitalization  which  I received,  including  copies  of  hos- 
pital and  medical  records. 


Witness. 


Signed. 
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health  of  the  patient,  then  the  information  may  be  withheld. 
Also,  if  confidential  information  about  another  person  is  con- 
tained in  the  record,  this  information  can  be  deleted  from 
copies  provided  unless  that  person  has  consented  to  the  re- 
lease. The  physician  may  charge  a "reasonable  fee"  for 
furnishing  this  information.6 

Retention  requirements 

Medical  records  assist  physicians  in  providing:  (1 ) good  care 
to  their  patients;  (2)  information  to  other  physicians  who  may 
treat  their  patients;  and  (3)  information  to  insurance  carriers 
or  employers  as  requested  by  the  patient.  In  addition,  medi- 
cal records  can  be  valuable  in  defending  the  treatment  ren- 
dered should  a patient  decide  to  include  the  physician  in  a 
professional  liability  suit. 

In  Texas  the  statute  of  limitations  for  suits  based  on  negli- 
gence is  two  years.  Generally,  this  means  patients  must  file 
suit  within  two  years  of  treatment  in  order  to  receive  any  re- 
covery for  their  injuries.  However,  there  are  exceptions  to  this 
rule.  In  several  cases,  Texas  courts  have  "tolled"  or  held  that 
the  two-year  period  begins  to  run  in  some  situations  only 
when  the  patient  knew  or  should  have  known  that  negligence 
may  have  taken  place.  A typical  case  where  the  statute  is 
tolled  would  be  when  a foreign  object  is  left  in  a patient's  body 
during  an  operation.  The  object  is  discovered  during  surgery 
at  a later  date  as  a result  of  complications  from  the  original 
surgery.  In  such  a case,  the  Texas  courts  have  tolled  the  run- 
ning of  the  time  permitted  to  file  suit.  The  time  when  the 
patient  knew  or  should  have  known  that  negligence  may 
have  occurred  is  the  date  that  courts  use  to  begin  the  two- 
year  period  for  filing  negligence  suits.  In  addition,  persons 
injured  who  are  under  1 2 years  of  age  when  treatment  is  ren- 
dered do  not  have  the  statute  of  limitations  "run”  on  them 
until  they  reach  age  1 2.  Before  1 977,  the  statute  was  tolled 
until  the  age  of  majority,  that  is,  age  18.  However,  the  Texas 
Legislature  in  1 977  revised  the  age  for  tolling  statute  to  1 2 
years. 

Occasionally  suits  are  filed  by  children  who  allege  injuries 
which  occurred  in  the  treatment  of  their  parent  at  a time  be- 
fore their  birth.  Physicians  who  treat  expectant  mothers  may 
wish  to  consider  keeping  these  records  for  an  extended  pe- 
riod of  time. 

Finally,  since  the  constitutionality  of  the  lowering  of  the  age 
for  tolling  the  statute  of  limitations  from  1 8 to  1 2 has  not  yet 
been  resolved,  physicians  may  be  prudent  in  keeping  the 
records  of  all  minor  children  at  least  until  such  children  are  20 
years  of  age  (18  plus  two  years).7 

Statutory  requirements 

In  Texas  there  is  a statutory  requirement  that  physicians  dis- 
pensing dangerous  drugs  or  controlled  substances  keep  the 
records  of  such  activity  for  at  least  two  years.8  This  require- 


ment coincides  with  the  two-year  federal  requirement.  In 
addition,  physicians  who  accept  assignment  under  Medicaid 
agree,  in  accepting  the  assignment,  to  keep  the  records  re- 
lating to  their  Medicaid  patients  for  at  least  five  years.9 

OSHA  involved  too 

The  Occupational  Safety  and  Health  Administration  (OSHA) 
has  promulgated  regulations  governing  access  to  employee 
medical  records.10  These  regulations  give  a broad  range  of 
employee  access  (or  access  by  a representative)  to  all  com- 
pany records  relating  to  health. 

OSHA  also  has  access  to  these  records.  The  first  copy  of 
the  records  requested  must  be  provided  by  the  employer 
"free”  within  1 5 days.  The  rules  state  that  employee  records 
must  be  maintained  for  at  least  30  years  plus  the  duration  of 
employment.  The  records  may  be  microfilmed  or  reproduced 
in  other  ways,  but  x-rays  must  be  kept  in  their  original  form.'1 

Freedom  to  practice  reserved 

Texas  law  now  recognizes  the  special  confidential  relation- 
ship between  patient  and  physician.12  This  recognition  is 
essential  for  a free  flow  of  information  between  patient  and 
physician  necessary  for  the  physician  to  render  his  or  her 
services  effectively.  The  Texas  Legislature  preserved  the 
freedom  to  practice  good  medicine  by  preventing  unwar- 
ranted intrusions  into  the  special  relationship  between  physi- 
cian and  patient. 

This  legacy  will  prove  to  benefit  the  patients  treated  in 
Texas  for  years  to  come. 

Donald  P.  “Rocky"  Wilcox,  JD 

TMA  General  Counsel 
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Warning:  A Malpractice  Suit  May 
Be  Dangerous  To  Your  Reputation. 


When  that  non-meritorious  claim 
happens  to  you,  will  your  insurance 
company  act  to  save  your  reputation  or 
to  save  expense  money  for  the 
company? 

If  you’re  an  owner/insured  of  API  — the 
doctor’s  company  — you’ll  have  TOTAL 
SUPPORT.  No  other  company  in  Texas 
or  Arkansas  has  a better  record  for 
preserving  its  members’  practice  and 
reputation.  API’s  claim  staff  and 
attorneys  are  specialists  at  defending 
doctor’s  malpractice  claims  — attested 
to  by  our  record  of  favorable  judgements 
in  every  one  of  our  court  cases. 

Call  or  write  now.  Get  the  API  support 
team  on  your  side. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DALLAS,  TEXAS  75234  • (214)  386-6400 
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Information  for  authors 


Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 
1905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

New  requirement  for  authors 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage before  manuscripts  can  be  reviewed  for  possible  publication: 

In  consideration  of  the  Texas  Medical  Association  taking  action  in 
reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  owner- 
ship to  the  Texas  Medical  Association  in  the  event  that  such  work  is 
published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Two  copies  should  be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 
An  introductory  summary  of  50-75  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland’s  Illustrated  Medical  Dictionary,”  25th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged." 

References 

Reference  lists  should  contain  (1 ) author’s  last  name,  initials,  (2)  title 
of  article  or  book,  (3)  name  of  journal,  (4)  volume  and  inclusive  page 
numbers,  written  33 : 156-160,  (5)  year.  For  books,  the  title  should 
be  followed  by  place  of  publication,  name  of  publisher,  and  year. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted 
exactly  with  the  source  credited.  Copies  of  permission  letters  should 
be  submitted  with  the  manuscript. 


Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  Executive  Editor  and 
consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 905  North 
Lamar  Blvd,  Austin  78705. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  When 
notifying  the  editors  of  a member’s  death,  please  give  the  name  and 
address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing 
a monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Scientific  Publication  Committee  and  the  editors  do,  however, 
encourage  committees,  councils,  and  individuals  to  submit  original 
material  which  they  consider  valuable  to  readers.  Should  regular 
publication  in  column  form  be  deemed  appropriate,  the  Committee 
and  the  editors  will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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DEATHS 


E.  L.  Davis 

Elmer  L.  Davis,  MD,  an  honorary  member  of  Texas  Medical 
Association  and  Bowie  County  Medical  Society,  died  June  7, 
1981 . He  was  74. 

Born  in  Philadelphia,  Dr  Davis  received  his  premedical  ed- 
ucation at  the  University  of  Arkansas  at  Fayetteville  and  in 

1 932  was  graduated  from  the  University  of  Arkansas  School 
of  Medicine  at  Little  Rock.  After  an  internship  at  Hotel  Dieu 
Hospital,  Beaumont,  he  joined  the  US  Army  Air  Corps  in 

1 933  and  served  until  1 940.  He  continued  to  serve  in  the  US 
Air  Force  until  1945. 

Dr  Davis  was  in  private  practice  in  Arkansas  until  1950 
when  he  moved  to  Texarkana.  He  practiced  there  in  a local 
clinic  until  1965,  when  he  entered  government  service  at 
Red  River  Army  Depot  as  chief  of  the  medical  staff.  He 
retired  in  1974. 

Dr  Davis  is  survived  by  his  wife,  Garnett  Clews  Davis, 
Texarkana. 

E.  F.  Robbins 

E.  Freeman  Robbins,  MD,  92,  died  May  4,  1 981 . 

An  honorary  member  of  Texas  Medical  Association  and 
Harris  County  Medical  Society,  Dr  Robbins  had  practiced 
medicine  in  Houston  for  61  years,  retiring  in  1 972. 

He  was  born  in  Oak  Grove,  Tex,  attended  Baylor  Univer- 
sity, and  was  graduated  from  Baylor  College  of  Medicine  in 
191 1 . He  moved  to  Houston  in  191 1 to  become  the  first  in- 
tern of  the  Baptist  Memorial  Hospital.  During  World  War  I,  Dr 
Robbins,  a lieutenant,  served  as  a surgeon  in  France. 

Survivors  include  his  wife,  Maude  Taylor  Robbins;  and 
daughters,  Marion  Alexander  and  Ellen  Red,  all  of  Houston; 
son,  Horace  T.  Robbins,  MD,  Webster,  Tex;  sisters,  Faye 
Hodge  and  Eunice  Neill,  both  of  Austin;  and  Vera  Brister, 
Waco;  1 1 grandchildren;  and  one  great-grandchild. 

C.  J.  Ruilmann 

Cyril  Joseph  Ruilmann,  MD,  a past  president  of  the  Jefferson 
County  Medical  Society,  died  June  11,1 981 . Dr  Ruilmann,  a 
psychiatrist,  had  lived  in  Austin  for  ten  years  (1958-1968), 
serving  as  the  director  of  mental  health  and  hospitals  in 
Texas.  He  moved  to  Beaumont  in  1968. 

Born  in  Cincinnati,  Dr  Ruilmann  was  a 1 934  graduate  of 
the  University  of  Cincinnati  and  a 1 937  graduate  of  the  Uni- 
versity of  Cincinnati  College  of  Medicine.  Graduation  from 
medical  school  was  followed  by  an  internship  and  residency 
in  internal  medicine  at  the  University  of  Iowa  in  Des  Moines. 
He  returned  to  the  University  of  Iowa  in  1 941  to  complete  a 
residency  in  psychiatry.  He  practiced  psychiatry  in  Memphis 
and  in  Nashville  and  was  a commissioner  of  the  Tennes- 
see Department  of  Mental  Health  before  moving  to  Austin 
in  1958. 

Active  in  the  Texas  Medical  Association,  Dr  Ruilmann  was 


a past  chairman  of  the  Committee  on  Mental  Health  and 
Mental  Retardation. 

Surviving  family  members  include  his  wife,  Ruth  S.  Ruil- 
mann, Beaumont;  sisters,  Mildred  Burroughs,  Cincinnati;  and 
Dorothy  Boyer,  Racine,  Wis;  and  brother,  Bernard  Ruilmann, 
Racine,  Wis. 

L.  M.  Theimer 

Louis  Michael  Theimer,  MD,  a Wichita  Falls  family  physician, 
died  May  1 9,  1 981 . A member  of  Wichita  County  Medical 
Society,  Dr  Theimer  was  presented  the  society's  first  dis- 
tinguished service  award  in  November  1980.  In  addition  to 
his  private  practice  in  Wichita  Falls,  he  was  project-medical 
director  for  the  Wichita  Falls  Family  Planning  Clinic. 

Dr  Theimer  was  born  in  Apache,  Okla,  and  attended  St 
John's  College  in  Winfield,  Kan,  and  the  University  of  Okla- 
homa in  Norman.  In  1 951  he  was  graduated  from  the  Uni- 
versity of  Oklahoma  School  of  Medicine  and  then  interned  at 
John  Sealy  Hospital  in  Galveston.  He  moved  to  Wichita  Falls 
in  1 952  to  serve  a residency  at  Wichita  General  Hospital. 

Survivors  include  Dr  Theimer's  wife,  Doris  Fischer 
Theimer,  Wichita  Falls;  sons,  Kenneth  D.  Theimer,  Wichita 
Falls;  Louis  M.  Theimer  III,  Colorado  Springs:  Frank  Kellert, 

Jr,  Oklahoma  City;  and  Steven  Kellert,  Houston:  daughter, 
Diane  Kellert,  Oklahoma  City;  brother.  Milton  Theimer,  Mus- 
kogee, Okla;  sister,  Elizabeth  Etzel,  Kingsport,  Tenn;  and  two 
grandchildren. 

R.  T.  Wilkinson 

Robert  Thomas  Wilkinson,  MD,  73,  an  honorary  member  of 
Texas  Medical  Association  and  the  Colorado  Basin  Medical 
Society,  died  June  6,  1981 . A retired  family  physician.  Dr 
Wilkinson  had  practiced  medicine  in  Fisher  County  for  41 
years. 

A native  of  Ravia,  Okla,  Dr  Wilkinson  moved  to  San  An- 
tonio at  an  early  age.  He  attended  Asbury  College  in  Ken- 
tucky and  St  Mary's  University  of  San  Antonio.  After  graduat- 
ing from  UT  Medical  Branch  in  1 933,  Dr  Wilkinson  interned  at 
Santa  Rosa  Medical  Center  in  San  Antonio.  In  1936  he 
moved  to  Rotan,  Tex.  He  entered  the  US  Army  in  January 
1 940  and  served  until  November  1 945,  when  he  was  dis- 
charged as  a major.  He  returned  to  Rotan  to  practice  medi- 
cine until  1 955,  when  he  bought  the  Roby  Hospital  (later 
named  Wilkinson  Clinic  and  Hospital).  He  operated  the  clinic 
and  hospital  until  his  retirement  in  1977. 

Survivors  include  his  wife,  Eula  Kriss  Wilkinson,  Roby; 
son,  Robert  Wilkinson,  Odessa;  daughters.  Jean  Baugh, 

Iowa  Park,  Tex;  and  Marie  Wilburn,  Carlsbad,  NM;  brother, 
John  M.  Wilkinson,  MD;  and  sister,  Julia  Morris,  both  of  San 
Antonio;  and  seven  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E.  L.  DAVIS 

Texarkana,  1906-1981 

E.  F.  ROBBINS 
Houston,  1888-1981 

C.  J.  RUILMANN 
Beaumont,  1909-1981 

L.  M.  THEIMER 
Wichita  Falls,  1922-1981 

R.  T.  WILKINSON 
Roby,  1908-1981 


IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  Texas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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TEXAS  MEDICIN 


Order  Today! 

Cassette  tapes  of 
TMA’s  Fall  Conference 

Medicine  in  a Changing  World 

Saturday,  September  19, 1981,  Austin 


Tape  l 

Welcome  and  Opening  Remarks — William  F.  Ross,  MD 

Medicine  in  a Changing  World — William  Y.  Rial,  MD 

1 

Tape  2 

New  Direction,  in  Washington — Edward  N.  Brandt,  Jr.,  MD 

Environmental  Analysis;  What’s  Ahead  for  Physicians 
and  the  Practice  of  Medicine — Robert  E.  McAfee,  MD 

Tape  3 

Panel  Session — Managing  Practice  Earnings  and 
Personal  Income 

Getting  Paid  for  What  You  Do— Coding  and  Profiles— 
Harold  Whittington 

Keeping  What  You  Make — Accounts  Receivable  and 
Payable;  Internal  Control  Systems — Jack  Rue  Coleman 

Once  You  Have  Made  It,  How  to  Make  it  Grow — 
Managing  Personal  Income — Joseph  J.  Tallal,  Jr. 


Tape  4 

Avoiding  the  Mistakes  of  Others— John  C.  Goodman,  PhD 

Rx  for  Reducing  Exposure  to  Professional  Liability — 
Robert  S.  Brittain,  MD 

Tape  5 

Panel  Session — New  State  Statutes  Impacting  Upon  the 
Practice  of  Medicine;  Key  Health  Actions  of  the  67th 
Texas  Legislature 

Overview  of  the  Medical  Practice  Act — 

Gary  W.  Williamson,  MD 

Grounds  for  Disciplinary  Actions  Against  Physicians — 
Max  C.  Butler,  MD 

Standing  Orders,  Optometric  Drugs,  and  Allied  Health 
Providers — Alan  C.  Baum,  MD 

Medical  Records  and  Physician-Patient  Confidentiality — 
Byron  L.  Howard,  MD 

Generic  Drug  Substitution,  Telephonic  Orders,  and 
Triplicate  Prescriptions — Val  F.  Borum,  MD 


Tape  Order  Form 
Medicine  in  a Changing  World 

Individual  cassette  tapes  are  $6.50  each,  plus  5% 
sales  tax.  Save  $5  and  order  a complete  set  of  five 
tapes  for  only  $27.50,  plus  5%  sales  tax. 

□ Tape  1 □ Tape  2 □ Tape  3 □ Tape  4 □ Tape  5 

□ Complete  set  of  Conference  tapes. 

Total  cost 

5%  sales  tax 

Total 

Volume  77  October  1981 


Name  

Address 

City __ 

State Zip 

For  additional  information,  contact  TMA  Communication 
Department,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701; 
512  477-6704. 

□ Paid  in  full  □ Bill  me 
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MEDICINE  IN  LITERATURE 


In  the  TMA  Library 

Berger  GS,  Brenner  WE,  Keith  LG  (eds):  Second-Trimester 
Abortion:  Perspectives  After  a Decade  of  Experience. 
Boston,  John  Wright,  1981 . 

Carney  AL,  Anderson  EM  (eds):  Diagnosis  and  Treatment  of 
Brain  Ischemia:  CT  Brain  Blood  Flow.  Brain  Hemodynamics, 
and  Carotid  and  Vertebral  Artery  Surgery.  New  York,  Raven 
Press,  1981 . 

Christie  AB:  Infectious  Diseases:  Epidemiology  and  Clinical 
Practice.  New  York,  Churchill  Livingstone,  1980. 

Connolly  JF  (ed):  DePalma’s  The  Management  of  Fractures 
and  Dislocations:  An  Atlas , ed  3.  Philadelphia,  W.  B.  Saun- 
ders Company,  1 981 . 

Dalinka  MK:  Arthrography.  New  York,  Springer- Verlag,  1980. 

Fairbanks  VS:  Hemoglobinopathies  and  Thalassemias:  Lab- 
oratory Methods  and  Case  Studies.  New  York,  Thieme- 
Stratton,  Inc,  1980. 

Gori  GB,  Bock  FG  (ed):  Banbury  Report:  A Safe  Cigarette? 
Cold  Spring  Harbor,  NY,  Cold  Spring  Harbor  Laboratory, 

1980. 

Greco  FA,  Oldham  RK,  Bunn  PA  Jr  (eds):  Small  Cell  Lung 
Cancer.  New  York,  Grune  & Stratton,  1981 . 

Hearn  JP  (ed):  Immunological  Aspects  of  Reproduction  and 
Fertility  Control.  Baltimore,  University  Park  Press,  1980. 

Huffman  JW,  Dewhurst  CJ,  Capraro  VJ:  The  Gynecology  of 
Childhood  and  Adolescence,  ed  2.  Philadelphia,  W.  B. 
Saunders  Company,  1981 . 

Kempe  CH,  Heifer  RE  (eds):  The  Battered  Child , ed  3.  Chi- 
cago, The  University  of  Chicago  Press,  1980. 

Klein  DF,  Gittelman  R,  Quitkin  F,  et  al:  Diagnosis  and  Drug 
Treatment  of  Psychiatric  Disorders:  Adults  and  Children , ed 
2.  Baltimore,  Williams  & Wilkins,  1980. 

Kline  NS,  Lindenmayer  JP:  Psychotropic  Drugs:  Manual  for 
Emergency  Management  of  Overdosage,  ed  2.  Oradell,  NJ, 
Medical  Economics  Company,  1981. 

Lipp  MR:  The  Bitter  Pill:  Doctors,  Patients,  and  Failed  Ex- 
pectations. New  York,  Harper  & Row  Publishers,  1980. 


Lowenthal  DT,  Pennock  RS,  Likoff  W,  et  al:  Management  of 
the  Cardiac  Patient  with  Renal  Failure.  Philadelphia,  F.  A. 
Davis  Company,  1981. 

Mehta  J,  Mehta  P (eds):  Platelets  and  Prostaglandins  in  Car- 
diovascular Disease.  Mount  Kisco,  NY,  Futura  Publishing 
Company,  1981 . 

Metzger  N:  Personnel  Administration  in  the  Health  Services 
Industry,  ed  2.  New  York,  SP  Medical  & Scientific  Books, 
1979. 

Miller  RH:  Textbook  of  Basic  Emergency  Medicine.  St  Louis, 
The  C.  V.  Mosby  Company,  1 980. 

Nadel  J A (ed) : Physiology  and  Pharmacology  of  the  Air- 
ways. New  York,  Marcel  Dekker,  Inc,  1980. 

Owen  R,  Goodfellow  J,  Bullough  P (eds):  Scientific  Founda- 
tions of  Orthopaedics  and  Traumatology.  Philadelphia,  W.  B. 
Saunders  Company,  1980. 

Putman  CE  (ed):  Pulmonary  Diagnosis:  Imaging  and  Other 
Techniques.  New  York,  Appleton-Century-Crofts,  1981. 

Ramsey  RG:  Neuroradiology  with  Computed  Tomography. 
Philadelphia,  W.  B.  Saunders  Company,  1981. 

Resnick  D,  Niwayama  G:  Diagnosis  of  Bone  and  Joint  Disor- 
ders. Philadelphia,  W.  B.  Saunders  Company,  1981  (three 
volumes). 

* Rosen  T,  * Martin  S:  Atlas  of  Black  Dermatology.  Boston, 
Little,  Brown  and  Company,  1 981 . 

Rubright  R,  MacDonald  D:  Marketing  Health  & Human  Ser- 
vices. Rockville,  Md,  Aspen  Systems  Corporation,  1981 . 

Sokoloff  L (ed):  The  Joints  and  Synovial  Fluid.  New  York, 
Academic  Press,  1978  (two  volumes). 

Spencer  RP  (ed):  Radiopharmaceuticals:  Structure- 
Activity  Relationships.  New  York,  Grune  & Stratton,  1981 . 

Stein  PD:  A Physical  and  Physiological  Basis  for  the  Inter- 
pretation of  Cardiac  Auscultation:  Evaluations  Based 
Primarily  on  the  Second  Sound  and  Ejection  Murmurs. 
Mount  Kisco,  NY,  Futura  Publishing  Company,  1 981 . 


*TMA  member. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  MD.  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell,  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  <&  Immunology 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M,  Hersh,  MD 
Calvin  J.  McLerran,  PhD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Clinics 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum,  MD 
Ed  Etier,  Jr,  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp  MD 

Dixon  Presnall.  MD  J.  David  Duncan,  MD 


CORPUS  CHRISTI  ALLERGY  CLINIC 


CHEMICAL  DEPENDENCE  ASSOCIATES 


Saul  Grossman,  MD,  FACA,  FAACIA.  Allergy-Dermatology  4710  Greeley,  Suite  270,  Houston,  Texas  77006 

Wallace  A.  Crozier,  MD,  FACA,  Certilied  American  Boards  Pediatrics  T „ 711  coc  onse 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology  P 

James  A.  Caplin,  MD,  Allergy-Immunology 

Practice  Limited  to  Drug  Dependence 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487  Iames  w-  Hayden,  PhD,  MD 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


TMA  Practice  Management  Seminars 

Houston — Oct.  20  and  21 
Dallas — Oct.  22  and  23 
San  Antonio — Oct.  29  and  30 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 


Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton,  MD 

GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 

FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 

INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griffin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD 

OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 

PEDIATRICS 
B.  R.  Owen.  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall.  MD 
Bernard  Zilberg.  MD 

CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 

PATHOLOGY 
Robert  R.  Rember.  MD 

UROLOGY 

J.  W.  Cowan,  MD,  ABU 
PODIATRY 

Bradford  Glass,  DPM,  ABPS 

ANESTHESIOLOGY 
Gerard  J.  St-Hilaire,  MD 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
H.  L.  Mott,  General  Office  Manager 
Danny  Nichols,  Comptroller 
James  E.  Cape.  Credit/Collection 
Manager 


HOUSTON  HEADACHE  CLINIC 


Park©  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR,  MD 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

R.  D,  DIGNAN,  MD 

Diplomat©  American  Board  of  Surgery 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


NEUROLOGY 

Ninan  T.  Mathew,  MD,FRCP,  director 
Mool  P.  Nigam,  MD 


BEHAVIORAL  MEDICINE  6 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 


ELECTROPHYSIOLOGY 
Jeanette  Allen 


BIOFEEDBACK  THERAPY 
Marv  Bray,  BA 
Linda  Alvarez 


ADMINISTRATION 
Jeannine  Northcutt 
Denise  Whatley 
Sherri  Harbort 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas.  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DALLAS  DIAGNOSTIC  ASSOCIATION 


GERALD  A.  CASID,  MD,  PA 


7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 

CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Hams,  MD,  FACC.  FACP 
I.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD,  FACC.  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite  III.  MD 

Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers.  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309.  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

TMA  Group  Insurance  Programs  Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

. . . Another  service  of  your  association  James  Lewis  piPkin-  MD  Mar*  Jo  M°"'g°mery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.)» 

Downtown  "Overlooking  the  Alamo”,  705  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8651,  512  222-2001 
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TEXAS  MEDICINE 


JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


N.  NARENDRAN,  MD,  PA 

Diplomats  American  Board  of  Internal  Medicine 
Diplomats  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock.  Texas  79413;  806  795-5561 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson,  MD.  FACP 
Steven  Dorfman,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


NISAR  AHMED,  MD,  PA 

Fellow  of  American  College  of  Gastroenterology 
Fellow  of  International  Academy  of  Proctology 

Gastroenterology,  Gastrointestinal  Endoscopy 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 

Suite  360,  Houston,  Texas  77004;  713  520-6010 


General  Surgery 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suit©  905,  7711  Louis  Pasteur  Drive. 
San  Antonio,  Texas  78229;  512  696-2700 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Kosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomat©  American  Boards  ©f  Endocrinology  and  Internal  Medicine 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue.  Wadley  Tower.  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main.  Suite  414.  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


Diabetes  and  Glandular  Disease  Clinic 

8042  Wurxbaeh,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


SIGURD  C.  SANDZEN.  JR.,  MD.  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd..  Suite  1108. 

Dallas.  Texas  75235;  Telephone  214  837-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 


CECIL  O.  PATTERSON.  MD.  FACP  KENNETH  D.  GLASS,  MD,  FACS 

Gastroenterology,  Gastroscopy,  Esophagoscopy  Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235  Upper  Extremity 

214  358-2545 

5959  Harry  Hines  Blvd.,  Suite  812.  Dallas  75235 
Telephone  214  631-7488 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
Georg©  T*  D©Van©y,  MD 
J.  Craig  Billinghurst,  MD 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III,  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  ol  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member,  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy,  Hypnotherapy  <£  Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200,  St.  235,  Houston,  Texas  77024 
713  464-6116 


DOCTORS  SMITH  AND  WHEELER.  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry,  MD,  DABNS,  FACS 
R.  Gordon  Long,  MD,  DABNS.  FACS 
Bennie  B.  Scott,  MD,  DABNS 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 


David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas,  Texas  75208;  214  941-1840 


Nuclear  Medicine 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins.  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology.  Neurology,  Neurosurgery.  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD.  FACS 

Neurological  Surgery  TMA  reminds  you  of  these  important  dates: 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE  November  5-8  House  of  Delegates  Interim  Session,  Austin 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography  February  5-7  Winter  Conference,  Austin 
Neuro-Radiology,  Computerized  Tomography 

William  I.  Nelson,  MD,  Neurosurgery  MaY  6-9  U5th  Annual  Session,  San  Antonio 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 
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Ophthalmology 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD.  FACS 
Robert  B.  Wilkins.  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Charles  A.  Garcia,  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD.  FACS,  FICS 

James  D.  Fly,  MD 


555  Wadley  Tower.  Baylor  Medical  Plaza. 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Orthopedic  Surgery 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave..  Dallas,  Texas 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


FORT  WORTH  BONE  <£  JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 


M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 

3702  21st  St,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomats  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503.  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streaier,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  <£  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane.  Suite  202.  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale,  Suite  410. 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  808  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3702  20th  Street,  Suite  B.  Lubbock.  Texas  79410 
Telephone  806  797-9666 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Iniormation  lor  Authors.*' 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar.  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  For'  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt.  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology. 

Medicolegal  Consultation 

P.  O.  Box  160.  Lufkin.  Texas  75901;  634-4451 


BROWN  <S  ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  MD 
John  R.  Thomas.  MD 
S.  Joseph  Skinner,  MD 
Joe  B.  Haden.  MD 
Enrique  van  Santen.  MD 
Elaine  V.  Shalek.  MD 
Robert  H.  McNeely.  MD 
R.  Dudley  Koy,  MD 
Edward  T.  Kott,  MD 
H.  A.  Lara.  MD 
Jack  S.  Garland.  MD 

Diplomates  American  Board  of  Pathology 
165  Hermann  Prof.  Bldg..  Houston.  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston.  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


PATHOLOGISTS  MEDICAL  GROUP 

Arthur  L.  Raines.  MD  Richard  McDonald,  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686.  Cleburne.  Texas  76031;  817  645-6523 


J.  S.  WILKENFEUD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld  MD 

Diplomato  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper.  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Bepresenting  TMA's  Legislative  Views 


. . . Another  service  of  your  association 


TMA  Members  Retirement  Trust 

. . . Another  service  ol  your  association 
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TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin,  MD.  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs.  MD,  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suits  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104; 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD,  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suite  420. 

Houston,  Texas  77004;  713  526-6161 


N.  BERKELEY  POWELL.  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  & Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES.  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan,  Texas  77801 
713  775-5454 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Confidential  counseling  is  available  from 
TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 


. . . Another  service  of  your  association 

Medical  Films  and  Slides 

. . . Another  service  of  your  association 
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Psychiatry 


Pulmonary  Diseases 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 
Carol  A.  Lewis,  MD 


Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook,  III,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4.  Austin.  Texas  78705;  512  458-9288 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  & ASSOCIATES 

*Diplomate  American  Board  of  Psychiatry 

*Diplomate  American  Association  Sex  Educators,  Counselors, 
<S  Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  & Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 
Pulmonary  Diseases 

John  R.  Burk,  MD,  FACP 

Mitchell  C.  Kuppinger,  MD,  FCCP 

David  M.  Webb,  MD 

David  R.  Stoop,  MD,  FACP,  FCCP 

Suite  137,  Arlington  Medical  Plaza  Building,  801  Road  to 
Six  Flags  West,  Arlington,  Texas  76012;  817  461-0201 

Suite  504,  Doctors  Building,  800  Fifth  Avenue,  Fort  Worth,  Texas  76104 
817  332-7273 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


JAMES  H.  WILD,  MD,  PA 
Rheumatology 

Diplomate  Subspecialty  Rheumatology 
Diplomate  American  Board  of  Internal  Medicine 

Methodist  Plaza  Building,  Suite  117, 

4499  Medical  Drive,  San  Antonio,  Texas  78229; 
512  691-0888 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827=3880 
Hours  By  Appointment 


TMA  International  Travel  Program 


. . . Another  service  of  your  association 


DONALD  L.  PAULSON.  MD,  FACS 
Thoracic  Surgery 

653  Wadley  Tower,  Dallas,  Texas;  824-3660 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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TEXAS  MEDICINi 


BERNARD  R.  JACK.  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Thanks  to  you... 


it  works. .. 
for  ALL  OF  US 


United  Vfey 


“A  FORTUNATE  OPPORTUNITY” 

• Admission -Evaluation  Service  • Adolescent  Program 

• General  Psychiatric  Program  • Discharge  Planning  Program 

• Long-Term  Intensive  Psychotherapy  • Limited  Use  of  Medication 

C Specialists— Long  Term  Intensive  Psychotherapy— Adolescents— Young  Adults 

A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

For  more  information  call  504  837-7788  or  write  Terry  Gillmore,  Patient  Service  Representative.  After  5 
pm  call  504  835-2661.  (Collect  calls  accepted.) 

1800  Jefferson  Hwy.  John  A.  Stocks,  MD  C.  Christian  Plasberg 

OAKS  New  Orleans,  La.  70121  Medical  Director  Administrator 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  estaolished  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  $90,000  plus  benefits.  Health  Care  Placements,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED-  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping  family  environ- 
ment.  Financial  arrangements  are  open.  Write  Aa-Il)/,  ILAAb  MLUl- 
CINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  11U1 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405.  


WANTED:  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum  vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  oi 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 

EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 

FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


FAMILY  PRACTICE  PHYSICIAN — established  family  practice  clinic  with 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  ana 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


PHYSICIAN  WANTED:  32  year  old  established  solo  GP,  South  Austin 
medical  complex.  Desires  FG/GP  to  share  office  space,  calls,  expenses, 
etc.  Have  1,800  sq.  ft.  office,  full  staffing,  large  waiting  room,  three 
fully  equipped  examining  rooms  and  large  ER/procedures  room.  Primary 
interests  include  family  oriented  health  maintenance  and  care.  Great 
opportunity  for  rapidly  expanding  area  of  Central  Texas.  Send  CV  to 
Ad-148,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST— Must  be  certified  in  AP  and  CP  or  eligible.  Must  be 
interested  in  both  clinical  and  surgical  pathology.  260  bed  hospital  with 
well  equipped  laboratory  striving  for  excellence.  Need  a physician  with 
energy  and  active  interest  in  physicians,  technologists  and  patients. 
Lovely  wooded  East  Texas  area.  Send  curriculum  vitae  to  Ad-209,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


EMERGENCY  MEDICINE-EL  PASO,  TEXAS:  Clinical  positions  available 
in  moderate  volume  emergency  department.  Competitive  hourly  guar- 
antee, plus  production-based  bonus.  Paid  malpractice  insurance  pro- 
vided; flexible  scheduling.  Physicians  interested  should  send  creden- 
tials in  confidence  to  Sue  Haberman,  845  East  Arapaho,  Suite  A-l, 
Richardson,  Texas  75081;  or  call  collect  214-669-0606. 

WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schooK  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


PRIMARY  CARE  PHYSICIAN:  Wanted  in  rural  southwest  Texas 
Migrant/RHI  Clinic.  Position  for  delivery  of  much  needed  health  care 
in  medically  underserved  area.  Salary  negotiable.  Send  resume  to: 
Buena  Salud  Health  Systems,  Incorporated,  P.O.  Box  1251,  Del  Rio, 
Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


BOARD  CERTIFIED  OR  ELIGIBLE  OB-GYN,  urologist,  internist,  psy- 
chiatrist, allergist  and  family  practitioner  in  established  multispecialty, 
private  practice  setting  in  medium  sized  city  in  Central  Texas.  Ex- 
cellent schools,  churches,  cultural  and  recreational  facilities.  Openings 
available  now.  Please  contact  Ad-219,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OB-GYN,  HOUSTON,  TEXAS.  To  associate  with  well  established  prac- 
tice. $60,000  first  year.  Send  curriculum  vitae:  Dr.  Joe  Atlas,  8322  Gulf 
Freeway,  Houston,  Texas  77017;  713  643-2644. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  per  issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address 
of  ad  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
will  not  contact  ad  number  holders  except  by  mail.  Copy 
deadline  is  the  5th  of  the  month  preceding  publication. 
Send  copy  to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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TEXAS  PRIVATE  PRACTICES.  Solo,  associate  and  group  opportunities 
in  growing  communities  with  stable  economies.  Financial  backing  by 
physicians,  hospitals  or  communities  to  help  you  get  your  practice 
qrowing.  Openings  in  family  practice  and  most  other  specialties. 
Please  send  CV  with  lifestyle  preferences  to  W.  Sanford  Smith,  Pro- 
fessional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble, 
Texas  7/339. 


MEDICAL  DIRECTOR:  Immediate  opening  for  a Medical  Director  re- 
sponsible for  directing  all  medical  activities  of  a Migrant/RHI  Clinic 
in  medically  underserved  area  in  Southwest  Texas.  Salary  negotiable. 
Send  resume  to:  Buena  Salud  Health  Systems  Incorporated,  P.O.  Box 
1251,  Del  Rio,  Texas  78840  or  call  Juanita  Martinez,  512  774-3591. 


TREMENDOUS  PRACTICE  OPPORTUNITY  for  internal  medicine,  family 
practice/general  practice,  OB/GYN  Let  New  Boston  General  Hospital 
set  you  up  a rewarding  practice  in  New  Boston,  Texas.  The  support 
we  will  provide  includes:  We  will  pay  your  personal  relocation  ex- 
pense; we  provide  tax  and  estate  planning;  we  will  arrange  guaran- 
teed income  and  rent-free  office  space  for  you  for  a specific  period 
of  time  to  allow  you  security  while  you  develop  your  practice;  we 
will  assist  you  in  setting  up  your  office;  we  will  introduce  you  to 
members  of  the  local  medical  community  and  our  hospital  staff;  we 
will  do  everything  necessary  to  help  you  set  up  practice.  For  more 
information  and  arranging  an  expense  paid  visit  for  you  and  your 
spouse,  please  phone  or  write:  Administrator,  New  Boston  General 
Hospital,  P.O.  Box  7,  New  Boston,  Texas  75570;  214  628-5531. 

GENERAL  PRACTITIONERS:  Needed  for  large  multi-specialty  group  in 
Fort  Worth,  Texas.  Positions  open  in  home  office  as  well  as  satellite 
offices  at  northern  and  southern  fringes  of  county.  Close  to  hospitals. 
Excellent  salary  with  percentage  of  production,  early  partnership,  out- 
standing fringe  benefits.  Please  contact  Gregory  Phillips,  MD  or 
Bryan  Charles,  Administrator  at  817  338-4747. 

TEXAS  NEEDS  DOCTORS.  Numerous  cities  throughout  the  state  in 
need  of  family  physicians,  OB/GYNS,  internists,  pediatricians,  urolo- 
gist, and  orthopedic  surgeons.  Family  physicians,  internist,  pediatri- 
cian and  ENT  needed  in  Dallas  and  Houston.  Group  and  solo  oppor- 
tunities with  good  coverage  and  rotation  of  weekends.  Each  town 
within  an  hour  from  a city  with  100,000  4-  population.  Pleasant  climate 
with  excellent  recreational  facilities.  Physicians  in  each  town  will 
give  you  referrals  because  thev're  too  busy.  Guarantees  and  other 
perks  available.  No  fee.  Contact  the  Texas  Doctors  Group,  P.O.  Box 
177,  Austin,  Texas  78767.  Telephone  512  476-7129. 


NEAR  DALLAS— TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas.  Many  carpool,  others  live  in  or  around  Terrell, 
pop.  14,000,  located  approximately  30  minutes  from  downtown  Dallas. 
Texas  license  required,  psychiatry  board  eligible  or  board  certified, 
$49,300  plus  $1000  for  board  certification.  Personnel  Office,  Terrell  State 
Hospital,  P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/ 
affirmative  action  employer. 


BOARD  CERTIFIED  FAMILY  PRACTICE  MD  or  resident.  Large  practice. 
Professional  association.  Many  fringe  benefits  for  well-qualified  in- 
dividual. Located  between  Dallas/Fort  Worth.  Excellent  hospital  asso- 
ciation. Please  reply  to  Ad-222,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


ESTABLISH  A GROUP  OR  ASSOCIATE  PRACTICE:  Rural  community 
hospital  in  Texas  needs  additional  primary  care  p>hysicians  to  establish 
community  clinic.  Must  have  Texas  license.  If  wish  to  relocate  to  the 
southwest  along  with  an  associate  or  join  a newly  formed  group, 
please  send  resume  in  confidence  to:  Jean  Walker,  Division  Manager, 
Professional  Relations,  6225  U.S.  Highway  290  E.,  #201,  Austin,  Texas 
78723;  512  458-4291. 


AFFILIATED  HOSPITAL  SYSTEMS  represents  18  hospitals  in  Southeast 
Texas  in  wide  range  of  shared  services  and  mutually  beneficial 
services,  including  physician  recruitment.  Several  of  our  hospitals  now 
have  challenging  physician  practice  opportunities  in  a wide  variety  of 
settings.  Contact:  Affiliated  Hospital  Systems,  1203  Ross  Sterling,  Hous- 
ton, Texas  77030  or  call  collect  713  797-3411. 


FAMILY  PRACTITIONERS,  INTERNISTS,  AND  OBSTETRICIAN/GYNE- 
COLOGISTS wanted  for  rapidly  growing  multi-specialty  group  in 
Austin,  Texas.  The  group  provides  care  to  prepaid  and  fee-for-service 
patients.  Board  certification  and  some  practice  experience  preferred. 
Positions  are  available  immediately.  Call  Executive  Administrator  at 
512  452-2244  or  send  CV  to  Medical  Director,  Austin  Regional  Clinic, 
1301  West  38th  Street,  Suite  500,  Austin,  Texas  78705. 


YOUNG,  AGGRESSIVE  FAMILY  PRACTITIONER  to  practice  medicine 
with  three  MDs  in  clinic  located  in  community  of  approximately  4500 
about  45  miles  NW  of  Fort  Worth.  Office  space  and  two  treatment 
rooms  available.  Salary:  first  year,  $45,00-50,000  guaranteed;  second 
year,  a percentage  ot  what  you  make.  Clinic  is  serviced  by  doctor- 
owned,  44-bed  hospital  which  is  equipped  with  CRNA  on  staff,  physical 
therapy,  radiology,  laboratory,  blood  bank,  and  fully  equipped  surgery. 
Please  reply  to  Ad-228,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  OR  INTERNIST 
for  established  clinic  in  Northeast  Dallas.  Excellent  facilities  including 
lab  and  x-ray.  Join  four  other  GPs  in  busy  practice.  Salary  and  benefits 
negotiable  with  subsequent  parntership  offer.  Please  reply  to  Ad-229, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN— BE/BC—SE  TEXAS  NEAR  GULFCOAST.  Excellent 
recreational  area  combining  benefits  of  small  town  living  with  nearness 
of  large  metropolitan  areas.  Position  available  immediately;  relocation 
expenses  paid;  office  rent  for  6 months;  earnings  guarantee;  60  bed 
JCAH  acute  care  hospital.  Call  or  write  Administrator,  Medical  Center 
of  Winnie,  Winnie,  Texas  77665;  713  296-2131. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  two  others  in  busy  department 
of  24-physician  multi-specialty  group.  Excellent  guaranteed  income 
with  incentive.  Shareholder  status  after  one  year.  Excellent  clinic 
facility  with  new  hospital  across  the  street.  Contact  Administrator, 
Angelo  Clinic  Association,  P.O.  Box  5961,  San  Angelo,  Texas  76902; 
915  658-1511. 


WANTED:  INTERNIST-PULMONOLOGIST  TO  JOIN  growing  24-physician 
multi-specialty  group.  Excellent  guaranteed  income  with  incentive. 
Shareholder  status  after  one  year.  Excellent  clinic  facility  with  new 
hospital  across  the  street.  Contact  Administrator,  Angelo  Clinic  Asso- 
ciation, P.O.  Box  5961,  San  Angelo,  Texas  76902;  915  658-1511. 


EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  time 
only.  Salary  negoiiable.  Call  817  699-3777  or  817  526-9576.  Write  Route  5, 
Box  24 IBB,  Killeen,  Texas  76541. 


WANTED:  BOARD  ELIGIBLE  PEDIATRICIAN  for  half  time  director  of  a 
muLidiscipline  community  center,  The  Austin  Evaluation  Center,  for 
children  with  developmental  delays.  Preference  given  to  someone  whh 
training  in  child  development  or  related  field.  Salary  $21,500.  Contact 
Elizabeth  Gentry,  MD,  317  Ridgewood  Road,  Austin,  Texas  78746.  Tele- 
phone 512  327-0874. 


EMERGENCY  MEDICINE/FAMILY  PRACTICE— Unique  opportunity  in 
private  emergency  care/family  care  clinic.  Dedication  to  nigh  aualiiy 
care  including  the  psycho-social  aspects  of  medicine  mandatory. 
Salary,  benefits,  equiiy  position  negotiable.  Locaied  houston.  Reply 
with  complete  CV  to  Ad-150,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WANTED:  PHYSICIANS.  EAGLE  PASS,  MAVERICK  COUNTY:  (City  of 
22,000;  county  of  28,000).  Opportunity  for  versatile  family  practitioner 
with  interest  in  adults,  pediatrics,  and  womens  health.  Large  group 
practice  (over  10,000  paiienis)  in  a out-patient  setting.  Salary  nego- 
tiable depending  on  experience  and  qualifications.  Available  immedi- 
ately. Spanish  preferred  but  not  required.  PED,  OB/GYN,  GS  and  FP 
represented  in  community.  One  hospital,  80  beds,  open  staff.  Clinic  is 
located  150  miles  south  of  San  Antonio,  and  one  mile  from  Mexican 
border  of  Piedras  Negras,  Coahuila,  Mexico.  Principle  source  of  income 
from  manufacturing,  agriculture,  commerce  and  tourism.  Contact: 
George  Kypuros  or  Dr  Rodriguez,  Maverick  County  Out-Patient  Clinic, 
Inc.,  Box  921,  Eagle  Pass,  Texas  78852.  Telephone  512  773-8917  or  773- 
5358. 


WANTED:  PHYSICIANS.  KINNEY  COUNTY:  County  of  2,000  plus  popu- 
lation. Opportunity  for  versatile  family  practitioner.  Small  group  prac- 
tice in  an  out-patient  setting.  May  be  required  to  work  at  two  different 
clinic  sites.  Salary  negotiable  depending  on  experience  and  qualifica- 
tions. Available  immediately.  No  other  physicians  in  the  county.  Clinic 
is  located  30  miles  east  of  the  Mexican  border  (Del  Rio,  Texas)  and  120 
miles  west  of  San  Antonio,  Texas.  Primarily  retirement  community. 
Contact:  George  Kypuros  at  512  773-8917  or  Dr.  Roberto  Rodriguez 
512  773-5358,  Maverick  County  Out-Patient  Clinic,  Inc.,  Box  921,  Eagle 
Pass,  Texas  78852. 


A PHYSICIAN  WITH  TEXAS  LICENSE  is  wanted  to  practice  general 
medicine  at  the  NTSU  Student  Health  Center.  Forty  hour  week  Monday- 
Friday  with  minimal  call  duty.  Good  fringe  benefits.  Please  contact 
Sheila  Meyer,  Administrative  Officer  of  the  NTSU  Student  Health  Cen- 
ter, P.O.  Box  5158,  Denton,  Texas  76203.  Telephone  817  788-2331.  We 
are  an  equal  opportunity/affirmative  action  employer. 


MEDICAL  DIRECTOR  WANTED.  Free  standing  medical  clinic,  Midland- 
Odessa.  No  call  or  OB.  Attractive  salary  and  benefits  package.  To 
arrange  for  confidential  interview  call:  Lawrence  R.  Santillo,  MD, 
Family  Medical  Care,  Walzem  Medical  Clinic,  8101  Rough  Rider,  San 
Antonio,  Texas  78239;  telephone  512  654-4007. 


OB/GYN,  ORTHOPEDIST,  GENERAL  SURGEON,  INTERNAL  MEDICINE— 
Board  certified/eligible  to  join  multispecialty  group  providing  compre- 
hensive ambulatory  and  hospital  care  for  members  of  Kaiser/Prudential 
Health  Plan.  Competitive  salary,  substantial  benefits,  including  in- 
centive income  program,  professional  liability  coverage,  retirement 
plan.  Send  CV  or  call  collect:  Medical  Director,  Permanente  Medical 
Association  of  Texas,  7777  Forest  Lane,  #2444,  Dallas,  Texas  75230; 
214  386-8415. 


FAMILY  PRACTICE — 3 MD  group  need  help  in  private  clinic  adjacent 
to  72  bed  hospital  in  Central  Texas.  Guarantee  to  start  with,  partner- 
ship to  follow  if  mutually  satisfied.  Small  town  near  large  cities. 
Excellent  schools,  churches,  recreational  facilities  on  large  lake  with 
evergrowing  population.  Equal  work/time  off  schedule.  Please  reply  to 
Ad-233,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  PHYSICIAN  III.  MD  licensed  to  practice  in  Texas  with 
extensive  experience  in  general/internal  medicine,  to  direct  60  bed 
medical  unit  of  psychiatric  facility.  Salary:  $50,400/yr.  plus  excellent 
fringe  benefit  package,  including  liability  coverage.  Please  submit 
resume  package,  including  liability  coverage.  Please  submit  resume 
including  at  least  three  references  to:  Personnel  Director,  Austin  State 
Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 


Situations  Wanted 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE— Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


33  YEAR  OLD  FAMILY  PRACTICE  INTERNIST,  American  graduate,  seek- 
ing busy  solo  practice  or  small  group  practice.  Extensive  experience  in 
private  practice.  Available  immediately.  Prefer  semi  rural  or  suburban 
location  near  lakes  or  woods,  however,  all  locations  will  be  considered. 
Please  reply  to  Ad-217,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


BOARD  CERTIFIED,  32  years  old,  FP  looking  for  new  location  in 
medium  sized  community  in  southeast  or  southwest  US.  Prefer  small 
group  or  clinic,  willing  to  do  OB.  Call  713  539-4747. 


CLINIC  ADMINISTRATOR  with  fourteen  years  experience  in  all  phases 
of  clinic  (single  and  multi-specialty)  management.  Wishes  to  locate 
in  central  to  central  west  iexas.  Prefer  small  to  medium  size  clinic 
and  community;  however  will  respond  to  all  inquiries.  Please  reply  to 
Ad-227,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  DOCTOR  SEEKING  POSITION  ^S  ADMINISTRATIVE  DIREC- 
TOR for  blood-banking  or  pharmaceutical  industry,  with  many  years 
experience.  Speaking  several  languages.  Wants  a position  in  San 
Antonio  or  vicinity.  Contact  John  OpDenheimer,  P.O.  Box  900,  San 
Antonio,  Texas  78293. 


INTERNIST-CARDIOLOGIST — 32,  university  trained,  skilled  in  non- 
mvasive  procedures  seeking  private  practice  opportunity  immediately. 
Will  consider  all  sizes  of  community.  Financial  arrangements  nego- 
tiable. Contact  Narain  Mangla,  MD,  16  Greenwood  Estates,  Monticello, 
New  York  12701;  phone  914  794-0321. 
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PULMONARY  INTERNIST — well  trained.  University  appointment,  seek- 
ing relocation  in  private  practice  in  Texas  in  40,000-80,000  popula.ion 
community.  Please  reply  to  Ad-230,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


YOUNG  BOARD  CERTIFIED  PSYCHIATRIST  SEEKING  private  practice 
opportunity  in  Austin.  Specialty  in  general  adult  and  forensic  psy- 
chiatry. Currently  assistant  professor  ol  psychiatry  on  medical  school 
faculty.  Austin  native.  Please  reply  to  Ad-231,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


ALLERGY — Finishing  fellowship  June  1982.  Available  after  that  time. 
Board  certified  AB1M.  Predominately  allergy  trained  in  adult  and  older 
children's  care.  All  practice  situations  and  locations  considered  in 
Texas.  William  R.  McKenna,  MD,  3891  Daffodil  Cove,  Memphis,  Tennes- 
see 38128. 


RADIOLOGIST,  ABR,  ABNM,  SEEKS  RELOCATION,  preferably  in  Texas, 
especially  in  D/FW  area.  Will  send  curriculum  vitae  on  request.  Please 
reply  to  Ad-232,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  2 14- 
867-6500. 


UNIQUE  SITUATION — Office  space  available  for  lease.  Multispecialty 
group  in  which  each  specialty  occupies  his  own  building  but  has 
advantages  of  consultation  and  referral  from  OB-GYN,  pediatrics, 
radiology,  urology,  and  general  and  oncolocjic  surgery.  Especially 
needed  ENT  and  internal  medicine.  Conroe,  Texas.  For  specifics  call 
Wayne  McAfee,  MD,  713  756-7701. 


AUSTIN,  TEXAS — Growing  multispecialty  group.  Space  available,  July 
1981  for  orthopedist,  allergy,  dermatology,  OB/Gyn,  internal  medicine. 
Contact  Cliff  Musgrave,  Parker  Bienvenu  Company,  1100  American 
Bank  Tower,  Austin,  Texas  78701;  512  474-5800. 


FINE,  WELL  ESTABLISHED  PEDIATRIC  PRACTICE  in  major  Texas  city. 
Doctor  leaving  active  practice.  Large,  new  office  space.  Very  high 
quality  patient  population.  Contact  Business  & Professional  Associates, 
Inc.,  9896-2  Bissonnet,  Suite  340,  Houston,  Texas  77036;  or  713  771-5011. 
(TM354) 


OTOLARYNGOLOGY  PRACTICE:  Very  well  established  practice  located 
in  Houston  foi  sale.  Family  oriented.  Near  hospital  facilities.  Doctor 
retiring.  Two  treatment  rooms,  practice  lends  itself  beautifully  toward 
expansion.  Contact  Business  & Professional  Associates,  Inc,,  9896 
Bissonnet,  Suite  340,  Houston,  Texas  77036  or  713  771-5011. 


BARIATRIC  PRACTICE — well  established  weight  control  practice  for 
sale  in  southwest  Houston.  Highly  visible  location,  excellent  gross. 
Contact  Business  & Professional  Associates,  Inc.,  9896  Bissonnet,  Suite 
340,  Houston,  Texas  77036  or  713  771-5011. 


TEXAS:  FAMILY  PRACTICE  for  sale  in  town  of  30K  with  a drawing 
area  of  100K  in  a wooded  area  with  lakes,  40  miles  north  of  Houston. 
Large  office  with  one  treatment  and  four  exam  rooms  located  across 
street  from  hospital  (140  beds).  Call  sharing  available  with  other 
solo  FPs,  OB  is  optional.  For  details  call  713  539-4747. 


PARK  ST.  DAVID  PROFESSIONAL  BUILDING— Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
for  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


FOR  SALE — Houston-based  company  engaged  in  health  screening.  Lo- 
cated in  medical  building  with  three  year  lease.  Among  assets:  x-ray 
300  MA  and  processor,  spirometer  Ohio  822,  tonometer,  also  mobile  x-ray 
with  Tracor  sound  booth  and  audiometer.  Assets  and  good  will  reason- 
ably priced.  Ideal  for  MD  willing  expand  industrial  on-site  testing,  a 
nascent  business  of  potential.  Present  management  will  provide  market- 
ing and  admin  expertise.  All  answers  to  John  Ziade,  4463  Brandemere 
Way,  Houston,  Texas  77066;  phone  (713)  893-3179  and/or  440-9435. 


RELOCATE  TO  BOOMING  NORTHWEST  HOUSTON!  In  the  heart  of 
Klein  ISD,  young  affluent  community,  fastest  growing  in  the  nation! 
Brand  new  atrium  medical  dental  building  among  trees,  excellent  for 
primary  care  physicians.  Design  your  own  suites.  Choice  spaces  just 
became  available.  713-537-2706. 


FOR  SALE — QUICKSCAN  ANALYZER  with  3 Holter  II  recorders.  Essen- 
tially unused.  $15,000.  For  information  call  713  825-6444. 


PRACTICE  FOR  SALE:  Hematology-oncology  or  internist  practice,  lo- 
cated next  to  a hospital  with  trained  secretary-nurse.  Buy  emiipment, 
rent  office,  furniture,  walk  in,  take  over.  Contact  512  541-1537. 


HAVE  SPACE  AVAILABLE  in  my  office  for  GP  or  specialist  compatible 
with  general  surgeon.  Spanish  an  asset.  Will  help  establish  practice 
in  downtown  area  of  Houston,  Texas.  713  659-3360. 


FOR  SALE:  Pitney  Bowes  mailing  equipment,  five  years  old,  used 
approximately  three  years.  Excellent  condition.  5600  mailer,  1831  folder, 
3393  stand,  3307  inserter,  table.  Priced  reasonable.  Call  D,  J.  Lajda, 
MD,  214  856-5563. 


Business  and  Financial  Services 

PROFESSIONAL  MONEY  MANAGEMENT — Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Over  $5  million  under  management.  Replv  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  LOANS:  Minimum  $5,000.  Reduce  taxes  by  sale/lease  back, 
equipment  bought  at  today's  replacement  value  and  leased  back  to 
you.  New  equipment  lease.  Sig.  and  other  loans  for  debt  consolidation, 
investments,  vacations,  etc.  Contact  Dr.  W.  A.,  Box  5161,  Enid,  Okla- 
homa 73702. 


TAX  ATTORNEY  & PENSION  PLAN  SPECIALIST — Former  IRS  pension 
plan  specialist  and  revenue  ag;ent.  Pension  and  profit  sharing  plan 
annual  administration  including  initial  IRS  qualification,  annual  filings, 
actual lal,  certification  and  employee  statements  of  participation.  No 
insurance  required.  Federal  practice  only.  References  upon  request 
Jacob  Wachstock,  PC,  299  Broadway,  New  York,  New  York;  212  349- 
2248. 

PROFESSIONAL  BUSINESS  LOANS:  Minimum  $500.  Take  tax  advantage 
of  sale/lease  back,  your  equipment  bought  at  present  replacement 
value  and  leased  back  to  you.  Also  new  equipment  lease.  In  addition, 
loans  for  expansion,  investments,  vacations,  etc.  Contact  John  Fields, 
P.O.  Box  198,  Keene,  Texas  76059;  phone  817  645-8491. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  lor 
the  expectant  mother  who  is  planning  adoption  lor  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which  is 
designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  of'ices  of  G Wellington  Smith,  P.O.  Box  177,  Austin, 
Texas  78767,  telephone  512-476-7163. 


ENERGY. 

We  can't  afford 
to  waste  it. 


INA  HEALTHPLAN  OF  TEXAS,  INC. 


INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan 
( HMO ) designed  to  serve  residents  of  the  greater  Dallas 
area.  Its  physician  provider  group.  North  Central  Texas 
Independent  Practice  Association,  PA.  (NCTIPA),  has 
positions  available  for  primary  care  internists,  pediatri- 
cians, gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corpo- 
ration, which  currently  operates  successful  HMOs  in  Ar- 
izona, California,  Florida,  and  Washington,  and  which 
has  become  established  as  an  innovative  leader  in  the 
health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in 
outstanding  facilities,  free  of  the  business  aspects  of  of- 
fice management;  excellent  salary'  and  fringe  benefits; 
plus  all  the  advantages  of  living  in  “Big  D one  of  the 
most  progressive  and  rapidly  growing  cities  in  the  Sun 
Belt! 

For  further  information,  please  respond  with  C.V.  to: 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 
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with  LIFEMARK  the 
mark  of  excellence  in 
health  care  ." 

Perhaps  you  prefer  the 
excitement  and  fast 
pace  of  a big  city  Or, 
you  may  find  the  close 
friendliness  of  a small 
town  more  to  your  liking. 
Whichever  lifestyle  you 
choose  we  can  help,  LIFE 
MARK  operates  modern,  well 
equipped  hospitals  primarily  in 
sunbelt  communities.  We  can 
assist  you  in  locating  the  type 
of  practice,  and  style  of  living 
that  will  suit  you  and  your 
family.  And  the  financial  packages 
which  accompany  many  of  our 
opportunities  make  the  search 
easier. 

Let  LIFEMARK  help  you  make 
your  mark  • where  it  counts  For  our 
free  and  confidential  services,  call 
collect  (713)  621-8131.  or  send  your 
cirriculum  vitae  to: 


Director  of  Physician 
Relations  10A 
Lifemark  Flospitals,  Inc. 
P.O.  Box  3448 
Flouston,  Texas  77001 


THf  M.ffX  Of  E KCfLl  f NCt 


AN  EQUAL  OPPORTUNITY  EMPLOYER  M/E 


Some  marriages 
aren’t  made  in 
heaven.  They’re 
made  in  Texas. 

Some  of  the  best  marriages  of 
physician  and  career  opportunity 
are  made  in  Houston  by  MEDSECO, 
a nationally  recognized  leader  for 
physician  recruiting  and  placement. 

We've  arranged  scores  of  happy 
endings  for  physicians  and 
administrators  all  over  the  country, 

I by  working  hard  to  be  sure  the 

| "match"  is  right. 

1 Chances  are  we  can  make  a 

happy  marriage  for  you,  too. 

To  learn  more  about  how,  call  us 
in  confidence  — without  cost, 
without  obligation. 


M 

W 


Medical  Search  Consultants,  Inc. 

333  North  Belt 
P.O.  Box  4448 
Flouston,  Texas  77210 
(800)  231-0224 
(713)  999-6800  in  Texas 


/MEDSECO 
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SONTIMIJING  EDUCATION  DIRECTORY 


TMA  LIBRARY  SDILINE  SERVICE 

Are  you  looking  for  a new  way  to  keep  up  to  date  in  your  field?  Try  the 
TMA  Memorial  Library's  SDILINE  Service.  Each  month  you  will  re- 
ceive a computer-generated  bibliography  of  the  most  current  journal 
articles  on  topics  you  specify.  You  may  also  request  that  the  ab- 
stracts be  printed  along  with  the  citations. 

The  topics  you  choose  can  be  broad  or  narrow,  depending  on  your 
interests  and  on  the  amount  of  material  you  want.  A search  on  all 
urologic  diseases,  for  example,  would  retrieve  several  hundred  cita- 
tions each  month;  whereas,  a search  on  a more  specific  topic  such 
as  bladder  neoplasms  might  retrieve  35  citations. 

As  you  scan  the  bibliography  each  month,  mark  any  articles  of 
interest  and  return  the  list  to  the  Library.  You  should  then  receive 
photocopies  of  those  articles  within  a week. 

The  charges  per  topic  for  the  SDILINE  service  are  $1 0 semian- 
nually or  $1 8 annually.  For  more  information,  contact  the  Memorial 
Library,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX 
78701;512/477-6704. 

COURSES 


NOVEMBER 

Anesthesiology 

Nov  13-14,  1981 

BAY  CAP  VI — Anesthesia  & Surgery  for  Ischemic  Heart  Disease. 

Adam's  Mark  Hotel,  Houston  Fee  $240,  physicians,  CRNAs;  $120 
non-Baylor  residents  and  fellows.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  AANA,  16  hours  Contact  Lynne  Tiras/Carol  Ber- 
man, Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

General  Medicine 

Nov  14, 1981 

Hospital  Practice  Update  '81 . DePaul  Conference  Room,  St  Paul 
Hospital,  Dallas.  Fee  $25.  Category  1 , AMA  Physician's  Recognition 
Award;  6 hours.  Contact  Diane  Averna,  Continuing  Medical  Educa- 
tion, St  Paul  Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/689-4588 

Nov  20-21,  1981 

Advanced  Life  Support  Provider  Course.  UT  Health  Science  Center 
at  San  Antonio  Fee  $1 75  Category  1 , AMA  Physician's  Recognition 
Award,  Prescribed,  AAFP;  12  hours.  Contact  Marilyn  Rennels,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Nov  30-Dec  1 , 1981 

1 st  Annual  Interdisciplinary  Gerontology  Conference.  UT  Dental 
School,  Houston.  Fee  $70,  physicians;  $35,  dental  auxiliary.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  ADA;  CEARP;  10 
hours.  Contact  Gloria  Roberts,  Office  of  Continuing  Medical  Educa- 
tion, UTHSC  at  Houston,  Box  20367,  Houston,  TX  77025 
713/792-4671 

Microbiology 

Nov  5-6,  1981 

Hybridomas  and  Cellular  Immortality.  Stouffer's  Greenway  Plaza 
Hotel,  Houston  Fee  $100.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Sherry  Smith,  Office  of  Continuing  Education,  UT 
Medical  School  at  Houston,  Box  20708,  Houston,  TX  77025 
713/792-5346 


Neurology 

Nov  15-16,  1981 

Laser  Neurosurgery  Workshop.  Loews  Anatole  Hotel  and  St  Paul 
Hospital,  Dallas.  Fee  $400  Category  1 , AMA  Physician's  Recogni- 
tion Award;  8 hours.  Contact  Diane  Averna,  Continuing  Medical 
Education,  St  Paul  Hospital,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  214/689-4588 

Oncology 

Nov  6-7,  1981 

4th  Annual  San  Antonio  Symposium  on  Breast  Cancer.  La  Mansion 
del  Norte,  San  Antonio.  Fee  $75  AAFP,  Personal  Interest  (Elective), 
Category  1 , AMA  Physician's  Recognition  Award;  1 6 hours.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Nov  11, 1981 

The  Jeffery  A.  Gottlieb  Memorial  Lecture.  Auditorium,  M.D  Ander- 
son Hospital,  Houston.  Fee  none.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  1 hour  Contact  Emil  J Freireich,  MD,  Dept  of 
Developmental  Therapeutics,  M D Anderson  Hospital,  6723 
Bertner,  Houston,  TX  77030 

Nov  11-13,  1981 

Cancer  1981 /Cancer  2001 — An  International  Colloquium.  Shamrock 
Hilton  Hotel,  Houston.  Fee  $150,  clinical  and  basic  scientists,  $50, 
pharmacists,  nutritionists,  social  workers,  nurses.  Category  1 , AMA 
Physician's  Recognition  Award;  18  hours.  Contact  C Stratton  Hill,  Jr, 
MD,  Room  1 15,  M D.  Anderson  Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston,  TX  77030  713/792-2222 

Orthopedics 

Nov  19-22,  1981 

Fractures  of  the  Upper  Extremity  (The  Elbow  Distally).  Kiawah  Is- 
land, Charleston,  South  Carolina  Fee  $350,  physicians;  $200,  resi- 
dents Category  1 , AMA  Physician's  Recognition  Award;  21  hours. 
Contact  Linda  Spino,  PhD,  Division  of  Continuing  Education, 

UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
214/688-2166 

Otorhinolaryngology 

Nov  6-8,  1981 

Auditory  Brain  Stem  Response  in  Clinical  Practice.  Neurosensory 
Center  & Marriott  Hotel,  Astrodome  (sleep  rooms),  Houston.  Fee 
$400,  physicians,  $250,  non-Baylor  residents  and  audiologists.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award,  19  hours.  Contact  Lila 
Lerner,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Pathology 

Nov  9-13,  1981 

Current  Concepts  in  Analytical,  Clinical,  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antionio.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Marily  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Nov  14,  1981 

Special  Pathology  Program:  Gynecologic  Neoplasias.  Shamrock  Hil- 
ton Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award,  3 hours.  Contact  H S.  Gallager,  MD,  Dept  of  Pathology, 

M D Anderson  Hospital,  6723  Bertner,  Houston,  TX  77030 
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Pediatrics 

Nov  5-6,  1981 

3rd  Annual  Neonatal  Conference.  Regional  Academic  Health  Cen- 
ter, El  Paso.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Judi  Stevens,  Dept  of  Pediatrics,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Regional  Academic  Health  Center, 
4800  Alberta,  El  Paso,  TX  79905  915/533-3029  ext  360 

Perinatology 

Nov  6-7,  1981 

8th  Annual  Perinatal  Seminar.  Perinatal  Center,  Scott  and  White  Me- 
morial Hospital,  Temple.  Fee  $45.  Contact  Charlene  L.  Davis,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
817/774-2111 

Psychiatry 

Nov  4-6,  1981 

Serotonin  in  Biological  Psychiatry.  Shamrock  Hilton  Hotel,  Houston 
Fee  $60,  before  Oct  1 ; $75,  after;  $25,  students.  Category  1 , AMA 
Physician's  Recognition  Award;  15  hours.  Contact  Beng  T Ho,  MD, 
Texas  Research  Institute  of  Mental  Sciences,  1 300  Moursund, 
Houston,  TX  77030  713/797-1 976  ext  243 

DECEMBER 

Internal  Medicine 

Dec  7,  1981 

Infectious  Diseases  Update  1 981 . UT  Health  Science  Center  at  San 
Antonio.  Fee  none.  Category  1,  AMA  Physician's  Recognition 
Award;  7 hours.  Contact  Marilyn  Rennels,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512/691-6295 

Obstetrics/Gynecology 

Dec  5,  1981 

Perinatal  Seminar.  Lubbock  Memorial  Civic  Center,  Lubbock.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award  Contact  Sue 
Williams,  Office  of  Continuing  Medical  Education,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  Lubbock,  TX  79430  806/743-2929 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Mary  Shiels  Hospital,  Dallas.  Fee  $600.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  16  hours.  Contact  William  S Harris,  MD, 
Ophthalmology  Center,  281 1 Lemmon  Ave  East,  Dallas,  TX  75204 
214/522-2661 

Psychiatry 

Dec  3-5,  1981 

Phenomenology  and  Treatment  of  Psychiatric  Emergencies.  Marriott 
Hotel,  Astrodome,  Houston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  24  hours.  Contact  Carol  Berman,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 


JANUARY 
Geriatric  Medicine 

Jan  16-17,  1982 

Geriatric  Medicine.  UT  Health  Science  Center  at  San  Antonio  Fee 
$100.  Category  1 , AMA  Physician's  Recognition  Award,  AAFP  Pre- 
scribed; Category  2D,  AOA;  1 0 hours.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78248  512/691-6295 

Physical  Medicine 

Jan  21-23,  1981  (Canceled) 

Chronic  Pain.  Shamrock  Hilton  Hotel,  Houston.  Fee  TBA.  Contact 
Lila  Lerner,  Office  of  Continuing  Medical  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Radiology 

Jan  4-15,  1981 

External  Beam  Dosimetry-Principles  and  Calibrations.  MD  Ander- 
son Hospital  & Tumor  Institute,  Houston.  Fee  $550.  Contact  Gloria 
Roberts,  Division  of  Continuing  Education,  UT  Health  Science  Cen- 
ter at  Houston,  Box  20367,  Houston,  TX  77025  71 3/792-4671 

Jan  18-29,  1981 

External  Beam,  Interstitial  & Intracavitary  Dosimetry-Manual  and 
Computer  Methods  of  Calculation.  M D Anderson  Hospital  & Tumor 
Institute  Houston.  Fee  $550.  Contact  Gloria  Roberts,  Division  of 
Continuing  Education,  UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Sports  Medicine 

Jan  28-30,  1982 

9th  Annual  Symposium  on  Sports  Medicine.  UT  Health  Science 
Center  at  San  Antonio  Fee  $90,  physicians  ($1 00  at  door);  $50, 
coaches  ($60  at  door).  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  Prescribed,  Category  2D,  AOA;  1 5 hours.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

FEBRUARY 

Family  Practice 

Feb  1-6,  1982 

Family  Practice  Review  1982.  Galveston  Contact  Sue  Moreno,  Co- 
ordinator, Continuing  Medical  Education,  2nd  Floor  Gail  Borden, 
UTMB,  Galveston,  TX  77550  713/765-2996 

Neurology 

Feb  26-28,  1982 

1 0th  Neuromuscular  Disease  Symposium.  Houston  Contact  Carol 
Berman,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Ophthalmology 

Feb  13,  1982 

San  Antonio  Ophthalmology  and  Otolaryngology  Society  Meeting. 

San  Antonio.  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 
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Pathology 

Feb  18-25,  1982 

Review  of  Clinical  Chemistry  for  Practicing  Pathologists  and  Clinical 
Chemists.  San  Antonio,  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr.  San  Antonio,  TX  78284  512/691  -6295 

Feb  26-27,  1982 

1st  Annual  South  Central  Texas  Dermatopathology  Course  and  the 
Robert  Freeman  Honorary  Dermatopathology  Lecture  Series.  San 

Antonio,  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Pediatrics 

Feb  10,  1982 

4th  Russell  J.  Blattner  Lectureship.  Houston.  Contact  Lynne  Tiras, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine. 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Feb  11-13,  1982 

Pediatric  Postgraduate  Symposium.  Houston.  Contact  Lynne  Tiras. 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Feb  18-20.  1982 

Controversies  in  Pediatric  Surgery.  Houston.  Fee  TBA  Category  1 
AMA  Physician's  Recognition  Award.  Contact  Sherry  Smith,  Office 
of  Continuing  Education,  UT  Medical  School  at  Houston,  6431  Fan- 
nin, Houston,  TX  77030  713/792-5346 

Feb  19-21,  1982 

Pediatrics  for  the  Practitioner.  San  Antonio.  Contact  Marilyn 
Rennels.  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Radiology 

Feb  1-5,  1982 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  Houston 
Contact  Sharon  Thousand,  Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box  20367,  Houston,  TX 
77025  713/792-4671 

Feb  22-26,  1982 

Basic  Radiological  Health.  San  Antonio.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services.  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Surgery 

Feb  4-6,  1982 

Plastic  Surgery  for  the  General  Surgeon.  San  Antonio.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

MARCH 

Family  Medicine 

March  18-20,  1982 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology and  Contraception  (Taught  in  Spanish).  San  Antonio 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 
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Neurology 

March  26-28,  1982 

Partial  Complex  Epilepsy.  Episodic  Behavior  Disorders.  Narcolepsy: 
The  Differentiation.  Ruidoso,  NM  Category  1 , AMA  Physician's  Rec- 
ognition Award  Contact  Donald  Rathbun,  MD.  El  Paso  Medical 
Center.  1501  Arizona.  Suite  1C.  El  Paso.  TX  79902  915/545-1021 

Ophthalmology 

March  26-27,  1982 

Alamo  City  Ophthalmology  Residents'  Conference.  San  Antonio 
Contact  Marilyn  Rennels.  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio.  7703  Floyd  Curl  Dr,  San  Antonio.  TX 
78284  512/691-6295 

Pathology 

March  22-26,  1982 

Forensic  Toxicology.  San  Antonio.  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio. 

7703  Floyd  Curl  Dr.  San  Antonio,  TX  78284  512/691-6295 

Physical  Medicine  and  Rehabilitation 

March  22- April  1,  1982 

1 6th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Houston.  Contact  Lila  Lerner,  Office  of  Continuing  Medi- 
cal Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

APRIL 

Family  Medicine 

April  2-4,  1982 

Family  Practice  Recertification  Review.  San  Antonio  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services. 
UTHSC  at  San  Antonio.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 


REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital, 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  713/790-4941 

Monday-Friday  (By  Individual  Appointment) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly  Contact 
M Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso.  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 


TEXAS  MEDICINE 


Denotes  Texas  Meetings 


Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1,  AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple  TX 
76501 

Thursdays,  7-10  pm  (Jan  29  June  18,  1981) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio. 
Category  1 , AMA  Physician's  Recognition  Award,  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691  -6295 

Thursday-Friday  (By  Individual  Appointment) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/24/81  -5/1/82) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  24-week  course,  excluding  Nov  28, 
Dec  1 9 & 26,  and  Jan  2.  Category  1 , AMA  Physician's  Recognition 
Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston 
TX  77030  713/790-4941 


INSTITUTIONS  AND  ORGANIZATIONS 
ACCREDITED  FOR  CME  IN  TEXAS 

Baylor  University  Medical  Center,  Dallas 

Central  Texas  Medical  Foundation,  Austin 

Dolly  Vinsant  Memorial  Hospital,  San  Benito 

Hendrick  Medical  Center,  Abilene 

MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

Methodist  Hospitals  of  Dallas 

Park  Plaza  Hospital,  Houston 

Presbyterian  Hospital  of  Dallas 

St  Joseph’s  Hospital,  Fort  Worth 

St  Joseph  Hospital,  Houston 

Sierra  Medical  Center,  El  Paso 

St  Paul  Hospital,  Dallas 

Tarrant  County  Hospital  District,  Fort  Worth 

Texas  Research  Institute  for  Mental  Sciences,  Houston 

Texas  Pediatric  Society 

Texas  Surgical  Society 

The  University  of  Texas  Health  Center  at  Tyler 

For  more  information  regarding  the  accreditation  program,  contact 
the  Office  of  Medical  Education,  Texas  Medical  Association,  1 801 
North  Lamar  Blvd,  Austin,  TX  78701  512/477-6704 


CALENDAR  OF  MEETINGS 


November 

American  Academy  of  Ophthalmology,  Atlanta,  Nov  1 5,  1981 
Faye  Anderson,  1833  Filmore,  San  Francisco,  CA  94120 

American  Academy  of  Physical  Medicine  and  Rehabilitation,  San 

Diego,  Nov  1-6,  1981.  Creston  Herold,  30  N Michigan,  Suite  922, 
Chicago,  IL  60602 

American  Association  for  Cancer  Education,  San  Diego,  Nov 
11-15,  1981 , John  Horton,  Albany  Medical  College,  Albany  NY 
12208 

■ American  Association  for  Clinical  Immunology  and  Allergy, 

Houston,  Nov  14-18,  1981 . Howard  Silber,  Box  912,  Omaha,  NE 
68101 

American  Association  of  the  Study  of  Liver  Diseases,  Chicago,  Nov 

5- 8,  1981  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Cancer  Society,  New  York,  Nov  4-6.  1981.  Lane  W. 
Adams,  777  Third  Ave,  New  York,  NY  10017 

American  Congress  of  Rehabilitation  Medicine,  San  Diego,  Nov 
1 -6,  1981.  Creston  C.  Herold,  30  N Michigan  Ave,  Suite  922,  Chi- 
cago, IL  60602 

American  Group  Practice  Association,  Los  Angeles,  Nov  4-7, 

1981.  Grayburn  Davis,  20  South  Quaker  Lane,  Alexandria,  VA 
22314 

■ American  Heart  Association,  Dallas,  Nov  16-19,  1981.  Dale 
Springfellow,  7320  Greenville,  Dallas,  TX  75231 

American  Medical  Women's  Association,  Los  Angeles,  Nov  3-9, 
1981 . Lorraine  Losel,  465  Grand  St,  New  York,  NY  10002 

American  Society  of  Abdominal  Surgeons,  Tampa,  Fla,  Nov  12-14, 
1981  Blaise  Alfano,  MD,  675  Main  St,  Melrose,  MA  021 76 

American  Society  of  Cytology,  St  Louis,  Nov  2-7,  1981  Warren 
Lang,  MD,  130  S 9th  St,  #810,  Philadelphia,  PA  19107 

American  Society  of  Nephrology,  Washington,  DC,  Nov  22-24, 
1981  Barbara  Stucke,  6900  Grove  Rd,  Thorofare,  NJ  08086 

Association  of  Academic  Surgery,  Chicago,  Nov  8-11,  1981  Brian 
Lowery,  MD,  Ohio  State  Univ  Hospital,  410  W 10th  Ave,  Columbus, 
OH  43210 

■ Association  of  Military  Surgeons  of  the  United  States,  San  An- 
tonio, Nov  1-5,  1981.  Walter  Welham,  RADM,  Box  104,  Kenn- 
sington,  MD  20795 

Southern  Medical  Association,  New  Orleans,  Nov  15-18,  1981. 
Robert  Butts,  2601  Highland  Ave,  Birmingham,  AL  35205 

■ Texas  Medical  Association  House  of  Delegates,  Austin,  Nov 

6- 8,  1981.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■ Texas  Psychiatric  Society,  Galveston,  Nov  12-14,  1981  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 
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DECEMBER 

American  Academy  pf  Dermatology,  San  Francisco,  Dec  5—10, 

1981  - Bradford  W.  Claxton,  820  Davis  St,  Evanston,  IL  60201 

American  Academy  of  Psychoanalysis,  New  York,  Dec  3—6,  1981 
Vivian  Mendelsohn,  30  E 40  St,  Suite  608,  New  York,  NY  1 001 6 

American  Association  for  Respiratory  Therapy,  Anaheim,  Calif,  Dec 
5-8,  1981  Linda  Durrett,  1 720  Regal  Row,  Suite  112,  Dallas,  TX 
75235 

American  College  of  Chemosurgery,  San  Francisco,  Dec  3-4,  1981 
Gerald  Bernstein,  MD,  6653  NE  Windermore  Rd,  Seattle,  WA  98115 

American  Medical  Association,  Las  Vegas,  Dec  3-4,  1981  535  N 
Dearborn  St,  Chicago,  IL  6061 0 

■ American  Society  of  Hematology,  San  Antonio,  Dec  5—8,  1 981 
Sally  Botfield,  6900  Grove  Rd,  Thorofare,  NJ  08086 

■ Texas  Academy  of  the  American  College  of  Physicians  Houston, 
Dec  3_4,  198I . F.  Warren  Tingley,  MD,  801  Road  to  Six  Flags, 
Arlington,  TX  76012 

■ Texas  Society  of  Internal  Medicine,  Houston,  Dec  4,  1981  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


JANUARY 

American  Academy  of  Orthopaedic  Surgeons,  New  Orleans,  Jan 
21  -26,  1 982,  Charles  V Heck,  MD,  444  N Michigan  Ave,  Chicago, 

IL  60611 

American  Association  for  the  Advancement  of  Science,  Washington, 
DC,  Jan  3-8,  1 982,  William  D Carey,  1 776  Massachusetts  Ave,  NW, 
Washington,  DC  20036 

American  College  of  Allergists,  Bal  Harbour,  Fla,  Jan  16-20,  1982 
Shirley  Schoenberger,  2141  14th  St,  Boulder,  CO  80302 

■ American  College  of  Surgeons,  South  Texas  Chapter,  Houston, 

Jan  27-30,  1982,  Harlan  D Root,  MD,  7703  Floyd  Curl  Dr  #223F, 
San  Antonio,  TX  78284 

American  Orthopaedic  Foot  Society,  New  Orleans,  Jan  20-21 , 

1982,  John  S.  Gould,  MD,  444  N Michigan,  #1500,  Chicago,  IL 
60611 

Society  of  Thoracic  Surgeons,  New  Orleans,  Jan  11-13,  1 982 
Walter  G.  Purcell,  1 1 1 E Wacker  Dr,  Chicago,  IL  60601 

■ Texas  Society  of  Pathologists,  Dallas,  Jan  29-31 , 1 982  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


BOOKSBOOKS 

BOOKSBOOKS 

BOOKSBOOKS 

Here’s  an  easy  way  to  keep  up  with  new 
books  in  your  specialty  or  your  area  of 
interest.  The  TMA  Memorial  Library  is  now 
offering  to  send  you  a list  of  the  new  books 
received  by  the  library  in  your  field  on  a 
quarterly  basis.  Then,  if  you  would  like  to 
receive  any  of  the  books,  the  library  will  send 
them  to  you,  one-at-a-time.  You  may  choose 
up  to  three  subject  areas/specialties,  pref- 
erably listing  your  interests  by  specialty, 
organ  system,  or  disease.  Just  fill  out  the 
handy  coupon  below  and  mail  to: 

Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  N.  Lamar 
Austin,  TX  78701 


Name  _ 
Address 


City  Zip  code 

Comments: 


Subject  areas  of  interest: 
1)  


2) 


3) 


Preparation  of  the  "Continuing  Education  Directory”  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 

Texas  Medicai  Association. 
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Sarbeti-lfiitrlftnga-^mttlf  ^mortal  hospital 

and  <Earbett-2|utrlfin0B-®m«tlf  Clinic 

322  Coleman  Street  ffflarlin,  Spxos  76661  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith.  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-415  1 


INTERNAL  MEDICINE 
John  B Allen,  M.D,  D A B I M 
Morris  E Magers,  M.D  , DAB  I M 
Channing  Woods,  M D 

Richard  C.  Stone,  M.D,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D.A.B.I.M. 

Cloyce  L Stetson,  Jr,  M.D,  D.A.B.I.M. 

David  S.  Sowell,  III,  M.D,,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D  , DAB  I M,  and  DAB  Rhu, 
FACE  Rheumatology 
W.  Mark  Armstrong,  M.D,  D.A.B.I.M. 

Sam  W,  Waters,  M.D. 

George  E Thomas,  M.D,  D.A.B.I.M. 

Steven  P Bowers,  M.D,  D.A.B.I.M. 


RADIOLOGY 

Joe  B.  Caldwell,  M.D  , D A.B.R. 

James  B.  Evans,  M.D,  D A.B.R. 

DERMATOLOGY 

William  N New,  M.D  , F A A D , F A CP 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W Shuster,  M.D  , D A B O 
Dwight  A Lee,  M.D,  D A B O 

OPHTHALMOLOGY 
James  M.  Copps,  M.I),  D A B O 
R Roy  Whitaker,  M D,  I)A  B O 


OBSTETRICS  AND  GYNECOLOGY 
John  B,  Miller,  III,  M.D,  DA. BOG,  F.A.C.O.G. 
Vernie  D.  Bodden,  M.D,  D.A.B.O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D.A.B.P,  F A A P 
P E Luecke,  Jr  , M.D,  D.A.B.P,  F A A P 

GENERAL  SURGERY 

George  P.  Fosmire,  M.D.,  D A B S.,  F.A.C.S. 
Charles  W.  Coleman,  M.D. 

UROLOGY 

Harry  M.  Spence,  M.D,,  D A B. II.,  F.A.C.S. 

William  H.  Hoffman,  M.D,  D.A.B.ll,  F.A.C.S. 
Richard  B.  Duiany,  M.D,  D.A.B.ll,  F.A.C.S. 


DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F Walton,  D.D.S. 

Larry  I,  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H Rosamond.  Administrator 
Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N 

INACTIVE  STATUS 

George  M.  I'nderwood,  M.D,  D.A.B.I.M,  F A. C P 
Gastroenterology 
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In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician'  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.2-3 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghorn  J:  Psychosomatics  I 1438-441, 
Sept-Oct  1970.  2.  Rickels  K Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmocoiogy  A Generation  of  Progress  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press 
1978,  p 999 
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follows: 
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Contraindications:  Known  hypersensitivity  to  ben- 
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history  of  urinary  retention  or  angle-closure 
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cholinergic-type drugs.  Closely  supervise  car- 
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with  use  of  tricyclic  antidepressants,  especially 
high  doses  Myocardial  infarction  and  stroke 
reported  with  use  of  this  class  of  drugs.)  Caution 
patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
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increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use 
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chlordiazepoxide). 
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patients.  Periodic  liver  function  tests  and  blood 
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ment Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Con- 
comitant use  with  other  psychotropic  drugs  has  not 
been  evaluated  sedative  effects  may  be  additive 
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concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precautions  about 
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restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
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cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke. 
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centration, delusions,  hallucinations,  hypomania 
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patterns. 

Anticholinergic:  Disturbance  of  accommodation, 
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nary tract. 


Allergic:  Skin  rash,  urticaria,  photosensitization, 
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Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia. 

Gastrointestinal:  Nausea,  epigastric  distress,  vomit- 
ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
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Endocrine:  Testicular  swelling  and  gynecomastia  in 
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minor  menstrual  irregularities  in  the  female  and 
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Other:  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaun- 
dice, alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment 
is  symptomatic  and  supportive  I V,  administration 
of  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline 
poisoning  See  complete  product  information  for 
manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  se- 
verity and  patient  response.  Reduce  to  smallest 
effective  dosage  when  satisfactory  response  is 
obtained.  Larger  portion  of  daily  dose  may  be 
taken  at  bedtime.  Single  h.s.  dose  may  suffice  for 
some  patients.  Lower  dosages  are  recommended 
for  the  elderly. 

Limbitrol  10-25,  initial  dosage  of  three  to  four 
tablets  daily  in  divided  doses,  increased  to  six 
tablets  or  decreased  to  two  tablets  daily  as  re- 
quired. Limbitrol  5-12.5,  initial  dosage  of  three  to 
four  tablets  daily  in  divided  doses,  for  patients  who 
do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each 
containing  10  mg  chlordiazepoxide  and  25  mg 
amitriptyline  (as  the  hydrochloride  salt)  and  blue 
film-coated  tablets,  each  containing  5 mg  chlor- 
diazepoxide and  12.5  mg  amitriptyline  (as  the 
hydrochloride  salt)— bottles  of  100  and  500; 
Tel-E-Dose®  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes 
containing  10  strips  of  10,  Prescription  Paks  of  50, 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manitest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 

anxiety  levels. 

—Adapted  from  Claghorn  J1 
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LIMBITROt 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghorn  J:  Psychosomatics  11 438-441,  Sept-Oct  1970 
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This  month's  cover  design,  symbolizing  the 
impingement  of  Giardia  lamblia  upon  its 
host,  is  based  on  a Texas  Medicine  article 
by  four  Galveston  researchers  who 
emphasize  that  such  parasites — while  more 
common  in  tropical  climates — can  be  found 
in  temperate  zones,  especially  among 
certain  immigrants.  ' Parasitic  infections 
encountered  on  the  Texas  Gulf  Coast," 
which  begins  on  page  45,  describes  results 
of  stool  and  blood  examinations  for  parasitic 
infections  in  patients  on  the  Gulf  Coast.  The 
authors  conclude  that  parasitoses  are  not 
unique  to  tropical  climes,  or  to  the  Gulf 
Coast,  and  that  clinicians  should  bear  in 
mind  the  incidence  of  these  disorders. 

Cover  design  by  Ed  Triggs. 
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Articles  scheduled  for  the  December  issue  of 
Texas  Medicine  deal  with  evolution  of  myo- 
cardial preservation,  group  D salmonella 
thoracic  aortitis,  the  depressed  adolescent 
and  the  family,  and  radiographic  contrast 
induced  renal  failure. 
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EDITORIAL 


Daeschner’s  legacy:  expect  the  best,  then  work  for  it 

For  the  past  two  years,  the  scientific  portion  of  Texas  Medi- 
cine has  drawn  a major  part  of  its  strength  and  guidance  from 
Charles  W.  (Bill)  Daeschner,  Jr,  MD,  chairman  of  the  Editorial 
Committee. 

He  did  such  an  outstanding  job  that  when  his  term  ended 
in  May  1 981 , not  one  single  committee  member  was  willing  to 
follow  his  act.  It’s  going  to  take  at  least  two  of  us  even  to 
attempt  to  fill  his  shoes. 

Dr  Daeschner’s  most  visible  contribution  to  this  journal  is 
the  What’s  New  column  which  provides  authoritative  com- 
ments on  recent  advances  in  medical  understanding,  diag- 
nosis, and  treatment.  He  initiated  the  idea  and  has  coordi- 
nated the  series  from  selection  of  authors  to  editing  for 
publication.  A relative  newcomer,  What’s  New  has  become 
one  of  Texas  Medicine’s  best-read  sections. 

Dedication  to  scientific  excellence  has  been  Bill  Daesch- 
ner’s hallmark.  Toward  that  end  he  has  strongly  urged  re- 
viewers to  provide  authors  with  clear,  constructive,  specific 
comments  on  how  to  improve  their  articles.  Often  he  has 
asked  for  revisions  to  make  an  article  more  readable  or  more 
useful  or  both.  Sometimes  authors  of  rejected  articles  have 
received  detailed  critiques,  because  if  journals  are  to  be  a 
useful  continuing  education  medium,  then  doctors  also  must 
learn  how  to  present  material  in  a publishable  and  educa- 
tionally effective  form. 

Texas  Medicine  has  about  350  specialists  throughout  the 
state  who  review  articles  submitted  for  publication.  In  addi- 
tion, several  members  of  the  Editorial  Committee  add  their 
reviews  and  recommendations.  Dr  Daeschner,  however,  took 
the  personal  responsibility  of  making  the  final  decision  to  ac- 
cept, reject,  or  ask  for  revisions  on  every  scientific  article 
submitted. 

Bill  Daeschner  continues  to  serve  as  chairman  of  the  de- 
partment of  pediatrics  at  UTMB;  at  last  count  he  had  already 
accepted  three  new  appointments  to  positions  of  responsibil- 
ity in  various  state  and  national  medical  organizations.  These 
groups  are  fortunate  indeed  to  have  his  quiet,  persistent,  and 
thoughtful  guidance. 

Texas  Medicine  is  a better  journal  because  of  his  efforts. 
He  did  a staggering  amount  of  work.  Unwaveringly,  he  ap- 
plied his  standard  of  excellence  to  papers  by  friends  and 
strangers,  residents  and  renowned  elder  statesmen  alike. 
The  inevitable  laurels  and  brickbats  he  accepted  with  equa- 
ble grace,  and  kept  right  on  doing  what  he  thought  was  best. 

It’s  a hard  act  to  follow,  but  we  are  going  to  try. 

Richard  D.  Cunningham,  MD 

Cochairman,  Editorial  Committee,  Scott  and  White  Clinic,  Temple,  TX 

76508. 

Edward  S.  Reynolds,  Jr,  MD 

Cochairman,  Editorial  Committee,  UT  Medical  Branch,  Galveston,  TX 

77550. 


Self-assertion  among  the  terminally  ill 

As  psychiatrist  in  an  outpatient  hospice  team,  I have  seen 
many  instances  of  a particular  strange  behavior  in  terminally 
ill  patients.  The  patient,  often  in  his  or  her  fifth  to  seventh 
decade  and  afflicted  with  inoperable  cancer,  refuses  what 
seems  a reasonable  health  care  measure.  The  family,  nurse, 
and  attending  physician  have  difficulty  understanding  the  re- 
fusal and  may  attempt  to  coerce  the  patient. 

Case  1 : A 70-year-o!d  man  with  diabetes  and  a slow  grow- 
ing cancer  of  the  rectum  and  pelvis  insisted  upon  a diet  of 
Coca  Cola  and  fried  chicken  three  times  a day.  Later,  in  his 
last  weeks,  he  would  not  allow  attendants  to  raise  side  rails 
on  his  bed,  despite  the  fact  that  an  earlier  fall  from  bed  had 
required  help  of  the  fire  department.  A member  of  the  hos- 
pice team  and  the  wife  did  not  recognize  the  importance  of 
his  assertion  and  strove  to  have  the  patient  accept  a bed 
with  rails. 

Case  2:  A 60-year-old  man  with  a terminal  cancer  spoke  of 
leaping  from  the  top  of  a nearby  dam  or  of  killing  himself  with 
his  shotgun.  The  hospice  nurse  with  whom  he  shared  these 
ideas  accepted  his  feelings  in  a sensitive  way,  but  was  sup- 
portive about  the  value  of  his  life.  The  patient  spoke  of  vis- 
iting a funeral  home  and  making  arrangements  for  his  death. 
There  was  self-assertion,  both  in  his  talk  of  suicide  and  in  his 
postponement  of  the  visit  to  make  arrangements  for  his  fu- 
neral. He  did  neither  and  died  quietly  a few  months  later. 

Case  3:  A thrombotic  disorder  caused  repeated  arterial  oc- 
clusion in  a 35-year-old  man  and  required  removal  of  a leg, 
an  arm,  and  a portion  of  his  tongue.  Wet  gangrene  of  thigh 
stump  left  an  odorous,  draining  wound.  Speech  was  limited. 
Course  of  the  illness  was  progressive  and  downhill.  His  sur- 
geon proposed  another  round  of  surgery,  which  the  patient 
refused.  The  chaplain,  nurse,  family,  and  surgeon  struggled 
with  him  and  themselves  over  the  issue.  Surgery  was  not 
done. 

Case  4:  The  spouse  of  a terminally  ill  woman  showed  a 
similar  defense.  The  patient  and  her  husband  lived  in  an  iso- 
lated rural  house.  A ferocious  dog  guarded  the  premises 
while  several  loaded  firearms  were  kept  handy.  The  husband 
felt  overwhelmed  by  the  impending  death  of  his  wife,  and 
when  she  required  hospital  care,  he  strongly  hinted  to  the 
hospice  nurse  that  he  might  kill  hospital  personnel  if  his  wife 
died.  He  did  not  carry  out  the  threat. 

Frederick  Schopenhauer,  Otto  Rank,  and  Frederick  Allen 
(philosopher,  analyst,  and  child  psychiatrist,  respectively) 
each  emphasized  the  importance  of  will.  Alien  defined  will  as 
the  response  of  the  individual  against  the  forces  impinging 
upon  him.  A feeling  of  exercising  will  helps  an  individual 
maintain  a sense  of  being  in  control  of  his  or  her  existence 
and  of  having  an  identity.  When  will  doesn’t  operate  or  an 
individual  is  unaware  of  the  operation  of  it,  there  can  be  ei- 
ther despair  or  psychopathology.  In  the  face  of  severe  adver- 
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sity,  as  with  a painful,  fatal  illness,  a small  expression  of  will 
may  provide  some  sense  of  power  and  control. 

A poster  shows  a small  cartooned  mouse  about  to  be  killed 
by  a large  and  fierce  eagle.  Knowing  the  futility  of  flight  or 
fight,  the  mouse  raises  his  "hand”  in  rude  gesture,  the  middle 
digit  extended  and  fingers  and  thumb  flexed.  The  face  of  the 
mouse  betrays  no  fear. 

One  is  tempted  to  call  the  behavior  pattern  of  these  gallant 
terminally  ill  patients  the  "middle  digit  syndrome.”  For  a pro- 
fessional to  interpret  such  a patient’s  behavior  concretely 
may  frustrate  the  patient  and  expose  him  to  emptiness  and 
despair.  Proper  recognition  by  physicians  and  hospice  team 
members  can  make  possible  the  support  and  the  imaginative 
response  which  the  patient  needs. 

John  A.  Boston,  Jr,  MD 

500  West  1 5th  St,  Austin,  TX  78701 . 


Role  of  the  hospital  cancer  program 

The  Hospital  Cancer  Program,  recommended  since  the 
1 950s  by  the  American  College  of  Surgeons,  is  worthy  of 
consideration  by  physicians  interested  in  care  of  patients 
with  cancer.  Basically,  the  program,  which  has  been  modified 
many  times  since  its  beginning,  consists  of  five  parts,  each 
integral  to  complete  care  for  patients  with  cancer:  (1 ) ac- 
creditation by  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals; (2)  a multidisciplinary  hospital  cancer  committee;  (3) 
multidisciplinary  educational  conferences;  (4)  patient  care 
evaluation;  and  (5)  a hospital-based  cancer  registry  de- 
signed to  enhance  patient  care.  Each  of  these  components 
should  be  considered  separately. 

The  approval  of  a hospital  by  the  Joint  Commission  has 
been  deemed  by  many  to  be  a necessary  standard  for 
adequate  patient  care.  In  recent  years  Joint  Commission 
accreditation  has  gained  new  stature  by  virtue  of  its  acknowl- 
edgment by  Medicare. 

The  multidisciplinary  hospital  cancer  committee  is  charged 
specifically  with  setting  standards  of  care,  outlining  treatment 
programs,  and  reviewing  patient  care  within  the  committee’s 
own  institution.  Only  guidelines  from  the  College  of  Surgeons 
are  offered,  but  the  program  is  entirely  the  responsibility  of 
the  local  hospital  committee  and  thus  reflects  the  hospital’s 
interest  and  participation. 

Educational  conferences  overseen  by  the  hospital  cancer 
committee  offer  an  excellent  opportunity  for  continuing 
education  in  the  participating  hospital.  Since  the  committee 
is  multidisciplinary  by  definition,  the  programs  will  allow 
the  medical  staff  to  discuss  all  aspects  of  cancer  within 
their  fields  of  interest.  In  many  institutions,  patients  are 
presented  for  consultation  at  such  conferences,  but  neither 
the  patient  nor  the  individual  physician  are  bound  by  the 
recommendations. 


Patient  care  evaluation  studies,  organized  and  conducted 
by  the  cancer  committee,  give  the  medical  staff  an  excellent 
opportunity  to  evaluate  the  care  of  individual  patients.  When 
compared  with  reported  statistics  and  similar  studies  carried 
out  in  other  institutions  participating  with  the  College  of  Sur- 
geons, this  information  is  an  excellent  indication  to  both  phy- 
sician and  administrative  personnel  of  their  interests  and 
problems.  With  this  information,  educational  conferences 
can  take  new  direction,  and  administrative  services  can  eval- 
uate the  need  for  new  facilities. 

The  cancer  registry  traditionally  has  been  the  dominating 
factor  in  most  cancer  programs,  but  now  it  should  be  consid- 
ered only  as  supportive  of  the  other  functions.  Registries  de- 
signed for  better  patient  care  provide  current  information  on 
the  living  patient  and  results  of  treatment,  not  vital  statistics 
alone.  The  registry  must  be  in-house,  well  staffed,  and  cur- 
rent in  order  to  serve  the  needs  of  the  cancer  committee  and 
medical  staff.  By  providing  such  current  information  the  reg- 
istry improves  quality  of  patient  care  for  most  cancer 
patients. 

Many  of  the  functions  of  the  hospital  cancer  program  have 
already  been  initiated  in  many  institutions.  The  value  of  the 
cancer  program  is  to  give  organizational  direction,  to  help 
recognize  deficiencies  in  patient  care,  and  to  improve  patient 
care. 

James  C.  Terrell,  Jr,  MD 

TMA  Committee  on  Cancer,  41 1 Belknap,  Stephenville,  TX  76401 
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Postsplenectomy  sepsis 

Drs  Seybold  and  Warren  do  a service  to  your  readers  by 
heightening  awareness  of  serious  postsplenectomy  infec- 
tions and  by  detailing  surgical  techniques  that  would  reduce 
the  number  of  splenectomies  (June  1981,  Texas  Medicine ). 
Some  of  the  medical  issues  require  further  comment. 

It  is  important  to  realize  that  there  is  a risk  of  fulminant 
overwhelming  sepsis  to  postsplenectomy  patients  who  are 
adults  with  no  underlying  medical  illnesses  and  that  the  risk 
is  lifelong.  In  the  study  by  Gopal  and  Bisno,  50%  of  serious 
splenectomy-related  infections  occurred  more  than  six  years 
after  surgery  and  29%  more  than  ten  years  later.1  D pneu- 
moniae is  not  the  only  offending  agent;  there  is  sensitivity  to 
sepsis  from  H influenzae,  N meningitidis,  and  other  organ- 
isms, some  ordinarily  not  pathogens.2 

Pneumococcal  vaccine  is  indicated,  as  stated  in  the  arti- 
cle. However,  having  given  the  vaccine,  one  need  guard 
against  a false  sense  of  safety  because  the  vaccine  does  not 
protect  against  nonpneumococci,  offers  no  protection 
against  69  pneumococcal  serotypes,  and  may  frequently  fail 
to  protect  postsplenectomy  and  other  immune-impaired  pa- 
tients against  the  1 4 serotypes  in  the  vaccine.3  4 The  role  of 
prophylactic  oral  penicillin  is  even  less  well  established. 
There  has  been  some  interest  in  employing  such  therapy  in 
pediatric  asplenic  patients,  but  efficacy  is  unproven,  com- 
pliance problems  are  the  rule,4  and  such  therapy  must  be 
regarded  as  experimental.  An  authoritative  review  recom- 
mends prophylactic  penicillin  only  for  asplenic  children  less 
than  2 years  old  and  for  high-risk  presurgical  patients.5  While 
there  is  some  rationale  for  studying  prophylaxis  in  high-risk 
asplenic  adults,  authorities  on  Hodgkin's  disease  and  re- 
ticuloendothelial disorders  do  not  employ  such  therapy. 

A most  important  measure  (not  explicit  in  Seybold  s paper) 
would  be  education  of  physicians  and  patients  so  that  appro- 
priate therapy  is  instituted  immediately  when  possible  infec- 
tious complications  arise.  The  postsplenectomy  sepsis  syn- 
drome may  progress  from  fever  with  nonspecific  symptoms 
to  death  within  several  hours.  Therefore,  asplenic  patients 
must  know  to  seek  medical  attention  promptly  when  they 
become  ill.  Physicians  must  treat  these  patients  more  ag- 
gressively than  others.  When  there  is  any  suspicion  of  pos- 
sible sepsis,  due  haste  should  ensue  in  reviewing  blood 
smears  for  clues,  obtaining  blood  cultures,  and  administering 
empiric  intravenous  antibiotics.45 

Lawrence  Rice,  MD 

Assistant  Professor  of  Medicine,  Baylor  College  of  Medicine,  Section  of 

Medical  Hematology,  6565  Fannin,  Houston,  TX  77030. 
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The  authors  reply 

The  authors  wish  to  thank  Dr  Rice  for  his  comments.  It  is 
obvious  that  we  basically  agree,  and  that  our  mutual  goal  is 
to  call  attention  to  the  vulnerability  of  splenectomized 
individuals. 

H.  M.  Seybold,  MD 

Assistant  Professor  of  Surgery,  Division  of  Urology,  The  University  of  Texas 
Medical  Branch,  Galveston,  TX  77550. 


SYMPOSIUM  PRECEDING  THE 
AMERICAN  HEART  ASSOCIATION  MEETING 
SUNDAY,  NOVEMBER  15,  1981 , 4:00-7:00  PM. 
Hyatt  Regency  Hotel,  Cascade  Room 
Dallas,  Texas 

REDUCTION  IN  INFARCT  SIZE  AND  MORTALITY 
IN  PATIENTS  WITH  MYOCARDIAL  INFARCTION 


Moderator 

J.  T.  Willerson,  M.D. 

Rationale  for  early  intervention 
in  acute  myocardial  infarction 
B.  Sobel,  M.D. 

Swedish  metoprolol  trial  in  patients 
with  suspected  myocardial  infarction 
A.  Hjalmarson,  M.D. 

Streptokinase  in  patients 
with  acute  myocardial  infarction 
R Rentrop,  M.D. 

Beta  blockers  following 
myocardial  infarction 
H.  Mueller,  M.D. 

Treatment  alternatives  in  patients 

with  suspected  or  completed  myocardial  infarction 

E.  Braunwald,  M.D. 

Accreditation:  3 hours,  Category  I,  AM  A Physician's 
Recognition  Award 

Fee:  None,  but  pre-registration  requested 

Information:  Call  The  University  of  Texas  Health 
Science  Center  at  Dallas,  Continuing 
Education  Division  214/688-2166 
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ACE  THE  ACHE 

with 


PAIN  AND  TENSIO 


Double  fault  for 
weekend  warrior 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research 
Council  and  or  other  information.  FDA  has  classified 
the  indications  as  follows 

'Possibly'  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use.  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
individuals  with  a history  of  sensitivity  or  severe  intolerance 
to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
with  known  propensity  for  taking  excessive  quantities  of  drugs 
Excessive  and  prolonged  use  in  susceptible  persons,  e g 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics.  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a “crutch 
may  precipitate  withdrawal  reaction  of  greater  proportions 
than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
discontinuance  of  doses  in  excess  of  the  recommended  dose 
has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
ant slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier.  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspmn  should  be  kept  out  of  the 
reach  of  children.  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue. patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuna  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow.  CNS  stimulants  e g caffeine  Metrazol  or  ampheta- 


mine. may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but.  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  charactenzed  by  an  itchy  urticanal  or  ery- 
thematous. maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution  of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A few  cases  of  leukopenia  dunng 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness, with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspmn  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate. 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981.  Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 
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for  mild  to  moderate  pain 

Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION:  For  the  relief  of  mild-to-moderate  pain 
CONTRAINDICATION  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs.  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine. 

USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks,  e g.  driving 
a car  or  operating  machinery.  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY.  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol. 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pam,  skin  rashes,  light-headedness,  head- 
ache, weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances.  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect.  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion,  anxiety,  and  tremors  have  been  reported 
in  a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
m respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics, which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects. 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions, a prominent  feature  in  most  cases  of  severe 
poisoning.  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific.  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported. 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation.  The 
narcotic  antagonists,  naloxone,  nalorphine,  and  lev- 
allorphan  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory.  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions. 


Oxygen,  IV  fluids  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated.  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone  Acetaminophen  is  rapidly  absorbed 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective m removing  acetaminophen  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteme  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information  (JAMA  237:2406-2407,  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 

Medical  Director  For  Information  Call:  (501)  624-1281 

Diplomate,  American  Board  Or  Write.  P.O.  Box  850 

of  Internal  Medicine  Hot  Springs,  Arkansas  71901 

Subspecialty  of  Rheumatology 


Escape for 
6 Days  and  7 
Nights  to  Steamboat 
Springs  or  Snowmass, 
Colorado  with  this  Ski 
Package: 


• Round  Trip  Air  Transportation  to 
Denver 

• Ground  Transportation  to  Ski 
Destination 

• Seven  nights  lodging  at  a preferred 
inn,  located  within  close  walking 
distance  of  the  ski  lift. 

• Six  days  of  lift  tickets 

For  Steamboat 
from  Chicago:  From  $639  ppdbl.occ* 
from  Houston:  From  $585  pp dbl.  occ.* 

For  Snowmass 
from  Chicago:  From  $698  pp  dlb.  occ.* 
from  Houston:  From  $633  pp  dlb.  occ* 


Take  325  inches  of  champagne  powder, 
drop  it  on  a mountain  with  2300  permitted 
acres  of  skiing,  served  by  a gondola  and 
1 5 ski  lifts  — that’s  Mt.  Werner  at  Steam- 
boat. 

Luxury  lodging  offered  at  the  Sheraton  at 
Steamboat  Hotel  or  plush  condominiums 
at  The  Lodge  at  Steamboat. 

★★★★★★ 

In  Snowmass  you  just  suit  up  and  ski  off 
— to  one  of  the  90  spectacular  runs.  With 
twelve  chair  lifts  and  1400  acres  of  trails 
you'll  probably  never  ski  the  same  run 
twice.  Your  Snowmass  lift  ticket  also  lets 
you  ski  at  nearby  Aspen  Mountain  and 
Buttermilk. 

Accommodations  at  the  Wildwood  Inn. 

‘Prices  subject  to  change  without  notice. 


1981-82  Season: 
November  24  through  April  18 

Call  now  for  reservations 


GREat  ESCaiDE 

tour  com/oamj 


Box  774168,  Steamboat  Springs, 
Colorado  80477 

Phone  (800)  525-3402 

or  UNITED  AIRLINES  TOUR  DESK 

'Tmglad  United’s 
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A RISK 
YOU  DON’T 

HAVE  TO 

TAKE... 


Termination  dates  of  the  Texas  Medical  Association  Insurance  plans 
are  probably  the  most  generous  you  will  find: 


OFFICE  OVERHEAD.  .AGE  70 

PERSONAL  ACCIDENT AGE  70 

DISABILITY  INCOME AGE  75 

MAJOR  MEDICAL LIFETIME 

LIFE  INSURANCE.  LIFETIME 


We  are  confident  you  will  find  the  amounts  payable  and  the  benefit 
provisions  remain  generous,  even  though  in  some  instances  certain 
reductions  apply. 


12 


JUST  ANOTHER  EXAMPLE  OF  HOW  YOUR  TEXAS 
MEDICAL  ASSOCIATION  INSURANCE  PROGRAM 
SERVES  YOU  BEST! 

for  information  or  brochure,  contact: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 


CALL  TOLL  FREE 

1-800-252-9318 

(HOUSTON  PHYSICIANS  DIAL  ONLY  224-5309) 


Prudential 


Grouptnsurance 

TEXAS  MEDICINE 


NEWS 


TMA  IN  ACTION 

Delegates  to  consider 
reports  at  interim  meeting 

When  the  Texas  Medical  Association 
House  of  Delegates  meets  early  this 
month,  it  will  address  numerous  reso- 
lutions and  reports  from  the  Associa- 
tion's boards,  councils,  and 
committees  which  met  in  September. 

The  House  will  convene  at  2 pm,  Fri- 
day, Nov  6,  at  the  Austin  Hilton  Inn. 
Reference  committees  will  meet  imme- 
diately after  the  opening  session  re- 
cesses. The  second  session  of  the 
House  will  meet  at  9 am,  Saturday, 

Nov  7,  to  review  the  business  reports 
of  the  reference  committees. 

A number  of  issues  before  the 
House  are  tied  to  President  Reagan’s 
economics  program.  One  resolution 
calls  for  the  dissolution  of  the  corpo- 
rate entity  of  the  Texas  Institute  for 
Medical  Assessment  (TIMA).  The  De- 
partment of  Health  and  Human  Ser- 
vices (HHS)  discontinued  funding  for 
the  Texas  PSRO  in  October  and  day- 
to-day  operations  have  wound  down. 
Only  the  corporate  entity  remains. 

(See  article  on  page  17.)  Another  res- 
olution recommends  that  a study  of  the 
Texas  Medical  Foundation  be  con- 
ducted to  see  if  the  Association  should 
continue  its  support  and  endorsement 
of  its  programs.  The  foundation  con- 
ducts peer  review  for  various  private 
organizations. 

One  resolution  requests  that  future 
annual  sessions  not  be  held  during  the 
last  three  weeks  of  the  biennial  ses- 
sion of  the  Texas  Legislature.  During 
the  67th  Legislature,  the  two  sessions 
overlapped  and  TMA  leaders  were  split 
between  Austin  and  Dallas. 

The  House  will  also  discuss  pro- 
posed operating  procedures  for  the 
medical  student  section.  The  new  op- 
erating procedures  include  two  new  or- 
ganizational concepts.  One  will  create 
TMA  medical  student  section  chapters 
at  each  Texas  medical  school;  the 
other  will  provide  that  each  of  the 


seven  allopathic  medical  school  chap- 
ters be  represented  in  the  House  of 
Delegates  by  a voting  delegate.  Both 
the  Council  on  Medical  Education  and 
the  Council  on  Constitution  and  By- 
laws have  endorsed  the  new  concepts. 
Medical  school  chapters  will  provide  a 
practical  means  for  carrying  on  medi- 
cal student  programs  in  a medical 
school  environment. 

In  a continuing  effort  to  encourage 
patient  education,  the  Committee  on 
Cancer  is  recommending  that  the 
House  endorse  a cancer  questionnaire 
as  a way  for  individuals  to  analyze 
their  cancer  risk.  The  American  Can- 
cer Society  created  the  risk  assess- 
ment questionnaire. 

Other  issues  before  the  House  in- 
clude the  possibility  of  TMA  designing 
and  distributing  a membership  plaque 
or  certificate  suitable  for  framing; 
changes  in  the  Constitution  and  By- 
laws regarding  life  and  honorary  mem- 
bership categories;  provisions  for 
resident  students  to  retain  membership 
in  a county  medical  society  while  un- 
dertaking graduate  medical  education 
outside  of  Texas;  and  amending  the 
bylaws  to  eliminate  reference  to  sus- 

TMA President  Dr  Bill  Ross  awards  Sen  John  Wil- 
son of  LaGrange  with  a plaque  in  appreciation  for 


pension  as  a disciplinary  sanction,  and 
substituting  instead  probation. 

Competition,  cooperation  key 
words  at  fall  conference 

Government  policies,  practice  man- 
agement, medical  liability,  and  new 
Texas  laws  affecting  physicians  were 
among  the  issues  highlighted  during 
the  Texas  Medical  Association’s  1981 
Fall  Conference. 

William  Y.  Rial,  MD,  president-elect 
of  the  American  Medical  Association, 
presented  the  keynote  address  on  the 
conference  theme,  Medicine  in  a 
Changing  World.  “Competition  and 
deregulation  are  the  cries  of  today," 
he  told  900-plus  conference  partici- 
pants. "Organized  medicine  must  help 
restrain  medical  costs  or  face  con- 
sequences of  a graduated  fee  scale,” 
he  added. 

“The  present  administration  sees 
competition  and  deregulation  as  per- 
haps the  only  alternative  to  socialized 
medicine.  Physicians  have  been  chal- 
lenged to  see  what  they  can  do.” 

He  asked,  "Are  we  prepared  to 
change  how  we  provide  medical  care? 
If  we  are  not,”  he  warned,  “we  will  be 

his  sponsorship  of  the  Medical  Practice  Act  during 
the  67th  Texas  Legislature. 
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at  society’s  mercy.  If  society  says  we 
must  ration  medical  care,  we  must  be 
ready  to  limit  our  practice  style.”  And, 
he  continued,  we  must  change  our 
method  of  care  for  the  mental  health 
and  geriatric  patient.  “Too  often  the 
geriatric  patient  is  a prisoner,  and  the 
doctor  a warden.”  While  care  for  the 
elderly  is  a social  problem,  he  ac- 
knowledged, society  is  looking  toward 
physicians  for  help. 

Assistant  Secretary  for  Health  Ed- 
ward N.  Brandt,  Jr,  MD,  spoke  of  key 
changes  in  direction  for  health  policy  at 
the  federal  level.  “We  are  undergoing 
an  important  transition  period  where 
the  federal  government  is  transferring 
programs  and  budget  authority  back  to 
the  states,"  he  said.  “For  the  TMA,  this 
will  involve  more  than  bookkeeping  or 
the  making  of  new  laws.  This  is  a his- 
toric opportunity  to  prove  the  correct- 
ness of  our  opinions  and  will  demand 
the  best  of  each  of  us,”  he  said. 

Acknowledging  the  stress  this  places 
on  state  government,  Dr  Brandt  said, 
“During  times  of  pressure,  the  move- 
ment is  to  test  the  wind  and  exercise 
caution.  This  is  fine,  but  should  not  im- 
pede progress.  Everything  will  come 


out  all  right  only  if  everyone  assumes 
responsibility.  This  is  your  chance  to 
turn  things  around,”  he  said. 

Robert  E.  McAfee,  MD,  of  Portland, 
and  chairman  of  the  AMA  Council  on 
Long-Range  Planning  and  Develop- 
ment, said  that  despite  continued  high 
inflation  and  a high  unemployment 
rate,  “demographic  trends  portend  im- 
provement in  the  years  ahead.”  For 
medicine,  the  implications  include  an 
increased  membership  in  organized 
medicine  over  time,  a younger  physi- 
cian population,  more  women  in  or- 
ganized medicine,  changes  in  the 
makeup  of  specialties  with  more  em- 
phasis on  primary  care,  an  escalation 
in  medical  and  nonmedical  providers, 
a movement  to  salaried  and  group 
practice  positions,  competition  for  pri- 
mary care  specialists,  and  more  nego- 
tiating activities  among  physicians. 
“The  key  words,”  Dr  McAfee  said,  “are 
competition,  regulatory  and  legal  re- 
straint, and  cooperation.  We  need  a 
unified  profession  and  with  coopera- 
tion, we  should  be  on  the  leading  edge 
of  change.” 

A University  of  Dallas  economist  told 
conference  participants  that  “govern- 


ment regulation  is  hurting  patients,  and 
in  some  cases  it  is  costing  them  their 
lives.”  John  Goodman,  PhD,  director  of 
the  Center  for  Health  Policy  Studies, 
said,  “In  all  developed  countries,  gov- 
ernment regulators  have  a bias  against 
modern  medical  technology.  Those 
countries  which  have  the  highest  de- 
gree of  government  intervention  in 
medical  care  have  less  lifesaving  med- 
ical equipment  than  other  countries. 
They  have  fewer  CAT  scanners,  fewer 
pacemakers,  fewer  intensive  care 
units,  and  they  perform  fewer  compli- 
cated operations.” 

According  to  Goodman,  one  reason 
many  people  support  medical  care 
regulation  is  to  "reduce  costs  and 
make  the  system  more  efficient ...  ev- 
erybody ought  to  be  concerned  about 
efficiency,  but  government  regulation  is 
not  the  answer.  Efficiency  is  produced 
by  competition,  not  regulation.  More 
government  intervention  means  less 
efficiency.” 

Robert  S.  Brittain,  MD,  president  of 
Medical  Liability  Consultants  Program, 
Inc,  led  a thought-provoking  discussion 
on  medical  liability.  “It’s  going  to  get 
worse,”  he  warned.  “You  won’t  stop  it 
with  present  programs.” 

Dr  Brittain  examined  why  patients 
sue,  why  physicians  lose  suits,  and 
why  physicians  can  turn  a $5,000  case 
into  a $50,000  case.  Patients  sue  be- 
cause they  don’t  like  the  physician,  he 
maintained.  “It  has  nothing  to  do  with 
how  the  physician  handled  the  medical 
case.”  The  reason  physicians  lose 
medical  liability  cases,  he  added,  is 
twofold — bad  medicine  and  bad  rec- 
ords. “Good  medicine,”  he  said,  “is 
whatever  your  peers  say  it  is.  Since 
medical  records  are  the  only  evidence 
of  what  you  have  done,  keep  good  rec- 
ords.” Physicians  turn  low  cost  suits 
into  high  cost  suits  by  changing  the 
records,  he  admonished. 

To  protect  themselves  against  rising 
medical  liability  cases,  Dr  Brittain  advo- 
cated supporting  a team  of  quality  phy- 
sicians and  attorneys;  and  educating 
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fellow  physicians,  saying:  "Send  out  in- 
formation to  your  members  and  say,  if 
you  practice  a procedure  in  this  way, 
we  will  cover  you;  if  you  do  not,  we  ll 
keep  adding  zeroes  to  the  cost  of  your 
insurance.” 

Two  panel  discussions  explored 
methods  of  practice  management  and 
new  state  statutes  which  impact  on  the 
practice  of  medicine.  Practice  manage- 
ment experts  from  Dallas  discussed 
third-party  reimbursement  and  effec- 
tive office  techniques.  One  panelist 
emphasized  that  physicians  can  con- 
trol the  amount  of  reimbursement  by 
becoming  knowledgeable  about  cod- 
ing. 

A five-physician  panel  discussed 
new  laws  which  affect  medicine.  The 
panel  then  fielded  questions  on  stand- 
ing orders,  optometric  drugs,  medical 
records  and  physician  confidentiality, 
generic  drug  substitution,  telephonic 
orders,  and  triplicate  prescriptions. 

Sen  John  Wilson  of  LaGrange  and 
Rep  Bill  Messer  of  Belton  were  hon- 
ored during  the  conference  with  sev- 
eral standing  ovations  and  awards  for 
their  sponsorship  of  the  Medical  Prac- 
tice Act  during  the  67th  Legislature. 
More  than  900  physicians,  spouses, 
and  guests  attended  the  fall  con- 
ference and  postgraduate  courses 
Sept  17-20  in  Austin. 

Cassette  tapes  of  the  conference 
speakers  are  available  at  $6.50  each 
from  the  TMA  Communication  Depart- 
ment, 1801  N Lamar  Blvd,  Austin, 
78701.  Call  512-477-6704. 

Auxiliary  assumes  new  role 
in  political  action 

TEXPAC,  the  TMA  political  action  com- 
mittee, has  reorganized  and  strength- 
ened the  Auxiliary’s  role  in  political 
action.  Charles  M.  Sloan,  MD,  TEXPAC 
chairman,  voiced  his  enthusiasm  for 
greater  participation  among  Auxiliary 
members  saying,  “The  involvement 
and  advice  from  the  Auxiliary  is  essen- 
tial if  TEXPAC  is  to  be  truly  representa- 


tive of  the  political  concerns  of  the 
medical  community.” 

Reorganization  has  occurred  on  two 
levels.  First,  the  TEXPAC  Board  of  Di- 
rectors has  expanded  Auxiliary  repre- 
sentation from  two  members  to  four. 
They  are  Mrs  June  Bratcher  of  San  An- 
tonio, Mrs  Sylvia  Brewer  of  Houston, 
Mrs  Jimmie  Angel  of  Waco,  and  Mrs 
Anne  Pitchford  of  El  Paso. 

Secondly,  the  Board  of  Directors  has 
created  a sixth  committee  of  the  board 
called  the  TEXPAC  Auxiliary  commit- 
tee. This  new  21  -member  committee 
will  be  responsible  for  membership  de- 
velopment and  TEXPAC  Auxiliary  orga- 
nization at  the  county  medical  society 
level.  It  will  provide  candidate  support 
in  local  campaigns  and  is  currently  de- 
veloping a medical  constituent  file  on 
Texas  metropolitan  areas  for  use  during 
the  1982  elections.  The  committee  is 
chaired  by  Mrs  Anne  Pitchford  of  El 
Paso. 

Health  centers  receive 
CME  accreditation 

The  TMA  Committee  on  Continuing  Ed- 
ucation recently  took  action  on  several 
applications  for  continuing  medical  ed- 
ucation accreditation.  The  University  of 
Texas  Health  Center  at  Tyler  was 
granted  continued  provisional  ac- 
creditation for  two  years.  Baylor  Univer- 
sity Medical  Center  of  Dallas  was 
resurveyed  and  granted  full  accredita- 
tion for  six  years. 

Continuing  medical  education  ac- 
creditation authorizes  an  institution  or 
organization  to  determine  which  of  its 
programs  meet  the  criteria  for  Category 
1 credit  of  the  American  Medical  Asso- 
ciation Physician’s  Recognition  Award. 
Institutions  and  organizations  inter- 
ested in  accreditation  may  contact  the 
Office  of  Medical  Education,  Texas 
Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701. 


HEALTH  LINE 

Emmett  Greif  takes  post 
with  Human  Resources 

Emmett  W.  Greif,  MD,  rejoins  the  Texas 
Department  of  Human  Resources 
(TDHR)  this  month  as  deputy  commis- 
sioner for  utilization  control  and  pur- 
chased health. 

Dr  Greif  left  TDHR  in  the  fall  of  1 980 
to  become  medical  director  of  the 
Texas  Institute  of  Medical  Assessment 
(TIMA).  TIMA  recently  lost  its  funding 
as  the  sole  professional  standards  re- 
view organization  in  Texas  when  the 
federal  government  cut  its  funding  in 
September.  Forty-five  other  PSROs 
across  the  country  were  also  targeted 
for  extinction. 

Before  joining  TIMA,  Dr  Grief  was 
deputy  commissioner  of  health  care 
policy  for  the  Department  of  Human 
Resources.  Previously,  he  served 
TDHR  as  deputy  commissioner  for 
medical  programs  with  responsibility  for 
administering  the  Medicaid  program  in 
Texas. 

Dr  Greif  practiced  medicine  for  1 2 
years  in  Kingsville.  In  1962,  following  a 
residency  in  anesthesiology  at  Park- 
land Hospital  in  Dallas,  he  practiced 
anesthesiology  in  that  city  until  1974. 

He  then  joined  TDHR  as  medical  direc- 
tor in  Long  Term  Care,  becoming  dep- 
uty commissioner  in  1976. 

In  his  new  position,  Dr  Grief  will  re- 
view the  utilization  of  Medicaid  pro- 
grams in  Texas.  He  also  will  oversee 
Purchased  Health  which  includes  phy- 
sician services  and  inpatient  and  out- 
patient hospital  services. 

BME  reports  increase 
in  physician  population 

The  number  of  physicians  who  are  li- 
censed in  Texas  and  live  in-state  con- 
tinues to  climb.  The  Texas  State  Board 
of  Medical  Examiners  reports  that  there 
are  some  22,942  doctors  of  medicine  li- 
censed and  living  in  Texas;  doctors  of 
osteopathy  number  1 ,1 62. 

Of  this  in-state  population  of  physi- 
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IT’S  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 


At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


mr 


But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


TEXAS  MEDICAL 
LIABILITY  TRUST 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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cians,  10,423  (28%)  received  a medical 
degree  from  a Texas  medical  school. 
Graduates  from  other  American  medi- 
cal schools  number  9,401  (26%). 

Twelve  percent  of  the  in-state  physician 
population  (4,280)  are  graduates  of  for- 
eign medical  schools. 

There  are  1 2,245  physicians  who  are 
licensed  in  Texas  but  practice  out  of 
state.  In  its  Aug  31  report,  the  BME  tab- 
ulated a total  of  36,349  in-state  and  out- 
of-state  physicians  licensed  by  the 
state. 

TDH  undergoes 
reorganization 

The  Texas  Board  of  Health  reorganized 
the  structure  of  the  Texas  Department 
of  Health  on  Sept  1 . Changes  include 
new  titles  and  formation  of  several  new 
positions. 

Robert  A.  MacLean,  MD,  has  the 
new  title  of  deputy  commissioner  for 
professional  services  and  will  continue 
to  be  the  principal  deputy  to  the  health 
commissioner.  An  additional  deputy 
commissioner  post  has  been  created. 
Mr  Hermas  L.  Miller  serves  as  the  new 
deputy  commissioner  for  administration 
and  management. 

The  titles  of  deputy  commissioner  for 
the  various  TDH  programs  have  been 
changed  to  associate  commissioner. 
The  associate  commissioners  include 
Clift  Price,  MD,  for  personal  health  ser- 
vices; Jerome  H.  Greenberg,  MD,  for 
preventable  diseases;  Lynn  S.  McGuirt, 
RN,  for  special  health  services;  and 
David  M.  Cochran,  for  environmental 
and  consumer  health  protection. 

A new  associate  commissioner  posi- 
tion was  created  for  community  and 
rural  health.  Charles  C.  Eaves,  MD, 
serves  in  this  capacity.  As  associate 
commissioner,  he  is  responsible  for 
public  health  regions,  local  health  ser- 
vices, the  Office  of  Public  Health  nurs- 
ing, and  the  chest  hospitals.  He  is  the 
person  to  contact  for  all  activities  con- 
cerning community  and  migrant  health 
centers. 

The  title,  deputy  commissioner  for 


administrative  services,  has  been 
changed  to  associate  commissioner  for 
support  services.  Mr  Carl  Welge  serves 
in  this  position. 

SOCIOECONOMICS 

Texas  PSRO  loses  funding; 
closes  state  operation 

In  September,  the  Texas  Institute  for 
Medical  Assessment  (TIMA)  became  a 
federal  budget  casualty  when  it  learned 
that  its  funding  had  been  terminated. 

The  Health  Care  Financing  Adminis- 
tration (HCFA)  targeted  46  PSROs  for 
termination  because  of  a $28  million  cut 
from  its  $174  million  federal  budget. 

The  targets  were  chosen  based  on  a 
federal  assessment  of  PSRO  programs 
nationwide  in  April  and  May  where 
TIMA  failed  to  meet  “minimum  perfor- 
mance levels."  TIMA  immediately  ap- 
pealed this  assessment  protesting  that 
it  had  been  in  operation  for  only  nine 
months  and  the  existing  data  could  not 
reflect  its  later  performance.  Neverthe- 
less, TIMA  was  notified  to  end  all  oper- 
ations by  Sept  30  and  move  from  its 
Austin  headquarters  within  60  days. 

TIMA  was  organized  in  1 973  by  the 
Texas  Medical  Association,  one  year 
after  PSROs  were  first  mandated  by 
federal  legislation.  The  Texas  Osteo- 
pathic Association  and  Texas  Hospital 
Association  later  added  their  support  to 
the  review  organization.  According  to 
law,  the  review  group  was  to  investigate 
the  professional  activities  of  physicians 
and  health  care  providers  for  services 
covered  under  the  Social  Security  Act — 
Medicare,  Medicaid,  and  maternal  and 
child  health  programs.  PSROs  were  to 
determine  if  the  medical  services  are 
necessary,  if  they  meet  professional 
standards,  and  if  they  are  delivered  at 
the  proper  level  of  care. 

In  March  1974,  the  Department  of 
Health  and  Welfare  (HEW),  now  called 
Health  and  Human  Services  (HHS), 
recommended  that  nine  PSRO  areas 
be  established  in  Texas.  TIMA  contest- 


ed this  decision  and  fought  for  a single 
statewide  PSRO  designation.  It  was 
thought  that  a single  PSRO  would 
minimize  overhead  costs  and  avoid 
record  duplication. 

In  1978,  HHS  designated  Texas  as 
a single  statewide  PSRO  and  award- 
ed TIMA  a planning  grant  totalling 
$404,208.  However,  in  1979,  a ceiling 
placed  on  federal  spending  left  TIMA  in 
limbo,  and  the  Texas  PSRO  was  main- 
tained for  one  year  as  a planning  or- 
ganization with  no  funds  to  implement 
its  programs.  In  October  1980,  this 
ceiling  was  lifted  and  TIMA  board 
members  voted  to  accept  a $1,132,722 
grant  from  the  Health  Standards  Quali- 
ty Bureau,  Health  Care  Financing  Ad- 
ministration. Thus,  TIMA  became  a 
conditional  PSRO  for  fiscal  year  Octo- 
ber 1 980  through  Sept  30,  1 981 . 

Initial  reports  on  existing  PSROs 
showed  favorable  results.  An  HEW 
study  in  1977  showed  that  nationwide, 
PSROs  had  saved  $50  million  by  elimi- 
nating unnecessary  days  in  hospitals. 
However,  two  years  later,  the  Congres- 
sional Budget  Office  found  that  while 
PSROs  reduced  Medicare  hospitaliza- 
tion, the  savings  fell  short  of  their  cost. 
The  report,  released  in  June  1979, 
also  found  no  evidence  that  PSROs 
grow  more  effective  with  time. 

In  January  1981,  TIMA  implemented 
its  review  process  and  within  its  short 
existence  gathered  some  60,000  medi- 
cal abstracts  on  hospital  patients  from 
40  hospitals  across  the  state.  These 
records  documented  how  hospitals 
handled  their  patients  who  were  in- 
sured under  federally  funded  pro- 
grams. Barry  Flynn,  TIMA's  executive 
director,  commented,  “Those  records 
were  so  new  that  it  would  be  inappro- 
priate to  draw  any  conclusions  from 
them."  They  could  be  used  to  measure 
a patient’s  hospital  stay,  but  could  not 
be  used  to  evaluate  the  diagnosis  or 
treatment  at  this  point,  he  said.  “The 
information  is  immature.” 

Mr  Flynn  registered  his  concern 
about  what  will  happen  to  these  records 
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Intensive 

Care. 


That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lincoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Tfexas  75234  •214/233-1441 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  787 63  • 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas  78294  • 512/227-4221 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  • Ft.  Worth,  Tfexas  76101  • 817/335-6471 
Southwest  Motor  Leasing,  Inc.  • 6737  SouthwestFreeway  .Houston, Tfexas77074 .713/981-3591 
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Sip  a glass  of  Bcaujolais  by  the  boulevard. 
Relax  under  the  towering  live  oak  trees. 
Walk  the  esplanades  watching  the  world  go 
by.  Revel  in  days  as  they  were  meant  to  be. 

5000  Montrose  at  the  Museum  offers  a 
lifestyle  seldom  found  in  luxury  high- 
rise  condominiums.  5 minutes  from  the 
Medical  Center  and  10  minutesfrom 
Downtown,  here  Houston's  finest  designers 
have  created  elegant,  intimate  and  totally 
secure  living  in  the  heart  of  Houston's 
cultural  community. 

One  and  two-bedroom  homes  are  from 
$1 74,000  to  $369,000.  Two  and  three- 
bedroom  penthouses  are  also  available. 

Come  discover  the  grace  and  ease  of 
living  that  exists  only  at  5000  Montrose  at 
the  Museum  . . . 

Because  there  is  an  art  to  living  well. 


5000  Montrose  at  the  Museum 


Sales  Office:  Nine  Greenway  Plaza,  Suite  1912 
Houston,  Texas  77046  '713/520-9696 

A joint  venture  of  Century  Development  Corporation  ami  Bland  Development  Corporation . 

Broker  participation  invited. 


PRESCRIBED 


DIAGNOSIS: 

Difficulty  in  obtaining  relevant  continuing 
medical  education,  endless  meetings,  crowded 
hotels,  escalating  travel  costs,  lost  office  time. 

TREATMENT: 

THE  TEXAS  MEDICAL  ASSOCIATION/ 
SOUTHERN  MEDICAL  ASSOCIATION  TELE- 
COURSE SYSTEM,  the  most  advanced  video- 
tape education  program  in  medicine.  Fully 
accredited. 

DOSAGE: 

You  select  programs  designed  especially  for 
your  practice,  from  12  new  telecourses  pro- 


vided each  month.  This  is  the  most  current 
learning  system  available,  with  over  144  new 
program  selections  each  year. 

APPLICATION: 

Absorb  in  the  comfort  of  your  home  or  office. 

ACTION: 

Stabilizes  the  cost  of  CME.  Maintains  control 
of  meetings  attended.  Reduces  lost  income 
from  empty  offices.  Provides  documented 
accreditation  records. 

SIDE  EFFECTS: 

Fully  Tax  Deductible. 


PRESCRIPTION  INFORMATION: 

Annual  subscription  is  only  $600  for  1 2 monthly 
Telecourses  with  accompanying  protocols  and 
self-assessment  tests,  tou  keep  all  videotapes 
and  receive  yearly  accreditation  documentation. 
THE  TEXAS  MEDICAL  ASSOCIATION/ 
SOUTHERN  MEDICAL  ASSOCIATION 
TELECOURSE  SYSTEM 
Call  Toll  Free  1-800- 874- 9740 for  more  information 
and  for  details  on  our  money  back  guarantee. 

Co-Sponsored  by  lcLE  TcicA^CH 

229  Beverly  Parkway  Pensacola.  Florida  32505^-^ 


After  years  of  treating 
people  with  weakened 
hearts,  we  developed  a 
cardiac  rehabilitation 
program  that  gives  them 
a stronger  outlook. 


Anxiety,  deconditioning  and  poor  eating  habits  can  be  the 
enemies  of  coronary  patients  and  high  risk  individuals. 
Working  together  with  the  referring  physician  and  under  the 
close  monitoring  of  our  staff  physician,  exercise  physiologist 
and  cardiac  rehabilitation  nurse.  The  Methodist  Hospital 
can  put  patients  on  the  road  to  exercise  necessary  for  training 
cardiovascular  systems  to  optimal  levels.  We  also  include 
discussions  of  the  psychological  and  diet  aspects  of  heart 
disease.  The  results?  Healthier  patients,  with  increased  con- 
fidence and  a renewed  sense  of  well-being.  Call  (713)  790-6450 
for  details.  We  help  cardiac  patients  help  themselves. 


4B* 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine 

Affiliated  with  Baylor  College  of  Medicine 


Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 


This  is  a physician  referred  program.  Free  Parking. 


6550  Fannin  Houston,  Texas  77030 
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upon  the  closing  of  TIMA  offices.  Dr 
Kenneth  Schneider,  director  of  the 
regional  HCFA  office  in  Dallas,  said 
in  a telephone  interview  with  Texas 
Medicine  that  most  of  these  records 
will  be  destroyed.  However,  those 
records  subject  to  appeal  will  be  for- 
warded to  the  collecting  agency. 

With  more  than  5%  of  the  nation’s 
total  Medicare  payments  in  Texas,  and 
no  PSRO,  who  will  conduct  profes- 
sional standards  review?  Mr  Flynn 
speculated  that  the  Texas  Medical 
Foundation  and  National  Heritage 
Insurance  Company  would  pick  up 
some  peer  review  contracts. 

The  TMA  Executive  Board  in  July, 
anticipating  a withdrawal  in  TIMA 
funding,  also  took  steps  supporting 
private  review.  The  board  voted  to 
encourage  the  Texas  Medical  Founda- 
tion to  accept  private  review  contracts 
if  “such  review  is  requested  by  private 
industry  or  paid  for  by  private  industry 
and/or  when  local  hospital  review  is 
not  feasible,  and  paid  for  locally.” 

Another  board  proposal  asked  the 
TMA  Board  of  Councilors  to  “develop 
mechanisms  to  assist  smaller  and 
more  isolated  institutions  in  providing 
peer  review,  when  this  request  is 
locally  initiated.” 

in  the  meantime,  TIMA  will  maintain 
its  corporate  structure  for  another  year 
and  has  rotated  in  a new  slate  of  officers 
headed  by  George  M.  Boswell,  MD, 
of  Dallas.  The  Austin  office  ceased 
operations  on  Sept  30,  and  once  the 
details  of  closing  up  office  are  com- 
plete, 40  TIMA  employees  will  be 
looking  for  employment. 

Buying  medical  equipment? 

See  changes  in  Texas  law 

Physicians  who  are  contemplating 
leasing  or  purchasing  major  medical 
equipment  should  be  aware  of  recent 
changes,  made  by  the  Texas  Health 
Facilities  Commission,  in  the  Texas 
certificate  of  need  law. 

By  federal  mandate,  the  state  law 
requires  anyone  who  is  interested  in 
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acquiring  major  medical  equipment 
that  will  not  be  owned  by  or  located  in 
a health  care  facility  to  file  a “Notice  of 
Intent  to  Acquire  Major  Medical  Equip- 
ment” at  least  60  days  before  acquir- 
ing such  medical  equipment.  The  law 
defines  major  medical  equipment  as  “a 
single  unit  of  medical  equipment  or  a 
single  system  of  components  with  re- 
lated functions  which  is  used  to  pro- 
vide medical  services,  and  which  costs 
more  than  $150,000.  Beginning  Oct  1, 
1981,  the  threshold  expenditure  is  in- 
creased to  $400,000.” 

Not  complying  with  the  notice  of  in- 
tent procedures  could  result  in  a full 
scale  certificate  of  need  review,  a 
costly  and  time-consuming  process. 
And,  anyone  who  goes  on  to  acquire 
major  equipment  without  the  appropri- 
ate authorization  from  the  Texas 
Health  Facilities  Commission,  would 
be  violating  the  Texas  Health  Planning 
and  Development  Act.  Penalties  in- 
clude (1)  court-issued  injunctions  pro- 
hibiting continued  violation;  (2)  civil 
penalties  of  up  to  $100  a day  for  each 
violation  and  for  each  day  of  violation; 
and  (3)  a prohibition  to  other  state 
agencies  from  funding,  licensing,  or 
assisting  anyone  who  has  been  deter- 
mined to  be  in  violation. 

For  further  information  and  to  secure 
forms  for  filing  a Notice  of  Intent  to 
Acquire  Major  Medical  Equipment, 
contact  the  Texas  Health  Facilities 
Commission,  PO  Box  15023,  Capitol 
Station,  Austin,  TX  78761; 
512-475-6940. 

CAPITAL  COMMENTS 

Interim  studies  to  impact 
on  health  care  in  Texas 

The  Texas  Legislature  does  not  limit  its 
work  to  the  constitutionally  mandated 
140-day  regular  session,  or  occasional 
special  session  called  by  the  governor, 
to  address  specific  issues.  Most  legis- 
lators maintain  an  office  and  staff  in 
Austin  or  their  districts  during  the  in- 


terim period  between  sessions.  The 
standing  committees  of  the  House  and 
Senate  also  maintain  staffs  in  Austin 
during  the  interim,  and  during  this 
time,  they  investigate  and  develop 
background  information  on  issues 
which  are  expected  to  come  before  the 
Legislature  during  the  next  session. 

The  67th  Legislature  passed  resolu- 
tions providing  for  33  interim  studies 
on  subjects  ranging  from  the  selection 
of  the  state  artist  and  poet  laureate  to 
a review  of  the  state’s  criminal  jus- 
tice system.  In  addition  to  these,  the 
House  speaker  directed  House  stand- 
ing committees  to  study  several  dif- 
ferent subjects.  Many  of  the  studies 
will  impact  on  public  health  and  the 
practice  of  medicine. 

In  the  Senate,  areas  of  study  include 
services  for  diabetics,  needs  of  autis- 
tic persons,  sexually  transmitted  dis- 
eases, federal  block  grants,  regulation 
of  health  professionals,  various  health 
care  needs  and  services,  medical  re- 
search programs,  and  the  operation 
and  management  of  medical  schools. 

The  Senate  Education  Committee 
will  study  the  state’s  medical  schools. 
Its  focus  will  be  on  compensation  of 
faculty  and  the  use  of  medical  service 
plan  funds  to  supplement  faculty  sal- 
aries. The  Governor’s  Office  also  has 
asked  a special  subcommittee  on 
health  professions  to  consider  medical 
school  financing,  among  other  issues. 

The  Senate  Human  Resources 
Committee,  chaired  by  Sen  Chet 
Brooks  of  Pasadena,  will  investigate 
autism,  health  care  needs  of  the  medi- 
cally indigent,  and  the  regulation  of 
health  professionals. 

In  the  House  of  Representatives, 
areas  of  study  include  health  service 
agencies  (HSA),  freedom  of  choice  in 
selecting  health  care  services,  alter- 
natives to  institutionalization  of  autis- 
tic and  mentally  retarded  persons, 
monitoring  the  Agent  Orange  reporting 
program,  alcohol  addiction  and  drug 
abuse  among  youth,  monitoring  the 
Low-Level  Waste  Authority  and  dis- 
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posal  of  low-level  waste,  medical  tui- 
tion policies,  the  effects  of  formalde- 
hyde, and  the  handling  of  claims  by 
insurance  companies. 

The  House  Health  Services  Com- 
mittee, chaired  by  Ron  Wilson  of 
Houston,  will  study  how  health  sys- 
tems agencies  operate  in  Texas  and 
will  examine  the  California  plan  for  de- 
regulating the  practice  of  medicine. 

The  HSA  study  is  a continuation  of  a 
study  begun  during  the  last  interim  and 
will  provide  the  Texas  Medical  Associ- 

Interim  committee  studies  of  the  Legislature 

Committee 


ation  and  other  parties  with  an  oppor- 
tunity to  present  a case  against  feder- 
ally controlled  health  planning.  The 
TMA  also  will  be  able  to  testify  on 
the  deregulation  of  the  practice  of 
medicine  and  alternative  health  care 
practices. 

One  interim  study  of  import  to  TMA  is 
being  conducted  outside  of  the  legisla- 
tive area.  Several  lay  groups  led  by 
Advocacy,  Inc,  are  pressuring  the  De- 
partment of  Mental  Health  and  Mental 
Retardation  (MHMR)  to  authorize  a cit- 


Subjects  to  be  Studied 


Joint  Committees 

Diabetes  Services  (SCR  35)  Study  services  for  persons  with  diabetes 

Autistic  Citizens  (SCR  100)  Study  the  needs  of  autistic  citizens  and  make  recommendations  concern- 
ing the  state  s role  in  providing  for  these  needs 

Ad  Hoc  Committee  on  Federal  Keep  track  of  the  trends  and  developments  in  block  grants  of  federal 
Block  Grants  funds  Other  committees  studying  block  grants  include  Senate  Human 

Resources,  Subcommittee  on  Public  Health  and  Welfare,  House  Appropri- 
ations; House  Health  Services;  and  House  Human  Services 


Senate  Committees 

Human  Resources 


Education  (SR  163) 


House  Committees 

Health  Services 


Higher  Education 


Insurance 


Human  Services 


Environmental  Affairs 


Subcommittee  on  Public  Health  and  Welfare  will  study  problems  of  sex- 
ually transmitted  diseases  and  recommend  changes  to  the  laws  affecting 
the  reporting  and  control  of  these  diseases  Full  committee  will  study 
health  care  needs  of  the  medically  indigent,  rubella,  autism,  licensure  of 
community-based  facilities  treating  autism  and  other  serious  behavioral 
disorders,  care  for  the  elderly  and  disabled,  and  intermediate  care  facili- 
ties for  the  mentally  retarded.  Subcommittee  on  Consumer  Affairs  will 
study  the  use,  regulation,  and  health  and  environmental  effects  of 
pesticides  and  the  regulation  of  allied  health  professionals 
Subcommittee  may  study  the  operation  and  management  of  Texas  medi- 
cal schools  and  compensation  of  teaching  positions,  specifically  medical 
service  plans. 

Examine  California's  statutes  relating  to  freedom  of  choice  in  selecting 
health  care  services  and  providers  and  determine  if  similar  changes 
should  be  made  in  Texas  statutes  Study  the  operations  of  health  systems 
agencies  in  Texas  Coordinate  efforts  with  the  Joint  Committee  on  Autistic 
Citizens  to  develop  possible  alternatives  to  institutionalization  of  mentally 
retarded  and  autistic  persons  Monitor  programs  for  veterans  suffering 
from  Agent  Orange.  Investigate  problems  of  alcohol  addiction  and  drug 
abuse  among  youth. 

Study  appropriations  activities  of  The  University  of  Texas  System  and 
components,  including  the  state  medical  schools  and  state  Rural  Medical 
Education  Board.  Examine  alternative  tuition  policies  and  recommenda- 
tions to  the  current  tuition  charged  by  public  institutions  of  higher  edu- 
cation. 

Study  the  handling  of  claims  by  insurance  companies  to  determine 
whether  the  public  is  being  treated  fairly  in  the  adjustment  and  payment  of 
claims. 

Examine  the  possibility  of  consolidating  the  administration  and  delivery  of 
human  service  programs.  Study  the  detrimental  effects  of  formaldehyde 
use  to  determine  what  actions  need  to  be  taken  to  protect  the  health  of 
the  general  public. 

Monitor  the  Texas  Low-Level  Waste  Authority;  research  the  eflects  of  air 
pollution  on  health;  study  disposal  methods  of  hazardous  wastes  and  low- 
level  wastes  which  may  affect  air  quality,  such  as  incineration  Study  the 
feasibility  of  implementing  laws  to  govern  the  placement  of  toxic  and 
chemical  waste  facilities. 


izens  committee  to  recommend  a new 
mental  health  code  for  the  state.  A 
similar  revision  was  attempted  during 
the  past  legislative  session  but  was 
not  successful.  House  Speaker  Bill 
Clayton  may  appoint  a special  commit- 
tee to  investigate  the  operations  of  that 
department. 

NEWSMAKERS 

BARBARA  BOWMAN,  PHD,  is  the  new 
head  of  the  anatomy  department  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio.  Dr  Bowman, 
president  of  the  American  Society  of 
Human  Genetics,  joins  the  health  sci- 
ence center  after  14  years  at  UT  Medi- 
cal Branch  in  Galveston  where  she 
chaired  the  department  of  human  bio- 
logical chemistry  and  genetics. 

DAVID  NEWCOMB  HERNDON,  MD, 
has  been  named  chief  of  burn  services 
and  associate  professor  of  surgery  at 
The  University  of  Texas  Medical  Branch 
and  chief  of  staff  of  the  Shriners  Burns 
Institute  in  Galveston.  Dr  Herndon  has 
served  as  acting  director  of  the  New 
York  Hospital  Burn  Center  and  director 
of  burn-related  research  at  Cornell  Uni- 
versity Medical  Center. 

R.  EDWARD  CARTER,  MD,  director  of 
rehabilitation  services  at  The  Institute 
for  Rehabilitation  and  Research  (TIRR) 
in  Houston,  has  been  elected  vice  pres- 
ident of  the  International  Medical  So- 
ciety of  Paraplegia.  Dr  Carter  is  an 
assistant  professor  in  the  departments 
of  medicine  and  physical  medicine  at 
Baylor  College  of  Medicine  and  an  as- 
sociate professor  in  the  department  of 
rehabilitation.  He  is  director  of  TIRR’s 
Regional  Model  Spinal  Cord  Injury 
System. 

LUIS  MUNOZ,  MD,  has  been  named  di- 
rector of  the  blood  bank  and  hematol- 
ogy section  and  instructor  in  clinical 
and  anatomical  pathology  at  The  Uni- 
versity of  Texas  Health  Center  at  Tyler. 
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Dr  Munoz  was  formerly  associated  with 
North  Carolina  Baptist  Hospital  and 
the  National  Health  Laboratories  in 
Winston-Salem,  NC. 

JIMMIE  RUSSELL  CLEMONS,  MD; 
ALBERT  KEENE  SMITH;  and 
RICHARD  MARVIN  BRUNER  have 
been  appointed  superintendents  for 
three  state  mental  hospitals  by  the 
Texas  Board  of  Mental  Health  and 
Mental  Retardation.  Dr  Clemons,  who 
succeeds  LUIS  M.  COWLEY,  MD,  as 
superintendent  of  the  Terrell  State 
Hospital,  has  previously  served  as  dep- 
uty commissioner  for  mental  health  ser- 
vices for  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation. 
Mr  Smith,  the  new  superintendent  of 
the  Big  Spring  State  Hospital,  pre- 
viously served  as  administrator  of  the 
Alton  Mental  Health  Center,  a facility  of 
the  Illinois  Department  of  Mental  Health 
and  Developmental  Disabilities.  The 
new  superintendent  of  the  Wichita  Falls 
State  Hospital,  Mr  Bruner  has  served 


as  assistant  superintendent  of  admin- 
istration at  the  hospital  since  1976. 

BUFORD  L.  NICHOLS,  JR,  MD,  has 
been  elected  secretary-treasurer  of  the 
American  Board  of  Nutrition. 

MONTAGUE  LANE,  MD,  and  ED- 
WARD B.  NELSON,  MD,  PHD,  both  of 
Houston,  have  been  selected  to  serve 
on  advisory  panels  which  provide  input 
into  the  publications  of  the  United 
States  Pharmacopeial  Convention,  Inc, 
Information  Division.  Dr  Lane,  pro- 
fessor and  head  of  the  division  of  phar- 
macology and  medicine  at  Baylor 
College  of  Medicine,  will  serve  on  the 
Advisory  Panel  on  Hematologic  and 
Neoplastic  Disease.  Dr  Nelson,  as- 
sistant professor  of  medicine,  hyper- 
tension, and  clinical  pharmacology/ 
toxicology  at  Baylor,  was  selected  to 
serve  on  the  Advisory  Panel  on  Anal- 
gesics, Sedatives,  and  Anti-inflamma- 
tory Agents. 


KENNETH  LUSKEY,  MD,  a fellow  in  in- 
ternal medicine  at  The  University  of 
Texas  Health  Science  Center  at  Dallas, 
has  been  named  a Hartford  Fellow  by 
the  John  A.  Hartford  Foundation  of 
New  York  City.  As  a Hartford  Fellow,  Dr 
Luskey  will  receive  salary  support  for 
three  years  to  continue  his  research 
training  in  intracellular  cholesterol 
metabolism. 

MICHAEL  E.  DEBAKEY,  MD,  chancel- 
lor of  Baylor  College  of  Medicine,  has 
been  appointed  to  the  Olga  Keith  Wiess 
Chair  of  Surgery  by  the  College  Board 
of  Trustees.  Dr  DeBakey  joined  the 
medical  school  in  1 948  to  head  its  sur- 
gery department  and  served  as  presi- 
dent of  Baylor  from  1 968  to  1 979,  when 
he  was  named  chancellor. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  9/30/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

Equity  Funds 

9/30/80 

Date  of  Investment 

9/30/78 

9/30/76 

Mercantile  R-10  Stock  Fund 

$ 9,424 

$16,217 

$17,913 

T.  Rowe  Price  Growth  Stock  Fund 

$ 9,213 

$11,546 

$12,482 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$ 9,507 

$ 9,315 

$10,383 

Rowe  Price  New  Income  Fund 

$10,015 

$11,131 

$12,592 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2V2  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  1 0/8/81 
Approximate  unit  prices  as  of  9/30/81 : 
Mercantile  Bank  HR-10  Stock  Fund 
Mercantile  Bank  HR- 10  Fixed  Income  Fund 


15.95%  (Through  10/9/81) 
8.00% 

14.468%  (Through  10/9/81) 

15.93% 

$19.49 

$14.04 
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Twin  Engineering  Devices, 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  SERVICE  CENTERS 


Suite  304 

Medical  Center  Building 
3801  Gaston  Avenue 
Dallas,  Texas  75246 
214/824-4110 


Suite  1406 

Medical  Towers 

Main  & Fannin  at  Dryden 

Houston,  Texas  77030 

713/797-0010 


Suite  609 

Oak  Hills  Medical  Building 
7711  Louis  Pasteur  Drive 
San  Antonio,  Texas  78229 
512/691-1031 
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New  from  Janssen  Pharmaceutical 
Introducing  a promising  new  approach 
to  coccidioidomycosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-spectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  C.  immitis,  the  average  MIC  is  less  than 
1 /xg/ml.  Absorption  of  ketoconazole  is  rapid;  mean  peak  plasma 
levels  of  approximately  3.5 /xg/ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


“...a  promising  new  drug  for 
treatment  of  coccidioidomycosis.”1 

Clinical  studies  employing  200  to  400  mg  NIZORAL  per  day  have 
shown  a combined  response  rate*  of  35%  after  26  (median)  weeks  of 
therapy;  (at  this  point,  however,  69%  of  patients  were  still  being 
treated).  Most  patients  were  severe  and  chronic  cases,  either  failures 
on  or  intolerant  to  amphotericin  B.2  (Recommended  minimum 
treatment  is  180  days.) 


“...can  be  safely  administered 
for  prolonged  periods..  ”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Cutaneous  lesion,  disseminated 
coccidioidomycosis,  before  therapy. 

Bottom:  Lesion  markedly  resolved  after  oral 
NIZORAL  therapy;  photographed  at  18  months 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


" Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 

For  further  information  on  NIZORAL  write:  Professional  Services, 

Janssen  Pharmaceutica  Inc.,  501  George  St.,  New  Brunswick,  N.J.  08903. 

See  the  facing  page  for  Complete  Prescribing  Information. 


El  JANSSEN 


<3 
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JPI-209 


NEW  orally  effective 


One  tablet  a day  provides 
broad-spectrum  antimycotic  efficacy 


DESCRIPTION 

NIZORAL'"  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
available  in  scored  white  tablets,  each  containing  200  mg  ketoconazole. 
Ketoconazole  is  c/s-1-acetyl-4-[4-[[2-(2,4-dichlorophenyl)-2-(1  H-  imidazol-1- 
ylmethyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
structural  formula: 


NIZORAL”  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids,  with  a 
molecular  weight  of  531.44 

CLINICAL  PHARMACOLOGY 

Mean  peak  plasma  levels  of  approximately  3.5  ug  / ml  are  reached  within  1 to  2 
hours,  following  oral  administration  of  a single  200  mg  dose  taken  with  a meal. 
Subsequent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
first  10  hours  and  8 hours  thereafter.  Following  absorption  from  the  gastroin- 
testinal tract,  NIZORAL”  is  converted  into  several  inactive  metabolites.  The 
major  identified  metabolic  pathways  are:  oxidation  and  degradation  of  the 
imidazole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
hydroxylation  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
is  unchanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
intestinal  tract  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
albumin  fraction  Only  a negligible  proportion  of  NIZORAL”  reaches  the 
cerebral  spinal  fluid  NIZORAL”  is  a weak  dibasic  agent  and  thus  requires 
acidity  for  dissolution  and  absorption 

NIZORAL™  is  active  against  clinical  infections  with  Candida  spp.,  Coccid- 
ioides  immitis.  Histoplasma  capsulatum,  Paracoccidioides  brasiliensis,  and 
Phialophora  spp.  Development  of  resistance  to  NIZORAL”  has  not  yet  been 
reported 

The  following  preclimcal  data  are  available,  however,  their  clinical  significance 
is  unknown.  NIZORAL”  is  active  in  vitro  against  dermatophytes,  dimorphic 
fungi,  eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other 
fungi  In  animal  models,  activity  has  been  demonstrated  against  Candida  spp. , 
dermatophytes  (Trichophyton  spp  , Microsporum  spp. , Epidermophyton  floc- 
cosum).  Blastomyces  dermatitidis,  Histoplasma  capsulatum,  Malassezia 
turtur,  Coccidioides  immitis,  and  Cryptococcus  neotormans. 

Mode  of  Action:  In  vitro  studies  suggest  that  NIZORAL”  impairs  the  synthesis 
of  ergosterol,  which  is  a vital  component  of  fungal  cell  membranes.  Tests  in 
animals  suggest  this  mechanism  is  not  important  in  mammalian  cells. 
INDICATIONS  AND  USAGE 

NIZORAL”  is  indicated  for  the  treatment  of  the  following  fungal  infections: 
candidiasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduria, 
coccidioidomycosis,  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
mycosis NIZORAL”  should  not  be  used  for  fungal  meningitis  because  it 
penetrates  poorly  into  the  cerebral-spinal  fluid 

For  the  initial  diagnosis,  the  infective  organism  should  be  identified;  however, 
therapy  may  be  initiated  prior  to  obtaining  laboratory  results. 

CONTRAINDICATIONS 

NIZORAL”  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
the  drug. 

WARNINGS 

In  female  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
80  mg /kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
to  fracture,  was  seen.  The  maximum  "no-effect"  dose  level  in  these  studies 
was  20  mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
mechanism  responsible  for  this  phenomenon  is  obscure.  Limited  studies  in 
dogs  failed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
PRECAUTIONS 

General:  In  tour  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
in  NIZORAL”  absorption  was  observed.  NIZORAL”  requires  acidity  for 
dissolution  If  concomitant  antacids,  anticholinergics,  and  Fb-blockers  are 
needed,  they  should  be  given  at  least  two  hours  after  NIZORAL”  administra- 
tion In  cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
each  tablet  in  4 ml  aqueous  solution  of  0.2  N HCI.  For  ingesting  the  resulting 
mixture,  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
teeth.  This  administration  should  be  followed  with  a cup  of  tap  water. 

Drug  Interactions:  There  is  no  evidence  for  clinically  significant  interaction 
with  oral  anticoagulant  or  oral  hypoglycemic  agents. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
lethal  mutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
NIZORAL”  as  high  as  80  mg/kg  produced  no  mutation  in  any  stage  of  germ 
cell  development  The  Ames'  Salmonella  microsomal  activator  assay  was  also 
negative. 


Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C NIZORAL”  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  ma/kg/day,  (10  times  the  maximum  recommended 
human  dose).  Flowever,  these  effects  may  be  related  to  maternal  toxicity, 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels. 
Nonteratogemc  effects:  NIZORAL”  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg /kg  during  the  first 
trimester  of  gestation. 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL” 
during  the  third  trimester  of  gestation.  This  occurred  when  NIZORAL”  was 
administered  at  doses  higher  than  10  mg/kg  (higher  than  1.25  times  the 
maximum  human  dose). 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL”  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug.  For  example,  the  oral  LDso  of 
NIZORAL™  given  by  gavage  to  the  female  rat  is  166  mg/kg,  whereas  in  the 
male  rat  the  oral  LD50  is  287  mg/kg. 

Nursing  Mothers:  Since  NIZORAL”  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL”  treatment  should  not  breast-feed  the  child. 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases. 

ADVERSE  REACTIONS 

NIZORAL™  is  usually  well  tolerated  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy. 
The  most  frequent  adverse  reactions  were  nausea  and/or  vomiting,  which 
occurred  in  approximately  3%  of  patients.  Abdominal  pain  was  reported  in 
approximately  1 2%  of  patients;  pruritus  in  approximately  1.5%  of  patients. 
The  following  have  been  reported  in  less  than  1 % of  patients:  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea.  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen. 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed. 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL”  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL” 
may  be  increased  to  400  mg  (two  tablets)  once  daily. 

Children: 

Children  weighing  20  kg  or  less 50  mg  ('A  tablet)  once  daily 

Children  weighing  20-40  kg: 1 00  mg  (Vt  tablet)  once  daily 

Children  weighing  over  40  kg: 200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided.  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms.  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy. Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months. 

HOW  SUPPLIED 

NIZORAL”  is  available  as  white,  scored  tablets  containing  200  mg  of 
ketoconazole  debossed  “JANSSEN"  They  are  supplied  in  bottles  of  60 
tablets. 

U S.  Patent  Pending  May  1981 

NDC  50458-220-06  (60  tablets) 


Manufactured  by:  For: 

Janssen  Pharmaceutica  n.v.  Janssen  Pharmaceutica  Inc. 

B-2340  Beerse,  Belgium  New  Brunswick,  New  Jersey  08903  USA 
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THIS  YEAR, 10,000  PEOPLE 
COULD  BEGIN  SERVING  A LIFE  SENTENCE  AS 
PARAPLEGICS  OR  QUADRIPLEGICS. 


THERE'S  A BETTER 

ALTERNATIVE. 

This  year,  an  estimated 
10,000*  people  will  escape 
with  their  lives  from 
automobile  and  sporting 
accidents  that  might  have 
killed  them  five  years  ago. 

But  they  cannot  escape 
the  fact  that,  as  paraplegics 
and  quadriplegics,  they  may 
never  walk  again. 

Until  relatively  recently, 
spinal  cord  injury  victims  who 
didn’t  succumb  to  their  injuries 
died  of  sepsis.  With  advances 
in  emergency  medical  care, 
however,  they  now  face 
escaping  death  only  to  spend 
the  rest  of  their  lives  in 
institutions.  And  their  debt  for 
maintenance  care  could  run 
over  one  million  dollars 
per  person.  ’ 

At  Warm  Springs 
Rehabilitation  Hospital,  we 
think  there’s  a better 
alternative. 

With  a comprehensive 
rehabilitation  program,  83%  of 
your  most  disabled  spinal  cord 
injured  patients — the 
quadriplegics — can  be  returned 
to  competitive  employment,  to 
homemaking,  or  to  school.  * 

In  fact,  most  of  them  who 
are  reasonably  alert  and  have 
some  movement,  even  if  it’s 
only  in  one  limb,  can  be 
returned  to  a useful,  self-reliant 
life  again. 

At  Warm  Springs,  we 
expect  patients  to  participate 
actively  in  their  therapy. 

During  the  week,  we  schedule 
as  many  as  two  physical  and 
v two  occupational  therapy 
\ sessions  a day.  Often,  we 
\ schedule  even  more. 

\ Because  of  the  severity 
\ and  variety  of  the 
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therapy  is 
provided  on 
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to 


one 
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patient/therapist  basis. 

If  you  would  like  more 
information  about  our 
rehabilitation  programs,  contact 
Warm  Springs  Rehabilitation 
Hospital.  At  Warm  Springs, 
we’d  rather  help  you  offer 


your  patients  the  freedom  of 
independence  than  sentence 
them  to  an  instimtion  for  the 
rest  of  their  lives. 

* Institute  of  Rehabilitation  Medicine,  1974. 
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P.O.  Box  58  • Gonzales,  Texas  78629  • (512)  672-6592 


Pediatric  Drops 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 
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The  medical  scene  in  Texas 


THE  LONG  PIPELINE  (FROM  PRE-MED  TO  PRACTICE) 

There  simply  is  no  easy  path  to  take  to  become  a doctor  of 
medicine.  The  commitment,  as  every  physician  knows,  is  all- 
encompassing  for  1 1 or  more  years  beyond  high  school. 

Recent  experiments  with  a shorter  three-year  medical 
school  program  have  generally  proved  impractical  and  now 
most  students  complete  four  years  of  medical  school  as  well 
as  four  full  years  of  undergraduate  college.  In  addition,  resi- 
dency, or  graduate  medical  training  of  three  to  five  years  or 
more,  is  now  considered  an  integral  part  of  a physician’s  edu- 
cation before  he  or  she  enters  the  independent  practice  of 
medicine. 

It  has  also  become  clear  that  the  complexities  of  the  art 
and  science  of  medicine  cannot  be  compressed  into  a 
shorter  period  of  time. 

Even  the  selection  process  for  admission  into  medical 
school  is  a complex  process  which  has  been  scrutinized  ex- 
tensively in  recent  years.  The  new  Medical  College  Admis- 
sions Test  (MCAT)  attempts  to  assess  skills  necessary  for 
success  in  medical  school  and  in  the  practice  of  medicine. 
Grade  point  averages  are  also  important  criteria  for  entrance 
into  school;  the  average  premedical  GPA  for  new  students 
admitted  to  medical  schools  nationally  in  1979-1980  was 
3.4.  Other  attributes,  such  as  maturity  and  empathy,  are  eval- 
uated by  admissions  committees  through  interviews  and 
other  processes. 

Although  curriculum  formats  vary  considerably  from  school 
to  school,  one  thing  is  certain:  the  track  is  fast,  demanding, 
and  tough.  In  many  medical  schools,  in  addition  to  instruction 
in  the  basic  sciences,  anatomy,  biochemistry,  physiology,  mi- 
crobiology, pharmacology,  and  pathology,  there  now  is  an 
early  emphasis  on  clinical  problems.  The  Journal  of  the 
American  Medical  Association  (JAMA)  reports  that  today's 
student  participates  in  an  average  of  seven  clinical  clerkships 
or  rotations,  usually  including  internal  medicine,  obstetrics- 
gynecology,  pediatrics,  psychiatry,  and  surgery.  In  the  more 
“traditional’’  approaches,  basic  sciences  are  taught  the  first 
two  years  and  clinical  medicine  is  predominant  during  the  last 
two  years.  "Nontraditional”  formats  may  offer  several  varia- 
tions of  that  pattern.  Normally,  however,  in  their  last  semes- 
ters in  school,  students  spend  greater  amounts  of  time  in 
clinical  settings,  learning  to  develop  an  understanding  of  the 
patient  as  a total  human  being. 

Curricula  in  Texas  schools  span  a range  of  specific  ap- 
proaches, but  they  uniformly  offer  an  intense  education  to  the 
potential  physician.  The  University  of  Texas  Southwestern 
Medical  School  in  Dallas  maintains  an  essentially  classical 
four-year  curriculum  based  on  departmental  as  well  as  inter- 
disciplinary training  (Fig  1 ).  The  school  describes  its  first  two 
years  as  “an  opportunity  to  develop  a strong  background  in 
the  basic  sciences,  as  well  as  an  introduction  to  clinical  medi- 


cine.’’ The  school  states  that  its  third  and  fourth  years  “offer 
intense  clinical  experiences  involving  the  student  in  direct 
patient  care.” 

The  state's  newest  medical  school,  Texas  A&M  College  of 
Medicine,  provides  four  years  of  instruction  designed  “princi- 
pally along  disciplinary  lines.”  The  first  two  years  are  taught 
on  campus  and  include  the  disciplines  of  anatomy,  biochem- 
istry, physiology,  psychiatry,  pathology,  pharmacology,  micro- 
biology, and  immunology,  the  humanities  in  medicine,  and 
introductions  to  the  clinical  disciplines.  Years  three  and  four 
primarily  comprise  clinical  rotations  in  Temple  utilizing  Scott 
and  White  Memorial  Hospital  and  the  Olin  E.  Teague  Vet- 
erans Administration  Medical  Center. 

Baylor  College  of  Medicine  in  Houston  views  its  curriculum 
as  different  from  traditional  formats.  It  offers  a new  four-year 
curriculum  starting  in  the  1 982- 1 983  academic  year.  Em- 
phasis is  on  orthodox  fundamentals  in  the  basic  and  clinical 
sciences  at  departmental  and  interdisciplinary  levels.  Stu- 
dents are  prepared  to  assume  residency  training  respon- 
sibilities on  graduation.  Flexibility  in  curriculum  allows 
individual  students  to  graduate  in  less  than  four  years.  Also, 
curricular  flexibility,  through  a year  of  electives,  offers  stu- 
dents elective  tracks  that  are  relevant  to  potential  career 
goals. 

The  state’s  oldest  school,  The  University  of  Texas  Medical 
Branch  at  Galveston,  offers  a curriculum  comprising  a “Basic 
Science  Core”  followed  by  “Introduction  to  Clinical  Medi- 
cine,” which  is  followed  by  a "Clinical  Science  Core.”  The 
fourth  year,  a track  year,  provides  students  with  an  oppor- 
tunity to  choose  a clinical  or  basic  science  track  or  a com- 
bination of  the  two  tracks.  The  University  Hospitals  at  UTMB 
provide  most  of  the  clinical  facilities  required  for  clinical  clerk- 
ships. At  the  very  beginning  of  the  first  year,  students  are 
introduced  to  clinical  methods  in  a longitudinal  course,  “Intro- 
duction to  Physical  Evaluation.” 

Texas  Tech  University  School  of  Medicine  also  essentially 
teaches  the  basic  sciences  during  the  first  two  years  and  the 
clinical  sciences  during  the  last  two  years.  The  school  notes 
that  “some  clinical  material  is  introduced  during  the  first  two 
years  and  the  opportunity  is  provided  for  further  pursuit  of 
basic  science  material  during  the  last  two  years.”  Further,  the 
school  says,  “A  great  deal  of  flexibility  exists  in  the  third  and 
fourth  year  curriculum  allowing  the  student  to  plan  his  re- 
quired and  elective  experiences  so  as  to  best  meet  his/her 
educational  objectives.” 

Clinical  medicine  is  introduced  early  into  the  curriculum  at 
The  University  of  Texas  Medical  School  at  Houston,  including 
rotations  through  family  practice,  medicine  and  surgery,  psy- 
chiatry, pediatrics,  and  obstetrics-gynecology. 

At  The  University  of  Texas  Medical  School  in  San  Antonio, 
the  first  year  is  devoted  to  basic  sciences,  but  also  includes 
introductions  to  the  behavioral  sciences  and  to  physical  diag- 
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noses.  The  second  year  includes  the  study  of  pathology,  pa- 
thophysiology, and  clinical  medicine  of  the  organ  systems, 
and  courses  in  pharmacology,  psychiatry,  surgery,  epidemiol- 
ogy, and  emergency  care.  Students  spend  their  third  year  in 
clinical  services  and  their  fourth  year  is  devoted  to  ambula- 
tory care  and  selected  assignments. 

The  breadth  of  curriculum  is  one  of  the  reasons  that  medi- 
cal education  requires  such  a long  pipeline.  As  knowledge 
and  public  issues  have  expanded  in  recent  years,  so  has  the 
content  of  the  medical  school  curriculum.  A JAMA  report  on 
medical  education  states  that  medical  schools  now  include  a 
wide  variety  of  courses  that  have  been  added  in  recent  years. 
These  include  alcoholism,  acupuncture,  community  preven- 
tive medicine,  economics  and  cost  containment,  drug  abuse, 
emergency  medicine,  environmental  health  hazards,  ethical 
problems  in  medicine,  human  sexuality,  human  values  as 
they  relate  to  medicine,  nutrition,  patient  education,  systems 
of  health  care  delivery,  geriatric  care,  and  more. 

Throughout  the  study  process,  as  all  physicians  know,  the 
student  is  examined  by  various  faculty  examinations,  ob- 
served closely  by  faculty  in  clinical  and  practice  exercises, 
and  examined  by  standardized  national  tests  such  as  the  Na- 
tional Board  Examinations.  At  the  end  of  four  years  in  medi- 
cal school,  the  student  presently  takes  the  Federation 
Licensing  Examination  (FLEX)  in  order  to  become  licensed 
by  the  State  of  Texas.  (Following  the  passage  of  Texas’  new 
Medical  Practice  Act  this  summer,  the  Texas  State  Board  of 


1 During  the  first  year  of  medical  school  at  The  University  of  Texas 
Southwestern  Medical  School,  students  begin  the  study  of  the  normal  human 
body  and  during  the  second  year  they  learn  to  develop  insight  into  disease 


Course 

Approximate 
Total  Hours 

First-Year  Curriculum 

Medical  Biochemistry 

132 

Biology  of  Cells  and  Tissues 

136 

Medical  Genetics 

30 

Immunology 

45 

Human  Anatomy  and  Embryology 

195 

Psychiatry 

39 

Medical  Physiology 

285 

Neurobioiogy 

96 

Endocrinology  and  Human  Reproduction 

90 

Clinical  Correlation 

23 

Emergency  Medical  Care 

12 

Second-Year  Curriculum 

Introduction  to  Disease  (including  Public 

368 

Health  and  Community  Medicine) 

Medical  Microbiology 

144 

Anatomic  and  Clinical  Pathology 

395 

Pharmacology 

143 

Psychiatry 

110 

(Three  months  unscheduled.) 

These  course  outlines  were  taken  from  The  University  of  Texas  Southwestern 
Medical  School,  Dallas. 


Medical  Examiners  has  proposed  a new  timetable  for  the 
FLEX  exam.) 

After  attaining  the  doctor  of  medicine  degree,  most  gradu- 
ates today  undertake  at  least  three  years  of  residency  train- 
ing to  become  proficient  in  the  practice  of  medicine.  The 
rapid  growth  of  medical  knowledge  and  technologic  break- 
throughs have  resulted  in  even  longer  periods  of  graduate 
education  for  some  very  specialized  fields. 

The  entire  process  of  educating  a physician — the  long 
pipeline  from  premedical  education  to  completion  of  gradu- 
ate training — is  a process  that  leads  to  greater  and  greater 
refinement  of  knowledge,  judgment,  and  understanding  of 
the  complexities  of  the  human  being.  The  study  of  the  rela- 
tionships between  pharmacology,  physiology,  pathology,  and 
all  of  the  other  basic  and  clinical  sciences  help  develop  the 
integrated  knowledge  and  insight  that  permits  a physician  to 
carry  out  the  practice  of  medicine — in  other  words,  to  diag- 
nose, treat,  and  prescribe,  the  classical  terms  that  define  the 
practice  of  medicine.  While  the  educational  pipeline  is  long, 
the  importance  can  only  be  measured  by  the  individual  pa- 
tient. Everyone  wants  the  best  of  care — from  the  vantage  of 
both  art  and  science — for  themselves  and  their  own  families. 
The  repetitive  training,  experience,  and  knowledge  that  a 
medical  student  gathers  as  he  or  she  travels  through  the  long 
educational  road  becomes  vitally  important  to  the  ultimate 
goal— quality  medical  care  for  the  people  of  Texas. 


processes  and  therapeutic  intervention.  During  the  third  and  fourth  years, 
intense  clinical  experiences  involve  the  student  in  direct  patient  care. 
Curriculum  in  Texas  schools  varies,  but  here  is  one  example 


Course 

Approximate 
Total  Weeks 

Third-Year  Curriculum 

Surgery 

8 

Pediatrics 

8 

Obstetrics  and  Gynecology 

8 

Internal  Medicine 

16 

Psychiatry 

4 

(One  month  unscheduled.) 

Fourth-Year  Curriculum 

Neurology 

4 

Internal  Medicine  Selective 

4 

Surgery  Selective 

4 

OB/Gyn  Selective 

4 

Four  Other  Electives 

16 

These  course  outlines  were  taken  from  The  University  of  Texas  Southwestern 
Medical  School,  Dallas. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


i sH 


BE 


U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 


»fs  presenting  symptoms:  palpitations,  chest  pain, 
‘chronic  exhaustion  and  occasional  difficulties  in  breathing. 
| Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

| For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 

TJHF  PATIFKIT  KIFFHS  IT 


information  on  the  following  page. 


VALIUM  (diazepam/Rocbe) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence- 

L/sage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i  d.;  alcoholism,  10  mg  t i d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i  d or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d. 
or  q.i.d  ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children  1 to  2,/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 mo.nths). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 
^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


DALLAS 

REMBUMTION 

INSlIfUTE 


An  Orthopedic  Rehabilitation  Hospital 
Providing  Specialized 
Disease  Category  Services 
to  the  Disabled  Patient 


• Metroplex  Regional  Spinal  Cord 
Injury  Program 

• Stroke/Head  Injury  Service 

• Arthritis  Program 

• The  Foot  Clinic 

• Amputee  and  Problem  Fracture  Service 

• Hand  Rehabilitation  Service 

• Spinal  Pain  Program 


Referrals:  214-637T)740 

7850  Brookhollow  Road 
Dallas,  Texas  75235 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 
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TEXAS  MEDICIN 


Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel- 
lence within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702 


PROFESSIONAL 
H LIABILITY 
m INSURANCE. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 


39 


Volume  77  November  1981 


i ■ 


■ Vv 

■ i'MV: 


e 


i 


It  took  time  to  achieve  it 
It  takes  dedication  to  keep  it 

Purepac  became  the  largest  generic  drug  manufacturing  facility  in  the  United 
States  by  providing  high  quality  generic  pharmaceuticals  at  the  lowest  possible 
cost.  We  know  that  to  be~on  top  tomorrow,  we’ve  got  to  stay  a few  steps  ahead  today. 

Here  are  some  of  the  steps  we’ve  already  taken: 


► Full-time  Medical  Vice  President  wi 
Supporting  PhD  Staff 

► AND  A/Patent  Review  Departments 
\ State  Formulary  Manager 

► Regulatory  Affairs  Department 


It  took  Purepac  50  years  to  achieve  this  leadership  position.  And  we’re  determined 
to  provide  you  with  even  more  quality  products  and  dedicated  services  in  the  next 
50  years. 


© 


PHARMACEUTICAL  CO. 


Division  of  Kalipharma,  Inc.,  Elizabeth,  N.J.  07207 


Celebrating  over  50  years  of  industry  leadership. 
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TEXAS  MEDICINE 


For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTI  ARTHRITIC 

PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first. 

TWO  WAYS  YOUP 
WILL  SAVE  MONEY  WTTI 

Introducing 

RUFEN’  (ibuprofen) 


$130  REBATE 
DIRECTTC)  YOUR 
PATIENTS  ON  EVERY 
PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 

One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  oottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 


savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


AND  RUFEN  IS 
PRICED  LOWER 
TO  BEGIN  WITH. 

Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFE! 
IS  THE  ORIGINAL. 

And  if  you  wish,  RUFEf 
may  be  substituted  for 
Motrin®,  because  it  is  bio 
equivalent.* 

Original  research  byTF 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world, 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn1 


vRTHRITIC  PATIENTS 
MJ  PROFEN  THERAPY 


You  first  came  to  know 
as  Motrin  (ibuprofen), 
lanufactured  by  Upjohn. 
Now,  as  we  have  estab- 
shed  facilities  in  America, 
ve  hope  you'll  come  to 
now  Boots  brand  name 
Dr  ibuprofen  as  RUFEN. 

MOEQUIVALENCY? 
OF  COURSE.* 

hat's  why  you  may  substi- 
ute  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE. 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


WHEN  YOU'RE  WRITING  YOUR  NEXT  RUFEN® 

PRESCRIPTION  FOR  I BU PROFEN,  (For  full  prescribing  information,  see 

PLEASE  REMEMBER: 


package  brochur 


(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  ai 

symptoms  of  rheumatoid  arthritis  and  osteoarthrii 
during  acute  flares  and  in  the  long-term  manageme 
of  these  diseases.  Safety  and  effectiveness  have  n 
been  established  for  Functional  Class  IV  rheumata 
arthritis. 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 


BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 


Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angi 
edema  and  bronchos pastic  reactivity  to  aspirin  or  othi 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS 
WARNINGS:  Anaphylactoid  reactions  have  occunt 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINC 
CATIONS).  Peptic  ulceration  and  gastrointestin 
bleeding,  sometimes  severe,  have  been  reports 
Peptic  ulceration  and  gastrointestinal  bleeding,  som. 
times  severe,  have  been  reported.  Peptic  ulceratio 
perforation,  or  gastrointestinal  bleeding  can  end  fatall 
however,  an  association  has  not  been  establishes 
Rufen  should  be  given  under  close  supervision  to  patien 
with  a history  of  upper  gastrointestinal  tract  diseasi 
and  only  after  consulting  the  ADVERSE  REACTION! 

In  patients  with  active  peptic  ulcer  and  active  rheumi 
toid  arthritis,  nonulcerogenic  drugs,  such  as  goli 
should  be  attempted.  If  Rufen  must  be  given,  the  patiei 
should  be  under  close  supervision  for  signs  of  ulc< 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visioi 
scotomata,  and/or  changes  in  color  vision  have  been  r< 
ported.  If  developed,  discontinue  Rufen  and  administ; 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  wit 
Rufen;  caution  should  be  used  in  patients  with  a histor 
of  cardiac  decompensation. 


RUFEN  IS  NOT  A GENERIC...  BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


Rufen  can  inhibit  platelet  aggregation  and  prolon 
bleeding  time.  Use  with  caution  in  patients  with  intrinsi 
coagulation  defects  and  those  taking  anticoagulant; 

Patients  should  report  signs  or  symptoms  of  gastroir 
testinal  ulceration  or  bleeding,  blurred  vision  or  othe 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insul 
ficiency,  patients  on  prolonged  corticosteroid  therapj 
this  therapy  should  be  tapered  slowly  when  adding  Rufer 
DRUG  INTERACTION:  Coumarin-type  anticoagulants 
The  physician  should  be  cautious  when  administerin( 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blooi 
levels. 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.A.W.,"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 
your  state. 


John  D.  Bryer,  President  ^ 
Boots  Pharmaceuticals,  Inc. 


PREGNANCY  AND  NURSING  MOTHERS:  Rule: 

should  not  be  taken  during  pregnancy  nor  by  nursinc 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reactior 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress 
nausea  and  vomiting,  indigestion,  constipation,  abdomr 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  anc 
flatulence).  Central  Nervous  System:  dizziness*,  head 
ache,  nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  tinnitus 
Metabolic:decreased  appetite,  edema,  fluid  retention. 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 In  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed 
ing  and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia.  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme Special  Senses:  amblyopia  (see  PRECAUTIONS). 
Hematologic:  leukopenia,  decreased  hemoglobin 
and  hematocrit.  Cardiovascular  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function.  Central  Nervous  System:  paresthesias,  hal- 
lucinations, dream  abnormalities.  Dermatologic:  alo- 
pecia, Stevens- Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia, hypoglycemia.  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT,  LOUISIANA  71106 


Pioneers  in  medicine  for  the  family 


OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ah 
thritis  and  osteoarthritis,  including  flareups  of  chronic 
disease;  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 


♦Data  on  file. 
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Boots  Pharmaceuticals,  Inc. 
Shreveport.  Louisiana  71106 


RF-009 


Stephen  Elliott,  MT  Earl  G.  Long,  PhD  Allan  L.  Truant, 
PhD  Jerome  H.  Smith,  MD 

Stephen  Elliott,  MT,  ASCP;  Earl  G.  Long,  PhD,  Rockefeller  Fellow;  Allan  L 
Truant,  PhD,  Assistant  Professor,  Jerome  H,  Smith,  MD,  Professor, 

Department  of  Pathology,  The  University  of  Texas  Medical  Branch,  Galveston, 
TX  77550 


Parasitic  infections 
encountered  on  the 
Texas  Gulf  Coast 

While  parasitoses  are  often  considered  uncommon  mal- 
adies in  temperate  climates,  the  subtropical  nature  of  the 
Texas  Gulf  Coast  affords  an  environment  in  which  para- 
sitic diseases  persist.  This  brief  report  recounts  the  ex- 
perience of  one  health  center  during  a single  year  and 
emphasizes  the  importance  of  maintaining  a high  index 
of  suspicion  for  parasitic  diseases,  especially  when 
treating  Indo-Chinese  refugees  and  Mexican  immigrants 
at  or  near  the  Gulf  Coast. 


During  the  1 2-month  period  from  September  1 979  to  August 
1980,  there  were  1 ,626  stool  and  blood  specimens  examined 
microscopically  for  parasitic  infections  in  the  parasitology 
section  of  the  clinical  microbiology  division  of  The  University 
of  Texas  Medical  Branch  (UTMB)  Hospitals  in  Galveston. 

Each  stool  specimen  was  examined  first  by  a direct  smear 
in  saline  and  stained  with  D’Antoni’s  iodine,1  then  by  a smear 
from  a concentrate  prepared  by  the  zinc-sulfate  flotation 
method.2  A trichrome-stained  slide  was  also  prepared  for 
each  specimen.2  Thick  and  thin  blood  smears  stained  with 
Giemsa  were  examined  for  hemoparasites.3  Counterim- 
munoelectrophoresis  (CIE)  was  used  for  diagnosis  of  two  in- 
fections of  Entamoeba  histolytica .4  In  recent  months,  stools 
have  also  been  processed  by  the  formol-ether  and  ethyl- 
acetate  concentration  methods5  as  part  of  a comparative 
study. 

During  the  same  period,  there  were  10,202  specimens 
submitted  to  the  division  of  surgical  pathology  at  UTMB.  A 
review  of  the  original  diagnoses  yielded  three  additional 
cases;  tissue  specimens  from  several  cases  detected  in  the 
parasitology  section  had  also  been  submitted  to  the  surgical 
pathology  division. 

Results 

Fig  1 lists  the  intestinal  parasites  encountered  during  the  as- 
say period.  Of  1 ,626  stools  examined,  1 76  (1 0.8%)  had  evi- 
dence of  intestinal  parasitism.  A wide  variety  of  protozoan 
and  helminthic  parasites  were  encountered. 


The  parasite  most  frequently  discovered  was  Giardia 
lamblia  which  was  found  in  4.0%  of  all  parasitological  exam- 
inations and  accounted  for  36.9%  of  all  positive  stools.  In 
second  place  was  Entamoeba  coli,  discovered  in  1 .9%  of  all 
stools  examined  and  in  1 7.6%  of  the  positive  stools.  The 
least  common  enteric  parasite  was  Dientamoeba  fragilis. 

The  only  truly  exotic  intestinal  parasite  in  this  survey  was 
Opisthorchis  viverrini,  a liver  fluke  which  is  endemic  in 
Southeast  Asia;  its  eggs  were  recovered  from  the  stool  of  a 
recent  immigrant  from  Thailand. 

Malaria  was  the  only  hematoparasitosis  found;  in  all  but 
one  instance,  the  disorder  was  first  detected  on  routine  dif- 
ferential count.  Seven  cases  of  malaria  were  thus  encoun- 
tered in  101 ,819  differential  white  cell  counts  (0.007%);  each 
patient  had  Plasmodium  vivax,  one  had  mixed  P vivax  and  P 
malariae,  and  all  were  Indo-Chinese  or  Latin-American  immi- 
grants. One  case  of  mixed  Plasmodium  falciparum  and  Plas- 
modium malariae  presented  as  a tropical  splenomegaly 
syndrome  (African  big  spleen  disease)  in  a Nigerian  student; 
P malariae  was  identified  in  the  bone  marrow  aspirate  smear, 
and  significant  serologic  titers  for  both  P malariae  and  P 
falciparum  were  subsequently  documented. 

Examination  of  three  (0.029%)  of  1 0,202  surgical  speci- 
mens showed  parasitic  diseases:  Demodex  folliculitis  (skin), 
giardiasis  (duodenal  biopsy),  and  enterobiasis  (vermiform 
appendix). 

Since  Indo-Chinese  refugees  appeared  to  be  the  most  fre- 
quently parasitized  patients,  a subset  of  18  Indo-Chinese  pa- 
tients was  analyzed  retrospectively,  as  shown  in  Fig  2.  This 
group  had  significantly  more  parasitic  infestation;  61 .1%  had 
one  or  more  parasite  species.  Two  patients  had  three  differ- 
ent species  of  parasites,  and  one  patient  had  six. 

Discussion 

A wide  variety  of  parasitoses  occur  infrequently  along  the 
Texas  Gulf  Coast.  Intestinal  protozoan  (except  Giardia  and 
Entamoeba  coli)  and  helminthic  infestations  are  rarely  seen 
in  this  region,  but  the  occurrence  of  parasitoses  is  much 
more  common  in  certain  groups  of  recent  immigrants,  from 
Mexico  and  especially  Southeast  Asia.  These  observations 
are  not  unique  to  the  Gulf  Coast,67  and  both  Texas  clinicians 
and  laboratories  should  suspect  parasitic  diseases  when 
examining  or  evaluating  lab  results  for  patients  of  these 
backgrounds. 

This  report  does  not  purport  to  be  a comprehensive  survey 
of  parasitoses  and  other  exotic  tropical  diseases  encoun- 
tered in  Texas.  Indeed,  cases  of  cutaneous  and  colonic 
amoebiasis,  pulmonary  granulomata  due  to  dog  heartworm 
( Dirofilaria ),  cystocercosis,  leprosy,  and  Sarcocystis  myositis 
have  been  encountered  on  the  surgical  pathology  service 
during  the  past  four  years.  Moreover,  nearly  as  many  cases 
of  E histolytica  have  been  seen  in  the  six  months  following 
this  compilation  as  reported  in  it.  Yet,  this  report  should  suf- 
fice to  pique  our  colleagues’  interest  in  this  eminently  treat- 
able group  of  diseases. 
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Parasitic  infections 


1.  Intestinal  parasites  identified  between  September  1979  and  August  1980 


Group 

Parasite 

No. 

% of 

All  Stools 

% of 

Positive  Stools 

Intestinal 

Chilomastix  mesnili 

9 

0.6 

5.1 

protozoa 

Dientamoeba  fragilis 

1 

0.1 

0.6 

Endolimax  nan  a 

8 

0.5 

4.5 

Entamoeba  coli 

31 

1.9 

17.6 

E hartmanni 

2 

0.1 

1.1 

E histolytica 

7 

0.4 

4.0 

E polecki 

2 

0.1 

1.1 

Giardia  lamblia 

65 

4.0 

36.9 

Trichomonas  hominis 

3 

0.2 

1.7 

Intestinal 

Ascaria  lumbricoides 

9 

0.6 

5.1 

helminths 

Enterobius  vermicularis 

4 

0.2 

2.2 

Hookworm 

6 

0.4 

3.4 

Hymenolepsis  nana 

9 

0.6 

5.1 

Opisthorchis  sinensis 

2 

0.1 

1.1 

Strongyloides 

10 

0.6 

5.6 

Taenia  saginata 

3 

0.2 

1.7 

Trichuris  trichiura 

5 

0.3 

2.8 

Total 

176 

2 Parasites  found  in  Indo-Chinese  immigrants. 


Parasite 

No.  of  Persons  Infected 

% Infected 

Ascaris 

3 

17.0 

Chilomastix 

1 

6.0 

Opisthorchis 

1 

6.0 

Entamoeba  coli 

2 

11.0 

Giardia 

2 

11.0 

Hookworm 

3 

17.0 

Strongyloides 

2 

11.0 

Trichuris 

2 

11.0 

Plasmodium  vivax 

5 

28.0 

P malariae 

1 

6.0 

REFERENCES 

1 . Spencer  FM,  Monroe  LS:  The  color  atlas  of  intestinal  parasites.  Spring- 
field,  III,  Charles  C.  Thomas,  1 974,  pp  79- 1 08. 

2.  Melvin  DM,  Brooke  MM:  Laboratory  procedures  for  the  diagnosis  of  intes- 
tinal parasites  Atlanta,  US  Dept  of  Health,  Education  and  Welfare,  Public 
Health  Service,  Center  for  Disease  Control,  1979,  pp  79-108. 

3 Laboratory  diagnosis  of  blood  parasites  Atlanta,  US  Dept  of  Health,  Edu- 
cation and  Welfare,  Public  Health  Service,  Center  for  Disease  Control,  1977. 

4.  Sheehan  DJ,  Bottone  EJ,  Pavletich  K,  et  al:  Entamoeba  histolytica : 
efficacy  of  microscopic,  cultural,  and  serological  techniques  for  laboratory  di- 
agnosis. J Clin  Micro  1 0 : 1 28- 1 33,  1 979. 

5 Young  KH,  Bullock  SL,  Melvin  DM,  et  al:  Ethyl  acetate  as  a substitute  for 
diethyl  ether  in  the  formalin-ether  sedimentation  technique.  J Clin  Micro 
10:852-853,  1979. 

6.  Current  trends:  health  states  of  Indo-Chinese  refugees.  CDC,  Morbidity 
and  Mortality  Weekly  Reports  28 : 385-398,  1 979. 

7.  Jones  JM,  Thompson  JH,  Brewer  NS:  Infectious  diseases  of  Indo- 
Chinese  refugees.  Mayo  Clin  Proc  55:482-488,  1980. 


DMSO  / 
DM  SO/ 
DMSO  / 
DMSO  / 
DM  SO/ 
DMSO/ 
DMSO  / 
DM  SO/ 
DM  SO/ 
DMSO/ 
DMSO  / 


RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 
RIMSO  / 


DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 

DMSO 


RIMS0-50 

dimethyl  sulfoxide 

50%  w/w  aqueous  solution 

STERILE  AND  PYROGEN-FREE 

50  ml 

NDC  #0433-0433-05 

TOLL  FREE  ORDER  NUMBER  (800)  453-8432 

« mm  RESEARCH  INDUSTRIES 
™ *i  CORPORATION 

Pharmaceutical  Division 
1847  West  2300  South 
Salt  Lake  City,  Utah  84119 


MEDICAL  MALPRACTICE  LITIGATION 
THOMAS  R.  BEECH,  ATTORNEY 

Experienced  attorney  available  for  all  aspects  of 
medical  malpractice  defense.  Available  for  represen- 
tation,  consultation  and  opinions.  Representation  in 
other  legal  matters  including:  Hospital  medical  staff 
privileges  and  proceedings  before  the  Texas  State 
Board  of  Medical  Examiners. 

THOMAS  R.  BEECH  Admitted  Indiana  Bar- 
1966 

Admitted  Texas  Bar-1 968 
CHAIRMAN:  Houston  Bar  Association 

Committee  on  Inter- 
professional Re/ations- 
Physicians,  1979-1982 

MEMBER:  Health  Law  Section  —Texas 

Bar  Association 

AUTHOR:  “Professional  Liability  and 

Financial  Planning,”  76 
Texas  Medicine,  December, 
1980,  p.  54 

STATEWIDE  REPRESENTATION 

Law  Offices  of 
THOMAS  R.  BEECH 
Suite  1500 

3000  South  Post  Oak  Road 
Houston,  Texas  77056 
(713)626-2397 


46 


TEXAS  MEDICINE 


Buerk  Williams,  MD  Jean  Connelly,  RN 

Buerk  Williams,  MD,  Chairman,  Radiology  Department,  Jean  Connelly,  RN 
Director,  Nursing  Services,  Malone-Hogan  Hospital,  Inc,  Big  Spring.  TX 
79720 


Fasting  radiological 
examinations:  factors 
affecting  excellence 
and  economy 

We  undertook  a three-year  study  to  evaluate  and  correct 
the  causes  of  the  high  rate  of  repeat  bowel  preps  that 
were  necessary  at  our  hospital.  In  this  report,  we  de- 
scribe the  methodology,  documentation,  and  analysis  of 
the  bowel  prep  and  identify  the  interrelating  factors  re- 
sponsible for  unacceptable  preps  (Fig  1 ).  The  measures 
employed  to  avoid  repeat  preps  are  discussed.  We  have 
documented  a 54%  decrease  in  the  number  of  repeated 
bowel  preps  for  a two-year  period  and  estimate  the  sav- 
ings to  patients  to  be  $15,000  per  year. 


Proper  patient  preparation  for  radiologic  examinations  is 
essential.  In  recent  years,  the  literature  has  increasingly 
emphasized  the  importance  of  the  bowel  preparation  for 
accurate  barium  enema  examinations,1-10  resulting  in  im- 
proved bowel  prep  standards.  As  these  improved  standards 
were  employed  at  Malone-Hogan  Hospital,  Inc  (MHH),  the 
number  of  cancelled  or  repeated  fasting  exams  increased. 

In  1978,  the  cancellation  rate  at  MHH  became  such  a prob- 
lem that  a 1 2-month  analysis  of  1 977  was  conducted:  this 
study  showed  that  1 38  fasting  exams  were  cancelled  be- 
cause of  inadequate  bowel  preparation.  The  categorization 
of  cancelled/repeated  exams  is  shown  in  Fig  2.  The  percent- 
age of  repeated  exams,  4.9%  (1 38/2,837),  may  seem  unim- 
portant in  relationship  to  the  total  number  of  fasting  exams 
performed,  but  it  was  serious  in  relationship  to  patient  and 
referring  physician  inconvenience  and  monetary  loss  to  the 
patient.  The  loss  was  calculated  to  be  $28,428,  using  $1 50 
per  day  as  the  average  basic  per  diem  hospital  cost  and  $56 
as  the  average  fasting  radiologic  exam  cost. 

This  undesirable  outcome  motivated  the  radiology  depart- 
ment and  nursing  service  at  MHH  to  undertake  a 24-month 
cooperative  study  (1 978  and  1 979)  to  identify  and  resolve  the 


A summary  of  this  study  has  been  published  in  Interchange  (a  publication  of 
The  Center  for  Health  Studies,  Hospital  Corporation  of  America).  9(3) : 1 6, 
1980. 


interrelating  factors  responsible  for  the  cancelled  and  re- 
peated examinations. 

Methodology 

The  bowel  prep  protocol  was  critically  analyzed.  Although 
many  different  regimens  had  been  attempted  in  the  past,  the 
approach  deemed  best  included  the  combination  of  diet,  lax- 
ative, and  cleansing  enemas.  Diet  was  limited  to  clear  liquids, 
starting  at  noon  the  day  before  the  exam.  The  laxative  was 
first  administered  in  the  early  afternoon  on  the  day  before  the 
exam.  The  cleansing  enemas  were  2,000  cc  of  tap  water 
given  on  the  evening  before  the  exam  and  the  morning  of  the 
exam.  In  order  to  document  all  of  the  components  pertinent 
to  the  prep  outcome,  a "Patient  Preparation  Report"  was  de- 
veloped. It  included:  (1 ) patient  information;  (2)  exam  or 
exams  ordered;  (3)  diet;  (4)  NPO  status  (if  required);  (5)  any 
contrast  agents  (name,  dose,  time  started);  (6)  laxative 
(name,  dose,  time  started);  (7)  cleansing  enemas  (amount, 
time,  result);  (8)  nursing  service  remarks;  (9)  radiologists' 
analysis  of  prep  results  and  remarks.  The  report  was  com- 
pleted by  nursing  service  personnel  each  morning  and  was 
submitted  to  the  radiologists  for  their  prep  analysis  that  same 
morning.  The  grading  of  the  prep  results,  which  was  derived 
from  a preliminary  scout  film  of  the  abdomen,  was  based  on 
an  arbitrarily  designed  scale,  from  I through  V,  shown  in  Fig 

1 Interrelated  factors  affecting  bowel  prep  outcome 


Late  Orders 
or 
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3.  If  the  scout  films  were  graded  III,  IV  or  V,  the  preparations 
were  considered  acceptable  and  examinations  were  com- 
pleted. Grades  I or  II  were  considered  unacceptable  and 
exams  were  rescheduled  the  next  day  with  additional  prep 
ordered  for  the  interim.  Results  of  grading  are  shown  in  Figs 
4 and  5. 

Discussion 

This  study  succeeded  in  demonstrating  the  interrelating  fac- 
tors associated  with  inadequate  bowel  preps.  The  two  cate- 
gories of  inadequate  preps  were  those  considered  clinically 
uncontrollable  and  those  considered  controllable. 

Inadequate  bowel  preps  caused  by  patient  conditions  were 
included  in  the  group  of  uncontrollable  factors.  Eighty-nine 
(3%)  of  2,864  patients  had  inadequate  bowel  preps  because 


2.  Categorization  of  cancelled  or  repeated  bowel  preps. 


Barium  enemas 

63/621 

= 10.0% 

Oral  cholecystograms 

46/781 

= 6.0% 

Gastrointestinal  exams 

20/975 

= 2.0% 

Intravenous  pyelograms 

9/460 

= 2.0% 

Small  bowel  exams 

1/129 

= 0.8% 

IV  cholangiograms 

1/33 

= 3.0% 

3.  Scale  for  evaluation  of  prep 

Grade  V:  No  discernible  formed/solid  matter. 

Grade  IV:  Very  slight  amount  of  clearly  recognizable  formed/solid  matter. 
Grade  III:  Little  formed/solid  matter  to  the  degree  that  it  is  beginning  to  inter- 
fere with  the  accuracy  of  interpretation. 

Grade  II:  Formed/solid  matter  that  renders  the  exam  invalid. 

Grade  I:  Extensive  interfering  formed/solid  matter  (as  if  no  prep  were 
administered). 


4 An  itemization  of  the  exam  grading 

Acceptable  Patient  Preps  Unacceptable  Patient  Preps 

Grade  V - 89/2864  = 3%  Grade  II  - 265/2864  = 9% 

Grade  IV  - 958/2864  = 34%  Grade  I - 97/2864  = 3% 

Grade  III  - 1455/2864  = 51%  

362/2864  = 12% 

2502/2864  = 88% 


5.  Classification  of  preps  as  "acceptable"  or  "unacceptable." 

I.  Uncontrollable  Factors 


Patient  physiology/disease 

89/2864  = 

3.0% 

Uncooperative  patient 

174/2864  = 

6.0% 

Controllable  Factors 

Prep  deficiency 

20/2864  = 

0.7% 

Late  orders/admissions 

167/2864  = 

6.0% 

Reversed  studies 

187/2864  = 

6.5% 

of  their  physical  disorder.  These  conditions  were  classified  as 
anatomical  causes  (6  89,  or  7%),  physiological  causes 
(25/89,  or  28%),  mechanically  obstructive  lesions  (35/89,  or 
39%),  and  miscellaneous  causes  (23/89,  or  26%).  It  was  con- 
sidered impossible  to  improve  the  prep  on  these  patients. 

Six  percent  (1 74/2,864)  of  patients  had  inadequate  bowel 
preps  because  of  patients'  refusal  to  follow  part  or  all  of  the 
diet,  laxative,  or  cleansing  enema  protocol.  These  patients 
present  a difficult  problem  to  nursing  personnel,  but  patient 
education  is  an  ongoing  project  in  nursing  service  and  is  re- 
sulting in  a marginal  improvement. 

Incorrect  procedures  caused  inadequate  bowel  preps  in 
0.7%  (20/2,864)  of  patients  and  were  subsumed  under  “con- 
trollable factors."  This  subset  of  factors  included  insufficiently 
trained  personnel  and  inadequate  instruction  to  patients.  The 
personnel  inadequacies  are  being  resolved  gradually  by  re- 
cruitment and  inservice  training  efforts.  Furthermore,  new 
nursing  personnel  receive  instructions  in  performing  cleans- 
ing enemas.  The  ultimate  solution  may  be  to  perform  the 
prep  enemas  in  the  radiology  department,  as  some  authors 
advocate.7  This  innovative  approach  is  intriguing,  but  internal 
circumstances  at  MHH  have  prevented  the  trial  or  adoption  of 
such  a program.  The  patient  instruction  component  of  this 
problem  is  being  minimized  through  improved  communica- 
tions between  the  hospital  and  physician  offices. 

The  inadequacy  of  bowel  preps  in  6%  (167/2,864)  of  pa- 
tients was  attributed  to  late  initiation  of  prep  procedures.  In 
some  instances  the  prep  was  delayed  by  late  hospital  admis- 
sion; in  others,  the  prep  was  delayed  by  late  ordering  of 
the  procedure.  This  problem  has  been  alleviated  by  earlier 
hospital  admissions  or  by  starting  the  bowel  prep  before 
hospitalization. 

There  were  6.5%  (1 87/2,864)  of  patients  with  residual  bar- 
ium in  their  alimentary  tract  from  previous  oral  barium  exam. 
Such  an  exam  sequence  is  preferred  in  some  institutions  as 
the  barium  is  used  as  an  indicator  on  an  abdominal  scout  film 
as  to  the  status  of  bowel  prep.  This  approach  is  not  used  at 
MHH  because  of  the  large  percentage  of  elderly  patients  with 
poor  peristalsis  and  the  difficulty  required  to  remove  the  re- 
sidual barium  from  the  colon/rectum.  This  latter  mentioned 
sequence  is  therefore  referred  to  as  a “reversed  study.”  Phy- 
sician education,  primarily  via  hospital  continuing  medical 
education  conferences,  has  significantly  reduced  the  re- 
versed study,  but  it  can  never  be  realistically  eliminated  be- 
cause the  desired  sequence  of  exams  may  not  always  be 
determined  until  some  form  of  clinical  evaluation/exam  has 
been  performed. 
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Bowel  preps  were  unacceptable  in  362  patients,  and  108 
preps  were  repeated.  Those  not  repeated  involved  89  pa- 
tients with  physiological  problems  or  colon  disease  and  165 
patients  classified  as  uncooperative. 

Conclusions 

This  study  showed  that  the  repeated  fasting  exams  de- 
creased from  4.9%  of  the  work  load  in  1 977  to  2.1  % in  1 978 
and  1 979.  Of  most  significance  was  the  concomitant  reduc- 
tion in  unnecessary  patient  days  from  1 38  in  1 977  to  an  aver- 
age of  54  in  1 978  and  1 979.  This  was  calculated  to  be  a 
savings  of  $1 2,960,  using  $1 65  per  day  as  an  average  basic 
per  diem  hospital  cost  and  $56  as  the  average  fasting  exam 
cost.  Even  with  inflation,  this  represented  a 54%  reduction  in 
fiscal  waste  or  $1 5,468  fiscal  savings  per  year  to  patients. 
This  result  exemplifies  what  the  voluntary  effort  can  achieve 
in  the  realm  of  cost  containment.11 

The  problems  with  fasting  radiological  exams  at  MHH  are 
common  to  every  general  medical  and  surgical  hospital. 
Therefore,  if  the  3,064  such  hospitals  with  a 1 00-plus  bed 
capacity  in  the  United  States  embarked  upon  a similar  proj- 
ect with  similar  results,  the  savings  to  patients  could  be  more 
than  $47  million  per  year. 
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The  Gold-Headed  Cane 
award  of  the  Taylor- 
Jones  County  Medical 
Society 

Since  the  17th  Century  the  Gold-Headed  Cane  award  has 
symbolized  the  highest  qualities  of  excellence,  service, 
and  selflessness  which  a physician  can  contribute  to  his 
community,  his  family,  and  the  art  and  science  of  medi- 
cine. This  article  shows  how  the  tradition  has  remained 
a part  of  the  medical  profession  through  four  centuries 
and  on  a new  continent. 


The  walking  cane  was  the  chief  object  of  the  1 8th  Century 
physician's  armamentarium  in  England.  The  head  of  the 
walking  cane  was  often  found  to  be  hollow,  in  order  to  permit 
the  concealment  of  a favorite  tonic  or  aromatic  compound. 
Later  the  cane  became  the  symbol  of  excellence.  There  is,  in 
the  Hall  of  the  Royal  College  of  Physicians  in  London,  En- 
gland, a very  famous  gold-headed  cane,  ornately  designed, 
which  during  the  period  of  1 689-1 823  was  continually  car- 
ried by  one  designated  as  the  most  outstanding  London  prac- 
titioner of  the  times.  Although  the  history  is  not  quite  clear  as 
to  how  the  first  recipient  of  the  honorary  cane  was  chosen,  it 
is  well  known  that  the  Gold-Headed  Cane  was  successfully 
passed  from  the  hands  of  the  last  recipient,  to  one  of  his  own 
choosing  and  at  a time  of  his  own  discretion.  During  this  pe- 
riod, five  or  six  outstanding  physicians  “carried”  the  Gold- 
Headed  Cane.  But  by  the  beginning  of  the  1 9th  Century,  the 
cane  had  disappeared  as  a symbol  of  professional  excel- 
lence. The  widow  of  the  last  recipient  returned  the  Gold- 
Headed  cane  to  the  Royal  College  of  Physicians  for  safe- 
keeping, and  the  custom  of  awarding  the  Gold-Headed  Cane 
to  an  outstanding  physician  was  discontinued. 

All  of  this  might  have  been  lost  to  posterity  had  it  not  been 
for  the  interest  of  William  MacMichael,  a successful  London 
physician  and  colleague  of  the  last  recipient.  Dr  MacMichael 
admired  the  cane  very  much  and  wrote  a book,  allowing  the 
Gold-Headed  Cane  to  tell  the  story  of  what  it  had  seen  when 
each  recipient  had  carried  it.  The  book  became  an  excellent, 
accurate  English  medical  history  of  1689-1823.  Entitled  The 


Gold-Headed  Cane , the  first  edition  was  published  on  Feb 
24,  1 927.  Near  the  beginning  of  the  book  the  cane  writes, 
"When  I was  deposited  in  a corner  chest  of  the  Library,  on 
the  24th  of  June,  1 825,  the  day  before  the  opening  of  the 
New  College  of  Physicians,  with  the  observation  that  I was 
no  longer  to  be  carried  about,  but  to  be  kept  amongst  reliques 
of  that  learned  body,  it  was  impossible  to  avoid  secretly  la- 
menting the  obscurity  which  was  henceforth  to  be  my 
lot  . . . .” 

Although  this  special  cane,  which  started  the  tradition,  was 
carried  by  only  a few  physicians  during  the  1 50-year  period  of 
1 7th-,  1 8th-,  and  1 9th-Century  England,  a much  larger  group 
of  physicians  has  felt  the  impact  of  its  significance  in  the 
United  States.  The  American  Association  of  Pathologists  and 
Bacteriologists  first  brought  the  tradition  to  this  country  in 
1919,  nearly  a century  after  the  award  was  discontinued  in 
England.  Dr  Harold  C.  Ernst,  professor  of  pathology  at  Har- 
vard Medical  School,  was  the  first  recipient  among  the  practi- 
tioners in  the  basic  sciences.  Twenty  years  later,  in  1 939, 

Dr  William  J.  Kerr,  professor  of  medicine  at  the  University  of 
California,  initiated  a similar  ceremony  which  involved  stu- 
dents of  the  university's  graduating  class. 

In  1950,  the  Royal  College  of  Physicians  allowed  Lord 
Moran,  physician  to  Winston  Churchill,  to  bring  the  original 
cane  to  the  American  College  of  Physicians  convocation  in 
Philadelphia.  Following  this  historical  event,  the  cane  was 
taken  to  the  traditional  ceremony  instituted  by  Dr  Kerr  at  the 
University  of  California  in  San  Francisco.  Still  later,  in  Texas, 
a gold-headed  cane  award  was  instituted  by  Dr  Charles 
Stone  at  The  University  of  Texas  Medical  Branch.  Other 
states  have  similar  programs  of  recognition. 

In  Fort  Worth,  the  Gold-Headed  Cane  ceremony  was  first 
initiated  through  the  work  of  Dr  Porter  Brown,  in  1951 , in  the 
Tarrant  County  Medical  Society. 

The  Gold-Headed  Cane  award  ceremony  was  instituted  in 
Taylor-Jones  County  Medical  Society,  under  the  influence  of 
Dr  Porter  Brown  of  Fort  Worth,  and  through  the  joint  efforts  of 
the  late  Dr  Knox  Pittard  of  Anson  and  Dr  V.  H.  Shoultz  of 
Abilene.  The  recipients  have  been:  Dr  William  T.  Sadler  in 
1 961 ; Dr  W.  B.  Adamson  * in  1 963;  Dr  C.  A.  McFadden  * in 
1 965;  Dr  Jarrett  E.  Williams  in  1 971 ; Dr  Richard  B.  Johns  in 
1973;  Dr  Donald  H.  McDonald  in  1975;  Dr  Mack  F.  Bowyer  in 
1 977;  Dr  Travis  Smith  * in  1 979;  and  Dr  V.  H.  Shoultz  in  1 980. 

The  Taylor-Jones  County  Medical  Society  adopted  the 
concept  in  1961  and  developed  the  following  program:  Eligi- 
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ble  candidates  must  have  been  a member  of  the  Taylor- 
Jones  County  Medical  Society  for  1 5 years  or  more  and  are 
to  be  selected  on  the  basis  of  their  contribution  to  the  com- 
munity and  to  their  family,  as  well  as  to  the  art  and  science  of 
medicine. 

To  be  eligible  to  vote  for  the  candidate,  five  years  of  mem- 
bership in  the  society  is  required. 

The  Gold-Headed  Cane  Committee,  selected  by  the  so- 
ciety president,  prepares  and  distributes  ballots  and  arranges 
the  presentation  banquet  and  program.  Ballots  are  mailed  to 
members  eligible  to  vote  approximately  three  weeks  before 
the  presentation.  The  award  is  presented  on  the  second 
Tuesday  in  December  at  a suitable  banquet.  The  cane  is  pre- 
sented to  the  new  recipient  by  the  member  currently  holding 
the  award.  Ballots  have  space  for  three  names  and  must  be 
returned  to  the  society  office  within  ten  days  after  the  voter 
has  received  it.  Voting  is  conducted  by  secret  ballot  and 
members  are  discouraged  from  discussing  possible  candi- 
dates. Cliques  and  political  groups  must  be  avoided.  Each 
eligible  member  should  vote  on  the  basis  of  his  own 
convictions. 

When  the  cane  is  presented,  it  is  accompanied  by  a plaque 
describing  the  honor  conferred  and  bearing  the  name  of  the 
honoree,  and  by  a replica  of  the  cane  for  the  recipient's  per- 
manent possession.  The  original  cane,  framed  in  a glass 
case,  is  kept  in  the  medical  society  office;  the  recipient's 
name  and  tenure  is  placed  on  a plaque  inside  the  case  with 
the  cane. 

In  these  days  of  attack  on  private  medical  practice  and 
threats  of  socialized  medicine,  we  should  take  every  oppor- 
tunity to  present  to  the  public,  in  an  inoffensive  way,  the  many 
qualities  needed  to  produce  an  outstanding  physician. 

Paid  advertising  on  television,  radio,  and  newspaper  would 
only  put  us  on  the  same  level  as  the  hucksters  who  are  trying 
to  sell  everything  from  washing  machines  to  rejuvenating 
tonics.  However,  the  publicity  resulting  from  the  presentation 
of  an  award  to  an  outstanding  society  member,  if  properly 
handled,  helps  public  relations. 

Since  the  cane  has  been  awarded  by  our  society,  our 
members  have  shown  an  increasing  appreciation  of  this  hon- 
ored custom.  We  are  aware  of  the  desires  of  our  younger 
members  to  maintain  a personal  involvement  with  the  tradi- 
tions and  concepts  of  our  past. 

In  appraising  our  experiences  with  the  various  media  and 
the  public,  we  feel  they  also  have  developed  a respect  for 
this  award.  All  community  members  appreciate  honors  be- 
stowed upon  their  fellow  citizens,  and  our  society  has  gained 


a sense  of  pride  and  strength  from  the  fellowship  afforded  by 
the  Gold-Headed  Cane. 

The  minutes  of  our  society  which  record  establishing  the 
formation  of  the  Gold-Headed  Cane  award  state,  “The  award 
is  designed  to  pay  tribute  to  outstanding  members  of  the  pro- 
fession for  their  contributions,  both  to  the  profession  and  to 
the  community,  and  to  present  to  the  public  in  a non-offensive 
manner,  the  qualities  needed  to  produce  an  outstanding 
physician.” 

In  the  final  evaluation  of  our  efforts,  we  feel  a sense  of 
fulfillment  and  suggest  that  any  society  should  make  every 
effort  to  recognize  their  deserving  members.  We  recommend 
this  concept  of  the  Gold-Headed  Cane  award. 

If  you  desire  further  information  regarding  the  award,  you 
may  contact  the  Taylor-Jones  County  Medical  Society,  1818 
Pine,  Suite  134,  Abilene,  TX  79601 . 


Volume  77  November  1981 


51 


NORTH  TEXAS 
BACK  INSTITUTE 
. . An  extension  of 
physician  care 

OUT  PATIENT  SERVICES: 

• SPINAL  CARE  PROGRAM 

12  hour  intensive  format  includes  testing,  evalua- 
tion, education  and  training. 

• TRANSCUTANEOUS  ELECTRICAL  NERVE 
STIMULATION 

Includes  evaluation,  application  and  follow  up. 

• PSYCHOLOGICAL  INTERVENTION 

Services  include  testing,  evaluation,  consultations 
and  treatments. 

• BIOFEEDBACK 

Psychophysiological  evaluation  and  retraining. 

All  services  rendered  by  licensed  physical  therapist, 
registered  occupational  therapist,  clinical  psychologist. 

Physician  referral  only. 

Written  reports  back  to  referring  physicians. 

FOR  INFORMATION  OR  REFERRALS: 

NORTH  TEXAS  BACK  INSTITUTE 
3900  W.  15th  St.,  Suite  408 
Plano,  TX  75075 
(214)  867-2720 


CVCL4PEN  " M/  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications:  Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  by  S . pneumoniae  (formerly 
D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae* 

'Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  nerein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reportea  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  of  sen- 
sitivity to  multiple  allergens.  There  are  reports  of  patients 
with  history  of  penicillin  hypersensitivity  reactions  who  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  take 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergv,  asthma,  hay  fever,  or 
Vurticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINISTRA- 
TION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.  i d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.  i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q . i . d . f 

50  to  100  mg/kg/dayt 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.  i.d.  t 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q.  i.d 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
fdepending  on  severity 
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Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S . pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


• Rapid,  virtually  complete  absorption  from  Gl  tract 

• Exceptionally  high  peak  blood  levels  - 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

• Rapidly  excreted  unchanged  in  urine  — 

1 1/2  times  faster  than  ampicillin 

‘Based  on  T°  V2  values  for  single  oral  doses  of  500  mg  cyclacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 


+ Due  to  susceptible  organisms. 

See  important  information  on  facing  page. 


Wyeth  Laboratories  • Philadelphia  i 
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CVCL4PEN- W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cyclacillin)  ^ 

more  than  just  spectrum 


This  statuette  of  Tutankhamun,  as  the 
god  Horus  of  Lower  Egypt,  has  been  re- 
produced many  times — often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


The  original  dipyridamole. 
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Persantine 

(dipyridamole) 


during  the  17  years  that  Persantine 
nas  been  used  for  long-term  therapy  of 
chronic  angina  pectoris,*  physicians 
have  developed  an  increasing  familiar- 
ity with  this  drug.  This  familiarity  is 
reflected  in  a steady  growth  in 
Persantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine... from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine®  (dipyridamole) 

Chronic  Angina  Pectoris 
Tablets  of  25  mg  and  75  mg 


‘INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

"Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
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Acute  management  of 
alkali  ingestion  in 
children:  a review 

Accidental  ingestion  of  strong  alkali  by  children  is  a 
common  occurrence  that  can  have  serious  long-term  se- 
quelae. The  physician  should  determine  how  much  of  a 
given  substance  has  been  ingested,  whether  vomiting 
occurred,  and  whether  the  oropharynx  was  affected. 
Esophagoscopy,  preferably  with  a fiberoptic  endoscope, 
is  indicated  if  esophageal  injury  is  strongly  suspected. 
Steroid  therapy  is  indicated  for  laryngeal  edema  and 
may  be  helpful  for  second-degree  esophageal  burns. 
Antibiotics  are  used  when  infection  is  present,  but  they 
are  not  administered  routinely.  The  best  protection  is 
prevention. 


The  accidental  ingestion  of  strong  alkaline  products  by  chil- 
dren is  a common  problem,  in  some  areas  totaling  as  many 
as  30  cases  per  year.1-5  Lye,  the  most  common  chemical  im- 
plicated in  burns  of  the  esophagus,  is  a broad  term  for  any 
strong  alkali  ubiquitously  used  in  cleaning  agents.  Sodium 
and  potassium  hydroxide,  the  most  commonly  used  alkalis, 
come  in  granular,  paste,  or  liquid  form.  The  liquid  form,  taken 
even  in  very  small  amounts,  may  cause  severe  and  exten- 
sive injury.  Liquid  forms  are  colorless  and  odorless  and  may 
contain  25%  to  36.5%  sodium  hydroxide  or  potassium  hy- 
droxide.6 These  agents  penetrate  into  the  tissue  after  initial 
contact,  causing  liquefaction  necrosis  with  intense  inflamma- 
tion.78 This  response  usually  peaks  within  the  first  week  after 
injury;  collagen  tissue  is  deposited  with  gradual  contracture 
of  the  fibers,  thus  forming  a stricture.  Depending  on  the  se- 
verity of  injury  and  other  factors,  such  as  infection  and  recur- 
rent trauma,  the  constricting  process  may  continue  for 
several  weeks.9'14  Certain  portions  of  the  esophagus  are 
more  prone  to  injury  because  of  anatomical  narrowing. 

These  areas  are  the  cricopharyngeal  area,  the  aortic  arch, 
the  left  mainstem  bronchus  and  the  diaphragmatic  hiatus.15 
These  areas  suffer  the  most  severe  stricture  when  injury  oc- 
curs. Indeed,  in  44  patients  observed  at  The  University  of 
Texas  Medical  Branch  (UTMB)  over  the  past  1 3 years,  90% 
of  the  documented  strictures  occurred  in  the  cricopharyngeal 


or  the  aortic  arch  areas. 

There  has  been  a large  volume  of  work  done  on  the  acute 
management  of  caustic  ingestions;  yet  there  still  remains 
some  controversy  regarding  diagnosis  of  esophageal  injury 
and  the  value  of  steroids  and  antibiotics  in  early  manage- 
ment. This  paper  reviews  pertinent  literature  concerning 
early  esophagoscopy,  steroids,  and  antibiotics  in  the  man- 
agement of  accidental  alkali  ingestion. 

General  measures 

The  purposes  of  acute  management  are  to  define  the  extent 
and  area  of  injury  and  to  minimize  stricture  formation.  Follow- 
ing ingestion  of  alkali,  the  patient  should  not  be  given  emetics 
or  undergo  gastric  lavage.  Emesis  doubly  exposes  the 
esophagus  to  the  agent,  thus  increasing  the  incidence  of  per- 
foration, epiglottic  and/or  laryngeal  injury,  and  possible  aspi- 
ration.416-18  Because  of  the  possible  resultant  exothermic 
reaction,  no  acidic  solution  should  be  given.19 

Although  emetics  are  contraindicated,  diluents,  such  as 
milk  or  water,  are  useful;419  they  may  remove  any  crystalline 
alkali  that  may  be  adhering  to  the  mucosal  surface  and  may 
dilute  the  caustic  agent  and  thus  lessen  the  degree  of  tissue 
injury.  Only  very  small  amounts  of  fluid  should  be  given  in 
order  to  avoid  over-filling  the  stomach  and  possibly  inducing 
vomiting.  Unfortunately,  the  alkali  penetrates  the  mucosal 
surface  so  rapidly  that  unless  the  diluent  is  given  immediately 
it  is  probably  of  little  value.312 

Initial  evaluation  to  determine  the  extent  of  injury  is  of  par- 
amount importance.  The  patient  should  be  examined  quickly 
for  signs  of  respiratory  distress  and  gastric  or  esophageal 
perforation.  The  oropharynx  should  be  carefully  examined  for 
burns;  however,  the  absence  of  oral  burns  does  not  rule  out 
esophageal  burns,  especially  when  liquid  alkali  has  been  in- 
gested.'3920  There  is  poor  correlation  between  esophageal 
injury  and  history,  physical  examination,  or  initial  symp- 
toms.21 Indeed,  eight  patients  seen  at  our  institution  were  dis- 
charged after  initial  evaluation  only  to  return  1 4 to  1 20  days 
later  with  dysphagia. 

Few  laboratory  data  are  necessary  initially.  A chest  roent- 
genogram to  try  to  evaluate  aspiration  or  perforation,  hemo- 
globin and  hematocrit  determinations  for  any  blood  loss  that 
may  occur  secondary  to  perforation,  and  a type  and  cross 
match  for  the  same  reason  are  all  that  may  be  necessary.  In 
early  work  with  alkali  ingestion,  barium  studies  were  done  to 
help  delineate  the  lesions.  However,  it  has  been  repeatedly 
shown  that,  unless  mucosal  penetration  is  deep,  an  esopha- 
gram  often  shows  no  abnormality.1  3922  Of  the  1 7 barium  stud- 
ies performed  initially  in  the  group  of  patients  evaluated  at 
UTMB,  no  definite  abnormalities  were  identified;  however, 
strictures  eventually  formed  in  approximately  half  of  these 
patients. 

Esophagoscopy 

Because  of  the  difficulty  in  judging  esophageal  injury  by 
physical  examination  or  barium  swallow,  esophagoscopy 
may  be  indicated  in  the  early  evaluation.17  21-24  Endoscopy  in 
the  past  was  often  considered  too  risky  in  the  acute  stages 
because  of  the  danger  of  perforation.3  25  Most  perforations 
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previously  reported  occurred  with  the  use  of  rigid  endo- 
scopes, particularly  in  children,4  26  but  the  development  of  fi- 
beroptic endoscopes,  with  external  diameters  of  less  than  1 
cm,  has  allowed  safe  visualization  of  the  esophagus  and 
stomach  of  pediatric  patients.  Endoscopy  allows  the  physi- 
cian to  identify  rapidly  the  nature  and  extent  of  the  lesion  and 
thus  to  determine  which  treatment,  if  any,  is  needed.3  19  21  26  27 
The  physician  should  notice  the  severity  of  injury  and 
whether  the  lesion  is  circumferential  or  linear.  Circumferential 
lesions  are  much  more  likely  than  linear  lesions  to  progress 
to  stricture  formation.  Knopp4  and  others212  have  noted  that 
first-degree,  or  minimal,  injury  is  not  associated  with  stricture 
formation.  Likewise,  severe,  or  third-degree,  burns  are  al- 
most certain  to  cause  stricture  formation.928  Several  authors 
contend  that  it  is  dangerous  and  unnecessary  to  pass  the 
esophagoscope  beyond  the  first  esophageal  burn  that  is  vi- 
sualized during  evaluation  of  injuries,1  4 17  but  this  caution 
stems  from  the  use  of  rigid  endoscopes.  More  recently,  sev- 
eral groups  have  reported  visualizing  the  entire  esophagus 
and  stomach.23  26  29  These  authors  observed  no  complications 
secondary  to  the  procedure.  Indeed,  visualization  of  the 
stomach  may  be  increasingly  important.  Ray30  has  noted  that 
the  spectrum  of  injury  of  lye  ingestion  has  changed  in  recent 
years.  It  was  once  believed  that  lye  ingestion  affected  the 
esophagus  almost  exclusively  and  that  acid  ingestion  af- 
fected primarily  the  stomach.  Since  the  Federal  Hazardous 
Substance  Act  has  modified  the  concentration  of  these  al- 
kaline agents,31  a large  quantity  of  the  dilute  products  may  be 
ingested  and  thus  cause  more  distal  injury.  Indeed,  perfora- 
tion of  the  small  intestine  has  been  reported.32  If  necrosis  of 
the  stomach  and/or  esophagus  is  observed,  early  surgical 
intervention  is  indicated.31 33  Thus,  visualization  not  only  of 
the  esophagus,  but  also  of  the  stomach,  may  be  indicated.  If 
there  is  a strong  suspicion  of  esophageal  injury  and  if  a flexi- 
ble fiberoptic  endoscope  can  be  used,  endoscopy  of  the  en- 
tire esophagus  and  stomach  should  be  performed  as  soon  as 
possible. 

Steroids 

A practice  of  ongoing  controversy  in  the  management  of  cor- 
rosive burns  is  the  use  of  steroids.  The  impetus  for  steroid 
use  was  prompted  by  studies  of  Spain  and  associates3435 
and  Stinchfield 36  who  demonstrated  inhibition  of  granulation 
and  fibrous  tissue  formation  in  experimental  animals.  Studies 
by  Rosenberg  and  associates,13  Floberg  and  Koch,11  and 
Weiskopf 37  found  a decrease  in  stricture  formation  in  animals 
with  alkali  injury  of  the  esophagus.  No  well-controlled  human 
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studies  have  examined  the  efficacy  of  steroid  use;  however, 
many  authors  have  advocated  steroid  administration  after  al- 
kali injury  to  the  esophagus. 18  2837  39  41 42  Several  problems 
have  added  to  the  confusion  about  the  value  of  steroid 
therapy.  First,  many  studies,  especially  early  investigations, 
failed  to  perform  esophagoscopy  to  determine  the  extent  of 
the  lesion.  The  degree  of  injury  plays  a large  role  in  whether 
stricture  formation  occurs.  First  degree  burns  of  the  esoph- 
agus probably  will  not  lead  to  stricture  formation,  whereas 
third  degree  burns  almost  certainly  do;  however,  moderate 
burns  may  be  effectively  treated  by  early  steroid  administra- 
tion. Studies  by  Hawkins  and  associates2  and  Haller  and  as- 
sociates 1 add  support  to  this  concept. 

Whether  the  patient  is  fed  after  injury  may  also  influence 
stricture  formation.  Recurrent  trauma  to  the  injured  areas  has 
been  thought  to  induce  increased  collagen  deposition  and 
thus  stricture  formation.7  In  a recent  study,  Di  Costanzo  and 
associates29  emphasized  the  importance  of  withholding 
feeding  when  they  treated  patients  by  total  parenteral  nutri- 
tion. Fiberoptic  esophagoscopy  was  performed  to  define  the 
lesions  in  their  study.  Mucosal  burns  were  graded  from  1 to  3, 
grade  1 being  simple  inflammation,  and  grade  3,  multiple  ul- 
cerations with  extensive  necrosis.  As  soon  as  the  patients 
were  stabilized,  total  parenteral  nutrition  was  begun.  Cortico- 
steroids were  not  used,  except  in  four  cases  in  which  laryn- 
geal edema  was  present.  Antibiotics  were  used  only  when 
obvious  infection  was  present.  Healing  was  followed  by 
radiologic  examinations  and  endoscopy.  Injuries  in  the  pa- 
tients maintained  on  total  parenteral  nutrition  were  judged  to 
be  stage  2 or  3.  Healing  of  stage  2 burns  occurred  from  20  to 
30  days  after  treatment  was  begun  in  all  27  patients.  Stage  3 
lesions  healed  in  90  days  in  14  patients.  Stenosis  developed 
in  five  of  the  1 4 patients  with  stage  3 lesions.  Di  Costanzo 
and  colleagues  concluded  that  healing  of  moderate  to  severe 
esophageal  burn  injuries  may  occur  without  stricture  forma- 
tion— and  without  the  use  of  steroids  or  antibiotics — when 
total  parenteral  nutrition  is  started  early. 

Steroids  may  have  a useful  place  in  the  management  of 
alkali  ingestion,  to  reduce  laryngeal  edema,  for  example. 
They  may  also  be  useful,  if  given  early,  in  selected  cases  of 
moderate  or  second  degree  injury  and  in  conjunction  with 
intravenous  feedings.  Studies  indicate7  that  more  than  48 
hours’  delay  in  administration  of  steroids  diminishes  their 
ability  to  reduce  stricture  formation.  Furthermore,  use  of 
steroids  is  not  without  side  effects  and  contraindications. 
Bleeding  secondary  to  ulceration  would  contraindicate 
steroid  use.  Any  signs  or  symptoms  of  esophageal  or  gastric 
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perforation  also  contraindicate  steroids.1 2 3 4 5 6 7 8 9 10 

Although  it  has  been  suggested  that  antibiotics  be  admin- 
istered after  alkali  ingestion,14  184042  data  to  support  such  an 
approach  are  questionable,  especially  when  overt  infection  is 
absent.  Antibiotics  have  been  used  with  steroids  since  the 
work  of  Rosenberg  and  associates13  and  Haller  and  Bach- 
man39 showed  less  stricture  formation  following  the  use  of 
steroids,  but  a marked  increase  in  infection.  They  felt  antibi- 
otics were  a necessary  addition  to  steroid  therapy.  Floberg 
and  Koch"  pursued  the  Rosenberg  study  by  using  antibiotics 
in  addition  to  steroids  in  their  animal  studies.  They  found  that 
the  combination  prevented  stricture  better  than  any  therapy; 
yet,  they  did  not  show  that  antibiotics  prevented  infection, 
because  some  animals  in  all  groups  died  from  perforation 
and  mediastinitis.  No  prospective  studies  have  been  done  to 
determine  whether  antibiotics  are  necessary  or  useful.  Some 
studies  suggest  antibiotics  are  useful,2'12'13 18  but  the  recorded 
incidence  of  infection  in  patients  not  treated  with  antibiotics  is 
low.4  We  agree  with  Knopp 4 that  prophylactic  antibiotics 
should  not  be  administered  routinely  but  should  be  used 
when  evidence  of  infection  is  present.  Certainly  they  should 
be  used  if  signs  of  esophageal  or  abdominal  perforation  are 
present.11 

1 Guidelines  for  the  treatment  of  patients  who  have  ingested  alkaline  agents. 


1 . Immediately  after  the  caustic  is  ingested,  rinse  the  mucous  membranes 
and  lips  with  small  amounts  of  water  or  milk.  Never  use  large  volumes  of 
fluid  and  never  use  acidic  substances  in  an  attempt  to  neutralize  the  alkali. 

2.  Do  not  perform  gastric  lavage;  never  induce  vomiting. 

3.  Take  a detailed  history  of  the  patient  suspected  of  ingesting  lye.  Attempt  to 
determine  exactly  what  caustic  agent  was  ingested,  the  quantity,  and  what 
events  (eg,  vomiting,  choking)  occurred  after  ingestion. 

4.  Quickly  complete  the  physical  examination,  detailing  the  oropharyngeal 
lesions  and  checking  for  signs  of  laryngeal  edema,  aspiration,  or 
esophageal  perforation. 

5.  Request  laboratory  evaluations  (including  hemoglobin  and  hematocrit  de- 
terminations, type  and  cross  match,  the  chest  roentgenogram). 

6.  Do  not  administer  antibiotics  unless  there  is  a specific  reason  for  their  use. 

7.  Conduct  esophagoscopy — if  there  is  a strong  suspicion  of  esophageal  in- 
jury and  a fiberoptic  endoscope  can  be  used.  (How  far  to  examine  beyond 
the  initial  lesion  should  depend  upon  the  skill  of  the  endoscopist.) 

8.  Grade  the  esophageal  lesions  according  to  the  depth  of  the  burn  and 
whether  it  is  linear  or  circumferential. 

9.  If  the  burns  are  isolated  to  the  oropharynx  or  if  the  esophageal  lesions  are 
first  degree,  administer  only  local  treatment.  Give  steroid  therapy  for  sec- 
ond-degree burns.  (Third-degree  burns  probably  are  not  alleviated  by  this 
therapy.  Steroids  are  contraindicated  when  perforation  is  present.) 

10.  Prevention  is  the  most  important  aspect  of  management  of  acute  alkali 
ingestion.  Many  household  cleaning  items  are  dangerous  and  can  cause 

devastating  injury  with  long-lasting  sequelae.  It  has  been  proposed  that 

these  agents  be  taken  off  the  market,8  43  but  until  that  occurs,  warning 
parents  of  toddlers  of  the  potential  danger  of  these  alkali-containing  prod- 
ucts is  mandatory  for  every  physician. 


Conclusion 

The  treatment  of  choice  for  patients  who  have  ingested  al- 
kaline agents  varies  with  the  severity  of  the  burns.  Several 
guidelines  are  listed  in  Fig  1 . 
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Oral  contraceptive 
hazards — 1 981 

For  many  years  scientists  have  been  advised  that  there 
is  an  association  between  use  of  oral  contraceptives  and 
the  subsequent  development  of  cardiovascular  disease, 
thromboembolism,  and  myocardial  infarction.  However, 
reassessment  of  the  original  studies  indicates  that  vir- 
tually none  of  the  conclusions  can  be  considered  valid. 
Repeated  case/control  studies  do  not  yield  consistent 
results.  Mortality  statistics  from  five  countries  fail  to 
support  the  epidemiological  predictions.  The  author 
calls  for  a reconsideration  of  “prudent”  restrictions  on 
use  of  oral  contraceptives. 


In  the  early  1 960s,  a number  of  well-publicized  thromboem- 
bolic episodes  in  apparently  healthy  young  women  using  oral 
contraceptives  raised  legitimate  concern  about  the  possibility 
of  cardiovascular  hazards  associated  with  their  use.  Follow- 
ing a number  of  such  anecdotal  case  reports,  investigations 
were  initiated  using  an  epidemiological  procedure  known  as 
a “case/control”  (trohoc)  study.  With  this  method  the  fre- 
quency of  oral  contraceptive  use  in  women  with  a given  dis- 
ease (thrombophlebitis,  for  example)  is  compared  to  the 
frequency  of  oral  contraceptive  use  in  a “control"  population 
selected  in  various  ways.  The  relationship  of  the  two  frequen- 
cies, expressed  as  the  “odds  ratio,”  is  related  to  another  sta- 
tistic called  the  "relative  risk.”  By  some  epidemiological 
legerdemain,  this  measure  of  the  frequency  of  drug  use  in 
two  populations  is  transmuted  into  an  estimate  of  the  risk  of 
getting  the  disease  from  use  of  the  drug.  Actually,  such  cal- 
culations establish  only  the  degree  of  statistical  association 
between  disease  and  oral  contraceptive  use.  In  their  formal 
statements,  epidemiologists  tend  to  be  very  circumspect 
about  this  procedure:  “Should  an  association  be  found  be- 
tween disease  and  attribute  (eg,  drug  use) — an  association 
that  is  considered  direct  and  not  a result  of  confounding  fac- 
tors— it  might,  in  some  situations,  be  interpreted  as  having 
etiologic  significance,  as  indicating  host  susceptibility,  or  in 
any  case,  being  of  descriptive  value  and  requiring  further  in- 
vestigation to  explain  it.”1  Such  circumspection  has  rarely 
been  exercised  by  the  epidemiologists  who  have  performed, 
interpreted,  and  publicized  studies  purporting  to  establish  a 


cause-and-effect  relationship  between  oral  contraceptive  use 
and  certain  disorders,  such  as  thrombophlebitis,  myocardial 
infarction,  cerebrovascular  accidents,  and  hypertension.  The 
fact  that  a number  of  case/control  (trohoc)  studies2  con- 
curred— estimating  a fourfold  to  ninefold  "risk” — lent  weight 
to  this  belief.  It  subsequently  received  further  support  from 
two  large  British  prospective  studies  of  women  who  chose 
their  particular  form  of  contraception.  Clinicians  were  as- 
sured that  "the  results  of  properly  designed  and  conducted 
retrospective  (ie,  case/control)  studies  rarely  disagree  to  any 
extent  with  those  of  equally  well-conducted  prospective  stud- 
ies. The  retrospective  method  is  both  valid  and  useful." 1 

By  the  early  1 970s  cracks  began  to  appear  in  the  smooth 
facade  of  trohoc  studies,  both  in  principle  and  in  specific 
details.  Feinstein3  published  a devastating  critique  of  the 
method  in  1 971 , and  in  a subsequent  paper4  exploded  the 
myth  that  repeated  case/control  studies  yield  consistent  re- 
sults: he  listed  1 7 separate  issues  in  which  diametrically  op- 
posite conclusions  were  reached  by  several  case/control 
studies.  As  part  of  the  proceedings  of  the  “Bermuda  con- 
ference" on  case/control  research,  Sackett5  listed  no  less 
than  34  biases  that  could  affect  the  results.  As  Feinstein 
pointed  out,4  the  rigorous  controls  that  form  an  integral  part  of 
experimental  science,  and  that  contribute  to  its  reliability, 
have  not  yet  been  perfected  for  many  epidemiological  proce- 
dures, with  consequences  that  may  be  anticipated. 

Specific  flaws  in  the  trohoc  studies  of  cardiovascular  haz- 
ards and  oral  contraceptive  use  have  not  been  hard  to  find. 

A detailed  discussion  of  these  problems  was  published  in 

1 975. 6 This,  and  an  ensuing  vigorous  debate  published  in 

1 976. 7 make  difficult  but  essential  reading. 

Certain  critical  issues  now  demand  renewed  inspection. 
Case/control  as  well  as  prospective  studies  have  indicated  a 
fourfold  to  sixfold  “relative  risk”  of  oral  contraceptive  use  as- 
sociated with  thromboembolic  disease.  Sophisticated  statis- 
tical analyses8  designed  to  take  confounding  variables  into 
account  have  not  changed  this  estimate.  A number  of  "pru- 
dent” recommendations  have  resulted  from  this  body  of  data. 
Their  net  effect  has  been  to  circumscribe  sharply  the  number 
of  women  who  are  to  be  considered  eligible  for  this  form 
of  contraception.  However,  two  pivotal  publications  have 
changed  the  entire  aspect  of  the  thrombophlebitis  question. 
By  the  use  of  modern,  definitive  diagnostic  techniques,  it  has 
been  shown  that  the  clinical  diagnosis  of  thromboembolic 
disease  is  subject  to  an  enormous  degree  of  error.  Using  1 125 
fibrinogen,  Hicks9  demonstrated  that  not  more  than  20%  to 
40%  of  deep  leg-vein  thrombosis  is  evident  clinically.  Barnes 
and  associates10  examined  thromboembolic  disease  with 
Doppler  ultrasound:  the  clinical  diagnosis  was  incorrect  for 
69%  of  patients  who  were  not  taking  oral  contraceptives  but 
who  were  hospitalized  for  thromboembolic  disease:  in  pa- 
tients known  to  be  taking  oral  contraceptives,  the  diagnosis 
was  in  error  for  83%.  Similar  conclusions  regarding  misdiag- 
nosis have  been  reached  with  respect  to  pulmonary 
embolism.11 

Under  these  circumstances,  it  becomes  apparent  that  the 
clinical  diagnosis  of  thromboembolic  disease  is  so  uncertain 
that  it  can  become  subject  to  the  computer  law  of  GIGO 
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(“Garbage  In,  Garbage  Out”).  Furthermore,  none  of  the  epi- 
demiological studies  has  been  provided  with  acceptably  reli- 
able information,  and  none  of  the  conclusions,  regardless  of 
the  sophistication  of  the  mathematics  by  which  the  informa- 
tion was  manipulated,  can  be  considered  valid.  One  is  forced 
to  conclude  that,  as  of  this  date,  there  is  simply  no  reliable 
information  on  the  association  of  thromboembolic  disease 
and  oral  contraceptive  use.  The  whole  subject  will  have  to  be 
reassessed  in  accurately  diagnosed  cases  and  evaluated 
with  sufficiently  rigorous  epidemiological  procedures. 

The  widely  quoted  British  studies  on  myocardial  infarction 
are  also  not  without  their  major  problems.  The  first  epi- 
demiological study 12  of  mortality  from  this  condition  exam- 
ined half  the  death  certificates  and  concluded  that  the  “rela- 
tive risk”  in  women  less  than  40  years  old  was  2.8,  and  that 
for  women  aged  40-44  the  risk  was  4.7 — a finding  that  re- 
sulted in  the  recommendation  that  older  women  not  use  oral 
contraceptives.  Because  the  numbers  involved  in  this  first 
analysis  were  so  small  (a  total  of  ten  oral  contraceptive  users 
in  the  40-44  year  age  group),  the  other  half  of  the  death 
certificates  for  this  age  group  was  examined.’3  Interestingly, 
in  this  second  half  of  the  sample,  there  was  no  risk  associ- 
ated with  oral  contraceptive  use;  moreover  when  the  entire 
data  set  for  the  40-44  year  group  is  recalculated,  the  “rela- 
tive risk”  turns  out  to  be  2.8 — a figure  identical  with  that  of 
the  younger  women.  The  record  shows  that  this  reappraisal 


1 Causes  of  death  (number)  in  Oxford  oral  contraceptive  prospective  study. 


Cause  of  Death 

No.  of 
Deaths 

Mitral  valve  disease 

1 

Congenital  heart  disease 

1 

Cardiomyopathy 

1 

Subarachnoid  hemorrhage 

1 

Cerebrovascular  accidents  ("toxemia") 

1 

Myocardial  infarction  ("toxemia”) 

2 

Myocardial  infarction  (off  OCs  1 1 months) 

1 

2.  Cardiovascular  mortality  in  Walnut  Creek  Study  (127,490  person/years 
[1969-1977]) 


Number  of  Deaths 

Disease 

Ever-users 

Never-users  of  OCs 

Mitral  valve  disease 

0 

1 

Acute  myocardial  infarction 

3 

6 

Chronic  ischemic  heart  disease 

0 

4 

Subarachnoid  hemorrhage 

4 

1 

Cerebral  hemorrhage 

0 

2 

Cerebral  thrombosis 

0 

1 

Acute  cerebrovascular  accident 

0 

1 

Pulmonary  embolism 

1 

0 

received  virtually  no  attention  from  the  medical  professional 
and,  most  assuredly,  no  rectification  appeared  in  the  public 
information  media.  The  FDA  did,  however,  remove  the  pros- 
cription for  women  over  40. 

The  data  on  myocardial  infarction  morbidity  from  the  same 
investigators  have  fared  even  worse.  They  were  indepen- 
dently reanalyzed  by  two  groups  of  American  investigators 
whose  conclusions  were  substantially  different  from  those  of 
the  British  epidemiologists.  The  American  analyses  brought 
out  the  overriding  importance  of  smoking:  Ory 14  stated  flatly, 
“The  most  striking  finding  in  the  study  of  Mann  and  col- 
leagues has  nothing  to  do  with  oral  contraceptives;  it  is  the 
strong  association  between  myocardial  infarction  and  ciga- 
rette smoking.”  He  said  further,  “Since  the  confidence  inter- 
vals overlap,  we  cannot  say  for  certain  that  oral  contraceptive 
users  who  also  smoke  have  a greater  risk  of  infarction  than 
nonsmoking  users;  however,  the  data  suggest  (italics  mine) 
that  this  is  the  case.”  The  independent  analysis  of  Jain 15 
agreed  that  nonsmoking  oral  contraceptive  users  are  at  no 
greater  risk  of  myocardial  infarction  morbidity  than  non- 
smokers  who  do  not  use  oral  contraceptives.  This  is  certainly 
not  the  impression  that  has  been  communicated  to  the  medi- 
cal profession  or  to  the  public. 

The  British  prospective  studies  have  also  been  interpreted 
as  showing  an  increased  cardiovascular  hazard:  the  Oxford 
study 16  showed  there  were  eight  deaths  among  the  sample 
of  oral  contraceptive  users,  compared  to  no  deaths  among 
the  nonusers — an  impressive  difference,  until  one  examines 
the  actual  causes  of  death  (Fig  1 ).  With  cardiologic  rather 
than  epidemiological  insight,  it  is  somewhat  difficult  to  find 
oral  contraceptives  as  the  common  denominator  in  these 
cases.  The  small  number  of  deaths  in  the  Royal  College  of 
General  Practitioners  study17  is  similarly  unimpressive. 

In  any  event,  two  decades  of  oral  contraceptive  use  and  a 
decade  of  switching  over  to  presumably  safer  low-dose  for- 
mulations should  begin  to  show  up  in  national  mortality  sta- 
tistics. Already  in  1 978,  an  overview  of  mortality  statistics  for 
the  United  States,  the  United  Kingdom,  Denmark,  and  Japan 
failed  to  find  any  evidence  of  the  predicted  hazard.2  More 
recently,  the  US  mortality  from  cardiovascular  disease  (CVD) 
was  reexamined  by  the  Population  Council.10  Mortality 
among  women  of  reproductive  age  and  comparable  men  has 
been  declining  since  1 950,  and  the  decline,  since  adoption  of 
oral  contraceptives,  has  been  steeper  in  each  age  group  for 
women  than  for  men.  Applying  the  Royal  College  estimate  of 
risk  of  oral  contraceptive-associated  CVD  deaths  only  to  cur- 
rent oral  contraceptive  users,  examination  showed  that  the 


62 


TEXAS  MEDICINE 


level  of  decline  among  nonusers  would  have  had  to  be  so 
precipitous  in  the  post-pill  years  "as  to  tax  credibility."  If  one 
used  the  Royal  College  estimate  of  risk  to  former- users,  the 
postulated  decline  in  CVD  mortality  among  “never-users" 
would  have  had  to  be  even  sharper  and  “even  less  believ- 
able.” This  analysis  was  accompanied  by  an  editorial  appro- 
priately entitled,  “Where  are  the  deaths?" 

A similar  analysis  of  the  UK  statistics  has  been  performed 
by  Wiseman  and  MacRae.'920  These  calculations  are  based 
on  exact  information,  not  indirect  estimates,  about  the  sales 
of  oral  contraceptives.  They  conclude  that  “in  the  face  of  so 
many  high  negative  correlations,  it  is  difficult  to  reconcile 
these  data  with  the  hypothesis  that  OC  use  is  causally  re- 
lated to  circulatory  disease  mortality." 

In  late  1980,  a group  of  Johns  Hopkins  epidemiologists 
evaluated  cardiovascular  mortality  data  from  Taiwan,21  where 
there  are  excellent  vital  statistics  and  medical  care  systems. 
The  analysis  failed  to  reveal  any  increase  in  cardiovascular 
mortality  among  Taiwanese  women  of  childbearing  age  since 
the  promotion  of  oral  contraceptive  use  began  in  1 967 ; in  fact 
the  rate  of  decline  since  1 967  in  women  exposed  to  oral  con- 
traceptives was  faster  than  that  of  males  of  corresponding 
age. 

Further  substantiation  for  this  view  is  provided  by  mortality 
statistics  from  Sweden22  where  there  was  an  abrupt  shift 
to  low-estrogen  oral  contraceptives,  with  a virtual  disap- 
pearance of  high-estrogen  formulations  by  1974.  This  drastic 
change  resulted  in  no  lowering  of  the  mortality  from  throm- 
boembolic disease  while  the  use  of  oral  contraceptives  was 
increasing  by  about  10%. 

We  now  also  have  the  results  of  the  NIH-sponsored  pro- 
spective study  at  Walnut  Creek,  Calif.23  A unique  feature  of 
this  study  is  the  inclusion  of  a significant  number  of  relatively 
older  women.  One  would  expect  them  to  be  more  susceptible 
to  an  added  cardiovascular  effect  of  contraceptive  steroids, 
and  therefore  a particularly  valuable  group  to  follow  prospec- 
tively. Given  all  the  caveats  which  apply  to  prospective  stud- 
ies of  women  who  self-select  their  contraceptive  modality, 
this  experience  in  1 6,638  women,  28%  of  them  current  oral 
contraceptive  users,  representing  a total  of  107,000  person- 
years,  showed  no  association  of  oral  contraceptive  use  with 
cholelithiasis,  hypertension,  thrombophlebitis,  myocardial  in- 
farction, or  cerebrovascular  accidents.  The  mortality  figures 
(Fig  2)  speak  for  themselves. 

Finally,  there  is  the  Emory  University  study24  of  20,639 
women  in  which  prevalence,  incidence,  and  randomized 
clinical  trial  data  provided  “no  evidence  of  an  association  be- 


tween OC  use  and  blood  pressure  in  black  women." 

This  mass  of  evidence,  which  either  vitiates  or  fails  to  con- 
firm the  predicted  risks,  must  be  given  commensurate  atten- 
tion. It  is  now  incumbent  on  individuals,  organizational 
advisers,  and  regulatory-agency  participants  who  promul- 
gated “prudent”  restrictions  on  oral  contraceptives  use  to 
reconsider  their  posture.  Like  so  many  other  things,  "pru- 
dent” recommendations  may  be  a two-edged  sword — as 
when  they  create  inappropriate  anxiety  in  millions  of  women 
and  when  they  force  them  to  use  potentially  less  effective 
contraceptive  modalities,  each  with  its  own  spectrum  of  puta- 
tive hazards. 

There  are  other  lessons  to  be  learned  as  well.  The  vast 
effort  wasted  on  thrombophlebitis  underlines  the  communi- 
cations gap  that  exists  between  clinicians  and  epidemiolo- 
gists. The  late  Harold  Dorn,  himself  a statistician  properly 
critical  of  his  own  craft,  said,25  “Observations  should  be  accu- 
rate and  well  designed,  obtained  by  a persistent  search 
rather  than  a quick  walk  through  a hospital  ward."  Assuredly, 
a quick  walk  through  a hospital  ward  will  not  teach  an  epi- 
demiologist the  uncertainties  of  clinical  diagnosis  or  the  diffi- 
culties in  evaluation  of  therapeutic  results.  Without  the 
humility  that  comes  with  clinical  practice,  the  epidemiologist 
may  be  tempted  to  commit  to  the  procrustean  bed  of  a com- 
puter input  a mass  of  data  that  are  simply  too  “soft”  to  be 
handled  in  this  manner. 

Finally,  in  this  era  of  “consumerism,”  we  cannot  evade  the 
issue  of  accountability  for  those  who  enter  the  domain  of 
benefit/risk  assessment.  While  formal  papers  may  include  all 
the  qualifiers  and  caveats  that  scientific  discipline  demands, 
the  public  statements  of  many  investigators,  and  their  well- 
planned  interactions  with  the  news  media  have  created  an 
atmosphere  of  fear  and  anxiety  over  the  use  of  oral  con- 
traceptives which  it  will  be  impossible  to  dispel.  Thus,  Truth 
may  have  won  the  battle,  but  it  has  probably  lost  the  war. 
When  a single  media  event  in  Great  Britain  was  officially  esti- 
mated to  have  resulted  in  more  than  20,000  unwanted  preg- 
nancies, the  casualties  are  frightening  to  contemplate.  Will 
anyone  feel  responsibility  for  this  tragic  state  of  affairs?  Will 
those  of  us  entrusted  with  the  care  of  our  fellow  men  do  any- 
thing to  avoid  its  repetition? 
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TEXAS  MEDICINE 


In  Hypertension... When  You  Need  to  Conserve  K" 


Every 

Step 

of  the 
Way 


Each  capsule 
contains  50  mg.  of 
Dyrenium®  (brand  of  triamterene] 
and  25  mg.  of  hydrochlorothiazide 


Step  1 usually  consists  of  an  initial  phase  (a  diuretic 
alone),  a titration  phase  (dosage  adiustment  and/or 
addition  of  a K+  supplement  or  K+-sparing  agent),  and  a 
maintenance  phase  (a  diuretic  alone  or  in  combination 
with  a K+ supplement  or  K+-sparing  agent). 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings). 


Before  prescribing,  see  complete  prescribing  information 
in  SK&F  Co.  literature  or  PDR.  The  following  is  a brief 
summary. 


t=  WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents 
the  dosage  so  determined,  its  use  may  be  more  con- 
venient in  patient  management  Treatment  of  hyperten- 
sion and  edema  is  not  static,  but  must  be  reevaluated 
as  conditions  in  each  patient  warrant 


Contraindications:  Further  use  in  anuria,  progressive  renal 
or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated 
serum  potassium  Hypersensitivity  to  either  component  or 
other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake 
of  potassium  is  markedly  impaired.  If  supplementary  potas 
sium  is  needed,  potassium  tablets  should  not  be  used  Hyper- 
kalemia can  occur,  and  has  been  associated  with  cardiac 
irregularities  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with 
suspected  or  confirmed  renal  insufficiency  Periodically, 
serum  K+  levels  should  be  determined  If  hyperkalemia 
develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  haz- 
ards, including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
other  adverse  reactions  seen  in  adults  Thiazides  appear  and 


triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use 
in  children  is  not  available.  Sensitivity  reactions  may  occur 
in  patients  with  or  without  a history  ot  allergy  or  bronchial 
asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations 
[particularly  important  in  patients  vomiting  excessively  or 
receiving  parenteral  fluids)  Periodic  BUN  and  serum  cre- 
atinine determinations  should  be  made,  especially  in  the 
elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Watch  for  signs  of  impending  coma  in  severe 
liver  disease  If  spironolactone  is  used  concomitantly,  deter- 
mine serum  K+  frequently,  both  can  cause  K+  retention  and 
elevated  serum  K+  Two  deaths  have  been  reported  with 
such  concomitant  therapy  [in  one,  recommended  dosage 
was  exceeded,  in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions  Blood 
dyscrasias  have  been  reported  in  patients  receiving  tri- 
amterene, and  leukopenia,  thrombocytopenia,  agranulocy- 
tosis and  aplastic  anemia  have  been  reported  with  thiazides 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihyperten- 
sive effects  may  be  enhanced  in  post-sympathectomy 
patients.  Use  cautiously  in  surgical  patients  The  following 
may  occur  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis  intoxica- 
tion [in  hypokalemia),  decreasing  alkali  reserve  with  pos- 
sible metabolic  acidosis  Dyazide  interferes  with  fluorescent 
measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide . but  should  it  develop,  corrective  measures  should 
be  taken  such  as  potassium  supplementation  or  increased 


dietary  intake  ot  potassium-rich  foods  Corrective  measures 
should  be  instituted  cautiously  and  serum  potassium  levels 
determined.  Discontinue  corrective  measures  and  Dyazide 
should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  for 
parathyroid  function 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the 
risk  of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth,  anaphylaxis,  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions:  nausea 
and  vomiting,  diarrhea,  constipation,  other  gastrointestinal 
disturbances  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic  pneumonitis 
have  occurred  with  thiazides  alone  Triamterene  has  been 
found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  and 
of  impotence  have  been  reported  with  the  use  of  Dyazide 
although  a causal  relationship  has  not  been  established 
Supplied:  Bottles  of  1000  capsules;  Single  Unit  Packages 
(unit-dose)  of  100  (intended  for  institutional  use  only);  in 
Patient-Pak  ” unit-of-use  bottles  of  100. 
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Gregory  Peck 
offers  you  12 
ways  to  save 
energy. 

This  free  brochure  and  a walk 
through  your  house  could  cut 
your  home  energy  use  by  25%. 

For  example,  the  brochure 
tells  you  to  insulate  the  gaps 
you  left  the  first  time  around. 
Look  for  them. 

It  tells  you  to  lower  your  water 
temperature  to  1 20  degrees. 
Check  it. 

It  tells  you  1 0 other  proven 
money-savers.  Follow  them. 

Best  of  all,  it  tells  you  that 
saving  energy  makes  sense. 
Dollars  and  cents. 

Mail  the  coupon  to  the 
Alliance  to  Save  Energy  today. 


THE  ALLIANCE  TO 
SAVE  ENERGY 


Box  57200,  Washington,  D.C.  20037 

Please  send  me  your  energy-saving, 
money-saving  brochure 


NAME 


ADDRESS 


CITY  STATE  ZIP 


A public  service  message  from  this 
magazine  and  the  Advertising  Council 


5pecify 

.ibrax 


Each  capsule  contains  5 mg  chlordiazepoxide  HC1  and  2.5  mg 
clidinium  Br. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  national 
Academy  of  Sciences — national  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly"  effective  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel 
syndrome  (irritable  colon,  spastic  .colon,  mucous  colitis)  and 
acute  enterocolitis 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation 


Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  nech  obstruction,  hypersensitivity  to  chlordiazepoxide 
MCI  and/or  clidinium  bromide 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CM5  depressants,  and  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Physical  and  psychological  dependence  rarely 
reported  on  recommended  doses,  but  use  caution  in  administering 
Librium5  (chlordiazepoxide  FICI/Roche)  to  Known  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symp- 
toms (including  convulsions)  reported  following  discontinuation  of 
the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO 
inhibitors,  phenothiazlnes  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function  Paradoxical  reactions  reported  in 
psychiatric  patients  Employ  usual  precautions  in  treating  anxiety 
states  with  evidence  of  impending  depression,  suicidal  tendencies 
may  be  present  and  protective  measures  necessary  Variable  effects 
on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established 
Adverse  Reactions:  Mo  side  effects  or  manifestations  not  seen  with 
either  compound  alone  reported  with  Librax  When  chlordiazepoxide 
MCI  is  used  alone,  drowsiness,  ataxia,  confusion  may  occur,  es- 
pecially in  elderly  and  debilitated,  avoidable  in  most  cases  by  proper 
dosage  adjustment,  but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances  Also  encountered 
isolated  instances  of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation,  extrapyramidal  symptoms, 
Increased  and  decreased  libido — all  infrequent  generally  controlled 
with  dosage  reduction,  changes  in  EEG  patterns  may  appear  during 
and  after  treatment,  blood  dyscrasias  (including  agranulocytosis), 
Jaundice,  hepatic  dysfunction  reported  occasionally  with  chlor- 
diazepoxide MCI,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects  reported 
with  Librax  typical  of  anticholinergic  agents,  i.e , dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets 

<nnruc\  R°che  Products  Inc 

nuunc y Manati,  Puerto  Rico  00701 


Irritable 

BOWEL  SY 


Artist's  concept  of  myoelectrlcal  slow  waves 
of  the  colon  which  seem  to  determine  the 
frequency  of  colonic  motor  activity. 


Specify 


A visible  difference  in 
myoelectric  rhythms  of 
the  colon 

Studies  reveal  an  increased  fre- 
quency of  3-cycles-per-minute  slow 
wave  basic  electrical  activity  in  the 
colons  of  patients  with  IBS — a sig- 
nificant difference  in  basic  colonic 
rhythm  patterns  from  normal  sub- 
jects.12 these  findings  suggest  a 
physiological  basis  for  the  spasm 
and  hypermotility  characteristic  of 
IBS.  The  role  of  severe  anxiety  in 
triggering  or  aggravating  such 
symptoms  has  long  been  recog- 
nized, Consequently,  treatment 
should  focus  on  both  aspects 
of  the  problem. 

Librax:  A logical  choice  for 
patients  with  IBS 

Logical,  because  the  antimotility- 
antispasmodic  actions  of  the 
Quarzan®(clidinium  bromide/Roche) 
component  of  Librax  can  help 
to  relieve  the  distressing  abdominal 
symptoms  associated  with  IBS  * 
Logical,  because  the  antianxiety 
actions  of  the  Librium®  (chlordiaz- 
epoxide  MCI/Roche)  component 
can  help  to  reduce  the  excessive 
anxiety  that  can  contribute  to  IBS 
flare-ups. 

References:  1.  Sullivan  MA,  Cohen  5,  Snape  WJ: 
h Engl  J Med  298. 878-885,  Apr  20,  1978 
2.  5nape  WJ  et  al:  Gastroenterology  72 
383-387,  Mar  197  7. 


Adjunctive 


Librax 

Each  capsule  contains  5 mg  chlordiaaepoxide  MCI  and  2.5  mg  clidinium  Br. 

Antianxiety /Antisecretory/Antbpasmodic 

* Librax  has  been  evaluated  as  possibly  effective 
for  this  indication  Please  see  summary  of 
prescribing  information  on  facing  page 


for  Knotts  in  the  night 

Prescribe  new  formula 

Quinamm 

(quinine  sulfate  tablets) 

each  tablet  contains  quinine  sulfate  260  mg 


0 


Specific  therapy  for 
painful  night  leg  cramps 

Merrell  Dow 


Nocturnal  recumbency  leg  muscle 
cramping  is  frequently  an  unwelcome 
bedfellow  for  many  patients — especially 
those  with  arthritis,  diabetes,  or  peripheral 
vascular  disease . . . consider  Quinamm . . . 
simple,  convenient  dosage — usually  just 
one  tablet  at  bedtime . . . can  provide  restful, 
welcome  sleep  without  night  leg  cramps. 


•Trademark  of  MERRELL-NATIONAL  LABORATORIES  Inc  . 
Cayey,  Puerto  Rico  00633 


Quinamm" 

(quinine  sulfate  tablets) 

CAUTION  Federal  law  prohibits  dispensing  without  prescription 
BRIEF  SUMMARY 

INDICATIONS  AND  USAGE 

For  the  prevention  and  treatment  of  nocturnal  recumbency  leg  muscle  cramps 

CONTRAINDICATIONS 

Quinamm  may  cause  fetal  harm  when  administered  to  a pregnant  woman 
Congenital  malformations  in  the  human  have  been  reported  with  the  use  of 
quinine,  primarily  with  large  doses  (up  to  30  g ) lor  attempted  abortion  In  about 
half  of  these  reports  the  malformation  was  deafness  related  to  auditory  nerve 
hypoplasia  Among  the  other  abnormalities  reported  were  limb  anomalies,  vis- 
ceral defects,  and  visual  changes  In  animal  tests,  teratogenic  effects  were  found 
in  rabbits  and  guinea  pigs  and  were  absent  in  mice,  rats,  dogs,  and  monkeys 
Quinamm  is  contraindicated  in  women  who  are  or  may  become  pregnant  If  this 
drug  is  used  during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking 
this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus 
Because  of  the  quinine  content.  Quinamm  is  contraindicated  in  patients  with 
known  quinine  hypersensitivity  and  in  patients  with  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  deficiency 

Since  thrombocytopenic  purpura  may  follow  the  administration  of  quinine  in 
highly  sensitive  patients,  a history  of  this  occurrence  associated  with  previous 
quinine  ingestion  contraindicates  its  further  use  Recovery  usually  occurs  fol- 
lowing withdrawal  of  the  medication  and  appropriate  therapy 
This  drug  should  not  be  used  in  patients  with  tinnitus  or  optic  neuritis  or  in 
patients  with  a history  of  blackwater  fever 
WARNINGS 

Repeated  doses  or  overdosage  of  quinine  in  some  individuals  may  precipitate  a 
cluster  of  symptoms  referred  to  as  cinchomsm  Such  symptoms,  in  the  mildest 
form,  include  ringing  in  the  ears,  headache,  nausea,  and  slightly  disturbed 
vision,  however,  when  medication  is  continued  or  after  large  single  doses, 
symptoms  also  involve  the  gastrointestinal  tract,  the  nervous  and  cardiovascular 
systems,  and  the  skin 

Hemolysis  (with  the  potential  for  hemolytic  anemia)  has  been  associated  with  a 
G-6-PD  deficiency  in  patients  taking  quinine  Quinamm  should  be  stopped 
immediately  if  evidence  of  hemolysis  appears. 

If  symptoms  occur,  drug  should  be  discontinued  and  supportive  measures 
instituted  In  case  of  overdosage,  see  OVERDOSAGE  section  of  prescribing 
information 

PRECAUTIONS 

General 

Quinamm  should  be  discontinued  if  there  is  any  evidence  of  hypersensitivity 
(See  CONTRAINDICATIONS  ) Cutaneous  flushing,  pruritus,  skin  rashes,  fever, 
gastric  distress,  dyspnea  ringing  in  the  ears,  and  visual  impairment  are  the 
usual  expressions  of  hypersensitivity,  particularly  if  only  small  doses  of  quinine 


have  been  taken  Extreme  flushing  of  the  skin  accompanied  by  intense, 
generalized  pruritus  is  the  most  common  form  Hemoglobinuria  and  asthma 
from  quinine  are  rare  types  of  idiosyncrasy 

In  patients  with  atrial  fibrillation,  the  administration  of  quinine  requires  the  same 
precautions  as  those  for  quimdme  (See  Drug  Interactions  ) 

Drug  Interactions 

Increased  plasma  levels  of  digoxin  and  digitoxm  have  been  demonstrated  in 
individuals  after  concomitant  quimdine  administration  Because  of  possible  simi- 
lar effects  from  use  of  quinine  it  is  recommended  that  plasma  levels  for  digoxin 
and  digitoxm  be  determined  for  those  individuals  taking  these  drugs  and 
Quinamm  concomitantly 

Concurrent  use  of  aluminum-containing  antacids  may  delay  or  decrease  absorp- 
tion of  quinine 

Cinchona  alkaloids,  including  quinine,  have  the  potential  to  depress  the  hepatic 
enzyme  system  that  synthesizes  the  vitamin  K-dependent  factors  The  resulting 
hypoprothrombmemic  effect  may  enhance  the  action  of  warfarin  and  other  oral 
anticoagulants 

The  effects  of  neuromuscular  blocking  agents  (particularly  pancuronium,  suc- 
cinylcholme.  and  tubocurarme)  may  be  potentiated  with  quinine  and  result  in 
respiratory  difficulties 

Urinary  alkalizers  (such  as  acetazolamide  and  sodium  bicarbonate)  may  increase 
quinine  blood  levels  with  potential  for  toxicity 
Drug  Laboratory  Interactions 

Quinine  may  produce  an  elevated  value  for  urinary  17-ketogemc  steroids  when 

the  Zimmerman  method  is  used 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

A study  of  quinine  sulfate  administered  in  drinking  water  (0  1°0)  to  rats  for 
periods  up  to  20  months  showed  no  evidence  of  neoplastic  changes 
Mutation  studies  of  quinine  (dihydrochloride)  in  male  and  female  mice  gave 
negative  results  by  the  micronucleus  test  Intraperitoneal  injections  (0  5 mM 
kg  ) were  given  twice.  24  hours  apart  Direct  Salmonella  typhimunum  tests 
were  negative,  when  mammalian  liver  hemogenate  was  added  positive  results 
were  found 

No  information  relating  to  the  effect  of  quinine  upon  fertility  in  animal  or  in  man 

has  been  found 

Pregnancy 

Category  X See  CONTRAINDICATIONS 
Nonteratoqemc  Effects 

Because  quinine  crosses  the  placenta  in  humans  the  potential  for  fetal  effects  is 
present  Stillbirths  in  mothers  taking  quinine  have  been  reported  in  which  no 
obvious  cause  for  the  fetal  deaths  was  shown  Quinine  in  toxic  amounts  has  been 
associated  with  abortion  Whether  this  action  is  always  due  to  direct  effect  on  the 
uterus  is  questionable 
Nursmo  Mothers 

Caution  should  be  exercised  when  Quinamm  is  given  to  nursing  women  because 
quinine  is  excreted  in  breast  milk  (in  small  amounts) 


ADVERSE  REACTIONS 

The  following  adverse  reactions  have  been  reported  with  Quinamm  in  therapeutic 
or  excessive  dosage  (Individual  or  multiple  symptoms  may  represent  cm- 
chomsm  or  hypersensitivity ) 

Hematologic  acute  hemolysis  thrombocytopenic  purpura  agranulocytosis, 
hypoprothrombmemia 

CNS  visual  disturbances,  including  blurred  vision  with  scotomata  photophobia 
diplopia,  diminished  visual  fields  and  disturbed  color  vision  tinnitus  deafness, 
and  vertigo,  headache,  nausea,  vomiting  fever,  apprehension,  restlessness, 
confusion  and  syncope 

Dermatologic  allergic  cutaneous  rashes  (urticarial  the  most  frequent  type  of 
allergic  reaction  papular,  or  scarlatinal)  pruritus,  flushing  of  the  skin,  sweating 
occasional  edema  of  the  face 
Respiratory  asthmatic  symptoms 
Cardiovascular  anginal  symptoms 

Gastrointestinal  nausea  and  vomiting  (may  be  CNS-related)  epigastric  pain 
DRUG  ABUSE  AND  DEPENDENCE 

Tolerance  abuse,  or  dependence  with  Quinamm  has  not  been  reported 
OVEROQSAGE 

See  prescribing  information  for  a discussion  on  symptoms  and  treatment  of 
overdose 

DOSAGE  AND  A0M8NISTRATS0N 

1 tablet  upon  retiring  If  needed.  2 tablets  may  be  taken  nightly — 1 following  the 
evening  meal  and  1 upon  retiring 

After  several  consecutive  nights  in  which  recumbency  leg  cramps  do  not  occur 
Quinamm  may  be  discontinued  in  order  to  determine  whether  continued  therapy 
is  needed 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Organic  brain  syndromes.  Joseph  P.  McEvoy,  MD.  Ameri- 
can College  of  Physicians,  Annals  of  Internal  Medicine,  vol 
95,  no  2,  1981,  pp  212-220. 

Awareness  of  the  medical  disorders  that  frequently  present 
with  neuropsychiatric  signs  and  symptoms  and  careful  atten- 
tion to  a basic  medical  evaluation  in  every  “psychiatric'’  pa- 
tient will  obviate  referral  of  such  patients  to  mental  health 
facilities  where  their  medical  problems  are  less  likely  to  be 
properly  diagnosed  and  treated.  These  disorders  can  be  or- 
ganized according  to  the  predominant  area  of  psychopathol- 
ogy (delirium,  dementia,  organic  amnestic,  delusional, 
hallucinatory,  affective,  and  personality  syndromes). 


Immunosuppression  and  chemotherapeutic  agents. 

Zaezeung  Kim,  MD.  American  College  of  Allergists,  Annals 
of  Allergy,  vol  47,  no  2,  August  1981 , pp  79-83. 

There  are  numerous  immunosuppressive  agents  which  can 
be  divided  into  two  major  categories,  specific  and  nonspecific 
immunosuppressants  including  cytotoxic  agents  derived 
from  cancer  chemotherapeutics.  Whenever  chemotherapeu- 
tic agents  which  cause  unintentional  immunosuppression  are 
indicated  in  malignancy,  combination  treatment  with  immu- 
notherapy (immunostimulation)  is  encouraged. 

Post-traumatic  kyphosis.  A review  of  forty-eight  sur- 
gically treated  patients.  Barry  W.  Malcolm,  MD;  David  S. 
Bradford,  MD;  Robert  B.  Winter,  MD;  and  Shelly  N.  Chou, 

MD.  The  Journal  of  Bone  and  Joint  Surgery,  Inc,  The  Journal 
of  Bone  and  Joint  Surgery,  vol  63-A,  no  6,  July  1 981 , pp 
891-899. 

The  authors  reviewed  the  cases  of  48  patients  who  were 
treated  surgically  for  symptomatic  post-traumatic  kyphosis  of 
the  thoracic  or  lumbar  spine  six  months  or  longer  after  the 
initial  injury.  Presenting  signs  and  symptoms  included  pain  in 
94%,  progression  of  kyphosis  in  46%,  instability  in  36%,  and 
increasing  neural  deficit  in  27%.  Twenty-four  patients  had 
had  a prior  laminectomy.  Posterior  fusion  (16  patients)  and 
combined  anterior  and  posterior  fusion  (20  patients)  always 
resulted  in  primary  fusion.  Anterior  fusion  alone  was  at- 
tempted in  12  patients,  but  failed  in  six.  The  average  final 
correction  of  the  deformity  was  26%.  Pain  was  reduced  sig- 
nificantly in  31  % of  the  patients  and  was  relieved  completely 


in  67%.  Fourteen  of  the  48  patients  also  had  an  anterior  de- 
compression, of  whom  five  were  neurologically  improved, 
four  were  unchanged  or  stabilized,  and  four  were  imme- 
diately worse  after  operation.  One  patient  was  neurologi- 
cally stable  for  23  months  postoperatively  but  then  dete- 
riorated again.  No  patients  were  neurologically  improved 
following  posterolateral  decompression  or  repeat  exploratory 
laminectomy. 

Graves’  ophthalmopathy.  A clinical  and  immunologic  re- 
view. Robert  C.  Sergott,  MD,  and  Joel  S.  Glaser,  MD.  Survey 
of  Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  26,  no 
1 , July- August  1 981 , pp  1 -21 . 

Graves’  thyroid  disease  and  the  orbitopathy  which  often  ac- 
companies it  have  puzzled  physicians  and  scientists  for  more 
than  1 50  years.  Although  certain  histopathological  features 
have  been  documented,  it  is  not  known  what  mechanisms 
are  responsible  for  the  systemic  and/or  ocular  disorders.  The 
ocular  condition  characteristic  of  Graves’  disease  may  exist 
in  the  absence  of  clinical  or  biochemical  evidence  of  thyroid 
dysfunction,  and  when  the  systemic  and  ocular  conditions 
exist  together,  they  may  follow  completely  different  clinical 
courses.  Because  the  relationship  between  the  thyroid  disor- 
der and  the  orbitopathy  is  not  established,  the  authors  refer 
not  to  “thyroid  ophthalmopathy,”  but  to  “Graves’  ophthalmo- 
pathy.” In  this  review,  histopathological  features  of  Graves’ 
ophthalmopathy  are  reviewed.  The  differential  diagnosis  of 
the  ophthalmopathy  and  approaches  to  its  evaluation  are  dis- 
cussed, notably  the  T-4  radioimmunoassay,  T-3  resin  uptake, 
and  TSH  tests,  as  well  as  CT  scanning  and  ultrasonography. 
The  characteristics  of  classes  0-6  ophthalmopathy  are  out- 
lined and  the  management  of  cases  in  each  class  is  consid- 
ered. The  possible  immunological  basis  for  Graves’ 
ophthalmopathy  is  also  reviewed. 
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m many  faces  of  physicians 


TAKING  ON  THE  ENGLISH  CANALS 

Editor's  Note:  Texas  physicians,  almost  everyone  would 
agree,  are  a special  breed.  They  work  hard  at  doctoring— 
but  they  also  have  many  other  interests,  hobbies,  and  skills. 
In  this  series,  Texas  Medicine  highlights  the  many  faces  of 
Texas  physicians.  If  you  or  a colleague  have  a special  hobby 
or  interest  “outside"  medicine,  let  us  hear  from  you.  In  this 
issue,  we  visit  a physician  who  toured  one  part  of  England 
on  a barge  through  the  extensive  canal  system. 


They  boarded  the  “Sunquest”  at  Stintson's  and  navigated 
their  way  toward  Stone.  Representing  five  states — Texas, 
New  York,  New  Jersey,  North  Carolina,  and  Georgia — they 
were  four  national  girl  scout  executives  and  one  physician 
exploring  the  English  canals  by  barge.  Maneuvering  under 
bridges,  manually  opening  and  closing  locks,  they  mean- 
dered through  pastoral  countryside,  behind  light  industry, 
and  within  one  week,  floated  back  to  Stintson's  Marina  near 
Derby. 

That  one  physician  in  the  group  just  happened  to  be  TMA’s 
President-Elect,  Ruth  M.  Bain,  MD. 

“I  don't  know  if  such  a trip  would  appeal  to  most  Ameri- 
cans,” Dr  Bain  commented.  “It’s  not  very  fast.  In  fact,  one  of 
the  rules  is  don’t  make  waves.’” 

If  you  can  live  in  a trailer,  you  can  live  on  a barge,  she 
maintains,  speaking  of  her  vacation  to  England.  Last  July,  the 
Austin  family  physician  spent  one  week  of  her  two-week  va- 
cation through  Scotland  and  England  motoring  through  the 
English  canals  on  a 7 by  50  foot  barge.  “There’s  a whole 
system  of  canals  there  which  go  on  almost  indefinitely,”  she 
reported. 

Dr  Ruth  Bain  (extreme  right)  traveled  to  Stone  via  the  English  canals  this  past 
summer 


At  one  time,  barges  transported  cargo  through  the  English 
waterways.  But  trucking  and  railroads  have  replaced  that 
mode  of  transport.  Today,  vacationing  English  people  and 
tourists  meander  along  these  older  watercourses.  Dr  Bain 
reports  that  boating  enthusiasts  and  environmentalists  now 
are  working  to  repair  and  reopen  sections  of  the  canal 
system. 

The  “Sunquest”  easily  accommodated  its  five  passengers. 
There  were  small  sitting  decks  both  fore  and  aft  and  two  cab- 
ins with  bunk  beds.  The  fore  cabin  was  a combination  sleep- 
ing and  dining  area.  In  between  was  the  galley,  a shower,  a 
lavatory  and  commode,  all  connected  by  an  1 8-inch-wide 
passageway. 

The  diesel-fueled  barge  was  guided  by  a tiller  fixed  at  the 
boat’s  stern.  One  might  think  that  tillering  a 50-foot  long  boat 
through  a narrow  20-foot  wide  canal  would  be  simple.  Not  so, 
says  Dr  Bain.  The  English  canals  are  checkered  with 
bridges — footbridges,  highway  bridges,  and  railroad  bridges. 
“It  is  a bit  of  a challenge  to  pilot  the  barge  through  the  narrow 
opening  under  a bridge  on  a curve  in  the  canal,”  she 
laughed. 

Oncoming  traffic  sometimes  compounded  this  problem.  “If 
you  steered  too  far  over  to  one  side,  you  were  apt  to  run 
aground.”  That's  when  the  poles  laying  on  top  of  the  cabin 
were  put  to  use. 

Passing  through  the  extensive  lock  system  provided  yet 
another  challenge  to  the  five  skippers.  Traveling  from  Stint- 
son’s  Marina  to  Stone  was  an  uphill  journey  made  possible 
by  a series  of  step-like  locks.  These  raised  the  water  level  at 
various  points  along  the  35-mile  trek.  “On  the  way  to  Stone,” 
she  recalled,  “we  were  raising  the  level  of  water  in  the  canal. 
When  following  the  same  route  back  to  Stintson’s,  we  were 
lowering  the  water  level.” 

It  usually  took  1 0 to  1 5 minutes  to  pass  through  a lock.  This 
depended  somewhat  on  the  depth  of  the  lock  which  varied 
from  6 to  1 0 feet.  It  also  depended  on  whether  or  not  another 
barge  was  coming  into  the  lock  from  the  opposite  direction. 
“Some  of  the  lock  gates  were  hard  to  push,"  Dr  Bain  admit- 
ted. “We  carried  our  own  tool  to  open  and  close  the  valves, 
and  our  own  womanpower  to  open  the  gates.  We  were  lucky 
the  first  day  out.  There  was  a boat  behind  us  with  two  teen- 
age boys  who  were  eager  to  climb  up  the  canal  bank  and 
push  the  lock  gates  open  and  shut.”  But  before  the  week  was 
out,  the  five  skippers  had  plenty  of  experience  in  managing 
the  locks. 

Not  all  of  the  week’s  tour  involved  the  mechanical  workings 
of  the  lock  system.  “We  set  out  on  the  trip  with  four  objec- 
tives,” she  said.  "We  wanted  to  visit  Shugburrough,  a royalty 
mansion  within  walking  distance  of  the  canal,  dine  at  the 
Farmhouse  Restaurant,  visit  the  Wedgewood  Factory  near 
Stone,  and  explore  the  villages  and  pubs  along  the  way.” 

Swimming  was  not  on  the  agenda.  Dr  Bain  observed,  “The 
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canal  water  looked  like  chocolate."  This  was  partly  because 
the  canals  are  not  deep  and  the  barges  stir  up  the  mud. 
"There  was  no  obvious  industrial  pollution  and  very  little  litter, 
such  as  paper  and  empty  cans  floating  on  the  water.  How- 
ever we  did  see  an  occasional  rat." 

Many  evenings,  people  fished  along  the  canal.  “They  said 
they  didn’t  eat  what  they  caught;  it  was  just  a pleasant  way  to 
pass  time.” 

"Every  night  we  tied  up  the  barge  near  a village  and  went 
in  to  explore,  eat  at  a pub,  or  just  have  a brew  and  relax.  Pub 
food  was  quite  good,  and  on  a few  occasions  we  visited  with 
the  local  people.  One  night  we  even  joined  in  a dart  game.” 

One  week  was  long  enough  on  the  barge  for  Dr  Bain.  “I’m 
not  sure  if  I’d  do  it  again,  but  it  was  fun.  I was  really  glad  to  get 
off  the  barge  to  a comfortable  car  and  a comfortable  place  to 
sleep.”  However,  she  feels  such  a trip  would  appeal  to  those 
who  enjoy  camping.  She  said,  “I  know  a lot  of  doctors  with 
families  who  camp  and  hike.  And  with  a few  teenagers  along 
to  help  push  the  lock  gates,  it  would  be  a fine  trip." 

And  economical  too.  To  rent  a barge  to  accommodate  six 
people  for  one  week  was  approximately  $600. 

Having  spent  a week  with  four  national  girl  scout  execu- 
tives, will  Dr  Bain  renounce  her  profession  for  a green  uni- 
form? No  way,  she  said.  “I  found  out  girl  scouts  are  as  bad  as 
doctors  . . . they  talk  shop  all  the  time  too.” 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 


To  go  uphill  in  a canal  entails  passing  through  locks.  These  three  pictures 
show  the  Sunquest  inside  of  a lock.  The  water  rushed  in  raising  the  boat  to  the 
next  level  of  the  canal. 
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Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  management,  Tax  reduction,  Estate  & Investment 
planning  program. 


Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through’ American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
every  two  or  three  years  if  desirable. 


American  "Medi-Lease"  Automobile  Plan  - 


LEASE  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs.  

TERMS  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 
280  ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4 wheel  drive  vehicles.  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  Investment  Tax  Credit  may  be  passed  to  each  lessee  through  "American  'Medi-Lease'  Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  1 5th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE:  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  American  "Medi-Lease"  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 

TURN  OVER:  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn  over"  to  another  new  vehicle  approxi- 
mately  every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 
Management. 


Based  on  current  1981  prices  and  availability, 
power  assets. 


EXAMPLE  LEASE  RATES 

Most  are  luxury  equipped  to  include  AM-FM  stereo  radios,  air  conditioning  and 


Volkswagen,  Rabbit 
Honda  Accord  4 dr. 
Toyota,  Celica  GT  Coe. 
Cutlass/Regal 
R iviera 
BMW-320i 


196.00  per  month 
227.44  per  month 
217.14  per  month 

228.00  per  month 

377.00  per  month 

341.00  per  month 


Datsun  280-Z  X 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  S L 


320.10  per  month 

398.00  per  month 

435.00  per  month 
424.61  per  month 
458.29  per  month 
797.72  per  month 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make 
model,  color  and  equipment)  and  we'll  find  and  deliver  it  to  you.  at  your  office  or  ours,  or  to  your  residence  at  your  request! 


104  North  Expressway  83 
Brownsville,  Texas  78520 
(512)  541-3565 
1-800-292-7703 


VMCCWI 


//*></{  ^ 


Regional  Office 
6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-442-6005 


520  N.  Belt 
Suite  375 

Houston,  Texas  77060 
1 -800-442-6067 
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WHAT  IS  FINANCIAL  MANAGEMENT  ? 

Reaching  your  practice  and  financial  goals  requires  a systematic  approach  that  coordinates  each  aspect  of  manage- 
ment and  financial  techniques  into  a total  plan  of  action.  Goal  oriented  planning  is  American  "Medi-Group"  Management's 
response  to  your  need  for  a comprehensive  planning  process.  Financial  Management  is  an  intelligent  course  of  action  for  the 
physician  who  recognizes  that  he  and  his  family  are  at  least  as  important  as  his  practice. 

There  are  two  basic  underlying  principles  of  sound  financial  planning: 

• • Creating  new  capital. 

• • Developing  and  preserving  existing  capital. 

Because  of  the  simplicity  of  these  principles,  it  is  sometimes  assumed  that  money  management  itself  is  simple.  This 
is  not  true.  There  are  too  many  considerations  to  permit  an  over-simplified  approach. 

The  complexities  of  financial  management  are: 

• Risk  of  practice  reverses. 

• Funding  of  business  agreements. 

• Retirement  plan  design  and  administration. 

• Cash  flow  management. 

• Risk  management. 

• Income  tax  reduction. 

• Estate  planning. 

• Investment  planning. 

The  key  to  successful  financial  management  is  the  balance  of  risk  and  reward.  In  1748,  Benjamin  Franklin  wrote, 
"Money  is  of  a prolific  generating  nature.  Money  can  beget  money,  and  its  off -spring  can  beget  more.” 

Each  of  the  components  of  financial  management  should  be  carefully  reviewed  and  a timetable  for  action  developed. 
A financial  plan  has  no  value  unless  it  is  implemented.  Financial  management  at  Americen  Medi-Group  Management  is  com- 
prehensive and  objective.  We  derive  no  commission  income,  but  are  compensated  on  a fee  only  basis.  Each  plan  written  by 
our  staff  of  practice  consultants,  financial  planners,  Certified  Public  Accountants  and  Attorneys  is  custom  designed  for  the 
client's  unique  set  of  circumstances. 

For  information  on  Practice  and  Personal  Financial  Management,  call  for  a no  obligation  conference. 


James  S.  Childress,  President 
Brenda  Robertson,  Executive  Secretary 
Jeff  Baldwin,  Vice  President 
W.  Bo  Stempel,  Vice  President 


2997  LBJ  Freeway  Dallas,  Texas  75234 
(214)  620-8473 


"Predicated  to  Qdbervice  for  the  Odefedieal  Profession 
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REGULATING  THE  REGULATORS: 

THE  SUPREME  COURT’S  TURN 

The  public  expects  both  the  practice  and  surveillance  of 
medicine  to  adhere  strictly  to  the  highest  standards.  It  has 
every  right  to  expect  no  less.  However,  legal  restraints 
placed  on  state  regulatory  agencies  and  professional  asso- 
ciations, and  actions  by  such  agencies  as  the  Federal  Trade 
Commission,  have  resulted  in  even  more  hurdles  along  the 
path  of  those  who  seek  to  enhance  practice  patterns  and 
medical  self-regulation.  An  update  on  the  latest  in  the  seven- 
year  story  of  the  AM  As  battle  with  the  FTC  follows. 


A recent  article  in  US  News  and  World  Report  (Aug  1 7, 

1 981 ) titled  “Medicine  and  Profits — Unhealthy  Mixture?"  dis- 
cusses new  medical  technologies,  opportunities,  and  costs 
involved  in  modern  medicine.  Questions  are  raised  about  the 
relationship  a physician  may  have  with  a hospital  or  clinic 
which  provides  treatments  ordered  by  the  physician.  The  ar- 
ticle maintains  that  physicians  should  not  profit  from  ordering 
more  tests  or  procedures,  but  should  so  order  only  when 
medically  indicated.1 

Years  ago,  ethical  rules  forbade  physicians  from  owning 
laboratories  or  profiting  from  prescribing  medication  or  treat- 
ment. Recently,  these  rules  have  been  modified  because  of 
changing  legal  requirements.  Such  requirements  now  make 
it  virtually  impossible  to  prohibit  advertising,  contract  prac- 
tice, and  other  once-accepted  “givens,"  on  a “per  se"  basis. 
Thus,  the  physician  who  advertises  in  an  other-than-tradi- 
tionally  accepted  manner  is  not  necessarily  subject  to  cen- 
sorship. Proof  now  must  be  developed  in  a setting  of  “due 
process”  and  “fairness”  in  each  instance  before  censorship 
can  be  imposed. 

Because  the  American  physician  stands  at  the  center  of 
services,  tests,  and  treatment  facilities,  and  because  his  or 
her  decisions  impact  on  the  biggest  third  party  payor  of  all, 
the  federal  government,  one  should  expect  federal  examina- 
tion of  the  self-regulatory  standards  of  the  profession  that 
holds  the  key  to  calling  in  government  promises  for  medical 
care.  Since  Dec  1 9,  1 975,  the  most  persistent  federal  agency 
in  this  effort  has  been  the  Federal  Trade  Commission:’ 

Enter  the  FTC 

Since  Dec  19,  1975,  the  American  Medical  Association  has 
been  battling  the  FTC  over  AMA  ethical  positions  and  the 
profession’s  right  to  establish  standards  of  self-regulation. 
Extensive  investigation  by  the  FTC  took  place  in  1 976  and 

1977.  One  administrative  trial  before  an  FTC  administrative 
law  judge  extended  from  September  1977  through  May 

1978.  Following  an  initial  decision  of  the  administrative  judge 
which  the  AMA  appealed,  the  FTC  held  on  Oct  12, 1978,  that 


the  AMA  be  prohibited  from: 

Involving  itself  in  any  way  in  the  advertising  practices  of 
physicians  unless  those  practices  “would  be  false  or  de- 
ceptive within  the  meaning  of  Section  5 of  the  Federal 
Trade  Commission  Act”  (Order,  Part  I);  and 

Involving  itself  in  any  way  in  the  consideration  pro- 
vided to  physicians  for  their  services — regardless  of 
how  contrary  to  the  public  interest  such  consideration 
might  be,  eg,  fee  gouging  and  secret  fee  splitting  ar- 
rangements (Order,  Part  IIA). 

If  not  overturned,  this  order  will  have  a substantial  adverse 
effect  on  the  Texas  Medical  Association  and  its  chartered 
county  medical  societies  by  requiring  the  AMA  to  “disaffili- 
ate” any  association  that  does  not  voluntarily  agree  to  its 
substantive  terms. 

The  FTC’s  order  was  upheld  with  modification  on  Oct  7, 

1 980,  by  the  United  States  Court  of  Appeals  for  the  Second 
Circuit.  The  court  approved  the  FTC’s  statement  that  the 
AMA’s  admonition  against  self-laudatory  claims  that  “imply 
skills  superior  to  those  of  other  physicians  with  like  training 
and  experience”  was  overly  broad  because  it  banned  self- 
laudatory  advertisement  that  was  “fully  accurate.” 

The  Court  of  Appeals  modified  the  FTC  order  to  permit 
peer  review  of  excessive  fees,  and  to  allow  the  AMA  to  cau- 
tion against  advertising  practices  that  it  believes  to  be  false 
or  deceptive  within  the  meaning  of  § 5 of  the  FTC  act. 

Supreme  Court  to  hear  case 

The  AMA’s  motion  for  rehearing  was  denied,  however  a peti- 
tion for  certiorari  seeking  review  by  the  Supreme  Court  was 
granted  on  June  22, 1 981 . On  Sept  4,  1 981 , the  AMA’s  appel- 
late brief  was  filed.3 

In  the  appellate  brief,  the  AMA  petitioned  the  Supreme 
Court  to  decide  whether  or  not  the  FTC  has  jurisdiction  over 
the  professions,  an  issue  the  AMA  has  kept  alive  throughout 
these  proceedings.  Should  the  Supreme  Court  find  that  the 
FTC  has  jurisdiction  over  the  AMA,  then  the  merits  of  the 
case  will  be  considered.  At  stake  are  ethical  standards,  trace- 
able to  the  time  of  Hippocrates,  that  are  designed  to  assure 
that  physicians  will  provide  the  highest  quality  of  care  in  their 
patients’  interest  and  will  not  exploit  or  deceive  patients.  A 
decision  by  the  Supreme  Court  is  not  anticipated  until 
mid-1982,  almost  seven  years  after  the  initial  FTC  complaint 
was  filed. 

The  AMA  will  argue  that  ethical  guidelines  help  the  trust 
relationship  on  which  effective  medical  care  depends.  As  a 
professional,  a physician  has  a responsibility  not  only  to  treat 
patients,  but  to  turn  patients  away  when  treatment  would  be 
inappropriate.  Deceptive  practices  designed  to  produce  a 
large  flow  of  patients,  without  regard  for  the  advisability  of 
treatment,  are  inconsistent  with  this  responsibility.  If  decep- 
tive practices  become  an  accepted  part  of  physician  adver- 
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tising,  the  public  will  cease  to  regard  physicians  as  pro- 
fessionals worthy  of  trust.  Since  medical  diagnosis  often 
requires  the  patient  to  trust  the  physician  sufficiently  to  con- 
fide highly  personal  information,  a lack  of  trust  could  result  in 
missed  diagnoses  and  unwarranted  patient  injury.  Even  with 
a correct  diagnosis,  the  patient  who  does  not  trust  his  physi- 
cian may  not  undergo  needed  treatment  which  could  be 
lengthy,  painful,  dangerous,  and  expensive,  but  which  offers 
the  best  chance  of  cure  or  relief.  This  adverse  impact  on 
medical  practice  is  why  the  AMA  had  no  choice  but  to  fight 
the  FTC's  intrusion  into  its  responsible  efforts  of  self-disci- 
pline by  setting  ethical  standards. 

Historical  restrictions 

Nearly  50  years  ago,  the  US  Supreme  Court  stated: 

The  Community  is  concerned  with  the  maintenance  of 
professional  standards  which  will  insure  not  only  compe- 
tency in  individual  practitioners,  but  protection  against 
those  who  would  prey  upon  a public  peculiarly  suscepti- 
ble to  imposition  through  alluring  promises  of  physical 
relief.4 

At  issue  were  ethical  standards  designed  to  combat  decep- 
tion. For  years,  any  professional  advertising  other  than 
“tombstone"  type  announcements  has  been  considered  mis- 
leading because  it  could  not  convey  the  quality  of  services 
performed  by  the  advertiser,  and  because  patients  were  not 
adequately  equipped  to  evaluate  medical  claims.5  Thus,  it 
is  not  surprising  that  as  recently  as  1 975,  many  statutes 
banned  or  placed  severe  restrictions  on  advertising  by  physi- 
cians. Numerous  Supreme  Court  decisions  supported  these 
restrictions.6  Texas  statutes  in  1 975  and  today  place  certain 
restrictions  on  physician  advertising.7  Most  of  these  restric- 
tions are  still  in  Texas  law.8 

Changing  times 

During  the  mid-1970s,  however,  certain  forms  of  advertising 
by  professionals  came  to  be  viewed  as  a means  for  distribut- 
ing important  information.  The  "consumer”  movement  was 
well  established.  The  public’s  perception  of  its  need  and  right 
to  information  about  the  products  and  services  it  purchased 
dictated  the  changes  which  took  place.  The  Freedom  of  In- 
formation Act  exemplifies  this  perception  by  requiring  dis- 
closure of  certain  government  documents  previously  kept 
secret.  The  Federal  Election  Commission  was  created  to  en- 
force campaign  reporting  laws  designed  to  require  public  air- 
ing of  campaign  contributions.  “Nader's  Raiders,"  “Common 
Cause,”  and  other  groups  spurred  by  “Watergate,”  placed 
the  “right  to  know”  as  a top  objective.  It  is  not  surprising  in  the 
course  of  all  this  activity  that  the  traditional  advertising  cus- 
toms of  medicine  and  other  professions,  which  had  limited 
information  flow  to  the  people  served,  were  prime  for  chal- 
lenge. All  institutions  were  subject  to  suspicion.  And,  with  the 


Volume  77  November  1981 


f 


I 

vi 


f \ 

7 *■ 


J n 

* 

ft 


fy  i 


m - 


A 


, 


•Data  on  file  Parke-Davis  Marketing  Research  Dept. 
••Based  on  total  prescriptions  filled  for  hemorrhoidal 
preparations  during  the  first  three  quarters  of  1980. 

The  National  Prescription  Audit.  IMS  America  Ltd., 
September  1980. 

PD-400-JA-0146-P-1  (1-81) 


TUCKS®  Pr^Moistened  Hemorrtioidal/Vaginal  Pads 
Hemorrhoids  and  other  anorectal  uses-TUCKS  extra-soft  cloth  pads 
allow  for  the  gentlest  possible  application  to  tender,  inflamed,  hemor- 
rhoidal tissue,  TUCKS  are  effective  cleansing  pads  for  everyday  personal 
hygiene.  Used  on  outer  rectal  areas,  they  remove  residue  that  can  bring 
on  more  irritation.  Pads  are  premoistened  with  50%  witchhazel.  10% 
glycerin  USP  and  de-iomzed  purified  water  USP  which  acts  as  a cooling, 
soothing  lotion  to  help  comfort  sensitive  anorectal  tissue. 

Vaginal  Uses-Comforting  as  an  adjunct  In  postoperative  care  after 
episiotomies  and  other  vaginal  surgery  or  when  relief  from  vaginal 
itching,  burning  or  irritation  is  required. 

ANUSOL-HC®  SUPPOSITORIES 

Hemorrhoidal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC®  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

Caution:  Federal  law  prohibits  dispensing  without 

prescription. 

Description:  Each  Anusol-HC  Suppository  contains  hydrocortisone  ace- 
tate, 10.0  mg:  bismuth  subgallate.  225%:  bismuth  resorcin  compound. 

I. 75%:  benzyl  benzoate.  12%:  Peruvian  balsam.  1.8%:  zinc  oxide. 

II. 0%;  also  contains  the  following  inactive  ingredients:  dibasic  calcium 
phosphate,  and  certified  coloring  in  a hydrogenated  vegetable  oil  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocortisone  acetate.  5.0 
mg:  bismuth  subgallate.  225  mg:  bismuth  resorcin  compound.  175  mg: 
benzyl  benzoate.  12.0  mg:  Peruvian  balsam,  18.0  mg;  zinc  oxide.  110.0 
mg;  also  contains  the  following  inactive  ingredients:  propylene  glycol, 
propylparaben,  methylparaben.  polysorbate  60  and  sorbitan  monostear 
ate  in  a water-miscible  base  of  mineral  oil.  glyceryl  stearate  and  water. 

Anusol-HC  Suppositories  and  Anusol-HC  Cream  help  to  relieve  pain, 
itching  and  discomfort  arising  from  irritated  anorectal  tissues.  These 
preparations  have  a soothing,  lubricant  action  on  mucous  Inembranes. 
and  the  antiinflammatory  action  of  hydrocortisone  acetate  in  Anusol-HC 
helps  to  reduce  hyperemia  and  swelling. 

The  hydrocortisone  acetate  in  Anusol-HC  is  primarily  effective  because 
of  its  antiinflammatory,  antipruritic  and  vasoconstrictive  actions. 
Indications  and  Usage:  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
are  adjunctive  therapy  for  the  symptomatic  relief  of  pain,  itching  and 
discomfort  in:  external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis.  anal  fissures,  incomplete  fistulas,  pruritus  ani  and  relief  of  local 
pain  and  discomfort  following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is  present  After 
acute  symptoms  subside,  most  patients  can  be  maintained  on  regular 
Anusol®  Suppositories  or  Ointment 

Contraindications:  Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the  preparations. 

Warnings:  The  safe  use  of  topical  steroids  during  pregnancy 
has  not  been  fully  established.  Therefore,  during  pregnancy,  they  should 
not  be  used  unnecessarily  on  extensive  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  General:  Symptomatic  relief  should  not  delay  definitive 
diagnoses  or  treatment 

Prolonged  or  excessive  use  of  corticosteroids  might  produce  systemic 
effects. 

If  irritation  develops.  Anusol-HC  Suppositories  and  Anusol-HC  Cream 
should  be  discontinued  and  appropriate  therapy  instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate  antifungal  or 
antibacterial  agent  should  be  instituted.  If  a favorable  response  does  not 
occur  promptly,  the  corticosteroid  should  be  discontinued  until  the 
infection  has  been  adequately  controlled. 

Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 

Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid  hydrocortisone 
acetate  in  children  and  infants. 

Dosage  and  Administration:  Anusol-HC  Suppositories- 
Adults:  Remove  foil  wrapper  and  insert  suppository  into  the  anus.  Insert 
one  suppository  in  the  morning  and  one  at  bedtime  for  3 to  6 days  or 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Suppositories. 

Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying  of  the  anal 
area,  remove  tube  cap  and  apply  to  the  exterior  surface  and  gently  rub 
in.  For  internal  use.  attach  the  plastic  applicator  and  insert  into  the  anus 
by  applying  gentle  continuous  pressure.  Then  squeeze  the  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day  for  3 to  6 days 
until  inflammation  subsides.  Then  maintain  comfort  with  regular  Anusol 
Ointment 

NOTE:  If  staining  from  either  of  the  above  products  occurs,  the  stain 
may  be  removed  from  fabric  by  hand  or  machine  washing  with 
household  detergent 

How  Supplied:  Anusol-HC  Suppositories-boxes  of  12 
(N  0071-1089-07)  and  boxes  of  24  (N  0071-1089-13)  in  silver  foil 
strips  with  Anusol-HC  printed  In  black. 

Anusol-HC  Cream-one-ounce  tube  (N  0071  3090-13)  with  plastic 
applicator 

Store  between  S9  -86T  (1S°-30T). 
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1 975  Goldfarb9  decision  opening  the  door  for  the  application 
of  the  antitrust  laws  to  the  professions,  it  was  not  long  before 
the  FTC  walked  in. 

A responsible  response 

Anticipating  these  developments,  the  AMA  acted  promptly.  In 
the  fall  of  1 975,  before  the  FTC  complaint  in  this  action  was 
instituted,  the  Association  reviewed  its  ethical  pronounce- 
ments. On  April  9,  1976,  the  AMA  issued  a comprehensive 
new  statement  on  advertising  and  solicitation  by  physicians. 
This  statement  declared  that  disseminating  nondeceptive  in- 
formation, including  fee  information  which  will  help  patients 
make  informed  choices  among  physicians,  is  ethical.  It  also 
stated  that  certain  narrowly  defined  promotional  practices 
with  the  potential  to  mislead  are  unethical.  The  review  pro- 
cess continued  in  1 977  when  the  AMA  issued  a new  edition 
of  the  Opinions  and  Reports  of  the  Judicial  Council. 

The  FTC  was  neither  interested  nor  satisfied  with  the 
AMA's  foresight  to  initiate  voluntary  compliance  with  chang- 
ing law.  The  commission  was  determined  to  adjudicate  the 
validity  of  obsolete,  pre-Goldfarb  statements  which  the  Asso- 
ciation had  no  interest  in  defending  and  had  repeatedly 
disavowed. 

In  the  process  . . . (the  FTC)  brushed  aside  the  AMA’s 
post-Goldfarb  positions,  entered  a sweeping  order 
against  the  Association,  and  disdainfully  disapproved 
the  1976  statement  on  physician  advertising  although 
that  statement  had  been  quoted  by  . . . (the  Supreme) 
Court  in  Bates  . . ,10 

In  the  supposed  interest  of  opening  up  the  free  flow  of  infor- 
mation to  patients,  the  FTC  had  refused  to  respect  the  AMA’s 
efforts  to  comply  with  the  law,  while  fulfilling  its  obligation  in 
aiding  responsible  professional  self-regulation.  The  valuable 
speech  which  the  profession  asserted  in  its  ethical  guidelines 
was  trampled  upon  in  the  name  of  protecting  the  free  speech 
of  others. 

The  FTC  did  not  show  the  “competitive  effect”  of  the 
AMA’s  statements  on  advertising  or  on  contract  practice  in 

1976  and  1977,  even  though  the  Supreme  Court's  National 
Society  of  Professional  Engineers  vs  US  1 978  decision  re- 
quired such  consideration  by  courts  hearing  antitrust  cases.11 

The  FTC  also  faulted  a 1977  AMA  Judicial  Council  state- 
ment which  was  intended  to  make  sure  patients  are  not  mis- 
led into  believing  that  famous  physicians  with  limited  ties  to 
the  advertiser  would  be  routinely  available.  The  AMA  main- 
tained: “HMO  or  prepaid  health  care  plan  advertising  may 
not  identify  any  particular  physician  unless  the  entire  roster 
of  physicians  is  disclosed.”12  The  FTC  gave  no  credit  to  the 
fact  that  the  AMA  position  was  based  on  a federal  policy 
which  prohibits  identifying  individual  physicians  in  HMO 
advertising.13 

Concerning  contract  practice,  the  AMA  concluded  that 
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physicians  may  contract  with  HMOs  or  other  prepaid  health 
plans,  but  that  physicians  should  not  be  subject  to  lay  inter- 
ference on  professional  matters.  Physicians’  primary  respon- 
sibility should  be  to  the  patients  they  serve. 

Valuable  free  speech 

An  ethical  guideline  that  distinguishes  deceptive  from  non- 
deceptive  advertising  is  extremely  valuable  speech.  It  affords 
responsible  advertisers  norms  against  which  to  judge  their 
promotional  practices,  helps  protect  the  public  from  the  un- 
scrupulous, and  gives  guidance  to  courts,  legislatures,  and 
regulatory  officials. 

It  is  ideological  speech  which  lies  at  the  heart  of  the  First 
Amendment  protection.  The  FTC's  condemnation  of  these 
AMA  ethical  statements  has  been  based  on  its  dislike  of 
medicine's  positions.  This  sort  of  government  condemnation 
of  speech  is  repugnant  to  the  First  Amendment  and  cannot 
be  condoned  in  a free  society. 

Renewal  of  reason  and  responsible  action 

A favorable  decision  by  the  Supreme  Court  in  1 982  will  go  a 
long  way  toward  spurring  the  federal  government  to  return  to 
more  reasonable  and  appropriate  government  regulation. 
More  importantly,  it  will  renew  efforts  of  responsible  self-reg- 
ulation and  other  socially  desirable  peer  review  activities 
which  benefit  the  poor,  the  unsophisticated,  and  all  who  be- 
lieve that  the  public  should  have  better  odds  than  now  are 
available  in  a “buyer  beware”  medical  marketplace.14 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 

REFERENCES 

1 . See  Lowrie  EG,  Hampers  CL:  The  success  of  Medicare's  end-stage 
renal-disease  program  for  a contrary  view.  The  New  England  Journal  of  Medi- 
cine, Aug  20,  1981 , pp  434-438. 

2.  Other  federal  agencies  joining  the  FTC  in  investigating  the  AMA,  state 
societies,  and  the  profession  have  included  the  Federal  Election  Commission, 
Department  of  Justice,  Post  Office,  Internal  Revenue  Service,  and  others. 

3.  Case  No  80-1690. 

4.  Sember  vs  Board  of  Dental  Examiners,  294  US  608,  612  (1935). 

5.  See  Bates  vs  State  Bar  of  Arizona,  433  US  350,  391  (1977)  (Powell  J 
dissenting). 

6.  See,  eg,  William  vs  Lee  Optical  Co,  348  US  483,  490-491  (1955);  and 
Davis  vs  State,  1 86  Md  385,  37  A 2d  880,  885-886  (1944). 

7.  Tex  Rev  Civ  Stat,  art  4505(6)  and  (7)  and  art  4505(a)  (Vernon  1 976). 

8.  See  Texas  Medical  Practice  Act  (1981),  § 3.08(6)  and  (7),  and  § 3.07(c). 

9.  Goldfarb  vs  Virginia  State  Bar,  421  US  773  (1975).  This  decision  ap- 
plied the  antitrust  laws  to  the  legal  profession  in  a case  challenging  fee  sched- 
ules for  attorneys 

10.  See  AMA  vs  FTC  Brief  for  petitioners  before  the  US  Supreme  Court; 
see  also  Bates,  fn  5 at  369-370,  n 20 

11.  435  US  679,  690(1978). 

12.  Judicial  Counsel  Opinions  and  Reports  (AMA)  § 6.01  (1977). 

13.  See  42  USC  § 300e-10(b). 

14.  For  previous  Medicine  and  the  Law  articles  on  this  topic,  see  1 Physi- 
cians— Between  a Rock  and  a Hard  Place,"  Texas  Medicine,  April  1980, 

pp  65-67;  "Regulating  the  Regulators — Not  So  Fast  FTC,"  Texas  Medicine, 
May  1980,  pp  72-75;  and  "Medicine  vs  FTC:  Strike  One,"  Texas  Medicine, 
January  1980,  pp  72-73. 


.. 


cp<x6ov\  * 


. 


» ..o'  o\a>"  Arf-A 


- . . ^ oV^  X)' 


- \9 


PD-400-JA-014I 


Volume  77  November  1981 


R.  W.  CLARKE  & CO. 

INDEPENDENT  FINANCIAL  AND  TAX  CONSULTANTS 

Estate  Planning 
Tax  and  Financial  Planning 
Analysis  of  Tax-Sheltered  Investments 
Practice  Incorporation  Analysis 

Robert  W.  Clarke,  M.B.A.,  Ph.D.,  President 
Westchase  Central,  9700  Richmond,  Suite  110 
Houston,  Texas  77042  (713)  782-7670 


Thanks  to  you. 
it  works... 
for  ALL  OF  US 


Unibed  W^y 


“A  FORTUNATE  OPPORTUNITY” 

• Admission -Evaluation  Service  • Adolescent  Program 

• General  Psychiatric  Program  • Discharge  Planning  Program 

• Long-Term  Intensive  Psychotherapy  • Limited  Use  of  Medication 

B Specialists— Long  Term  Intensive  Psychotherapy- Adolescents- Young  Adults 

A psychiatric  hospital  and  non-profit  foundation  for  treatment,  education  and  research. 

For  more  information  call  504  837-7788  or  write  Terry  Gillmore,  Patient  Service  Representative.  After  5 
pm  call  504  835-2661.  (Collect  calls  accepted.) 

rivcr  1800  Jefferson  Hwy.  John  A.  Stocks,  MD  c.  Christian  Plasberg 

OAKS  New  Orleans,  La.  70121  Medical  Director  Administrator 
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WE  HAVE— what 
you’re  looking  for . . . 


If  you’re  looking  for  a strong 
service-oriented  company  with  policies 
that  fit  your  needs,  we’re  what  you’re 
looking  for. 

As  members  of  the  API  Group,  we’re 
insurance  specialists  commissioned  by 
our  doctor-owned  company  to  provide 
you,  the  physician,  with  the  best 
policies  and  service  available. 

So,  if  you  have  any  questions  at  all 
about  our  policies,  our  service,  or  us,  we 
want  you  to  feel  comfortable  about 
calling. 

We’re  glad  to  answer  your  questions  or 
send  you  proposals  (and  we  promise 
not  to  pressure  you  into  anything  — our 
policies  and  service  speak  for 
themselves.) 

The  customer  service  representative  for 
your  area  is  Valerie.  Call  her  collect  at 
(214)  386-6400  or  write  us  at  the  address 
below. 

API  LIFE  INSURANCE  COMPANY 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD  • DALLAS,  TEXAS  75234 
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R.  C.  Bellamy 

Richard  C.  Bellamy,  MD,  a Liberty  County  physician  for  more 
than  30  years,  died  June  16,  1 981 , at  age  72.  An  honorary 
member  of  Texas  Medical  Association  and  Liberty-Chambers 
County  Medical  Society,  Dr  Bellamy  practiced  medicine  in 
Daisetta,  Tex,  from  1937  until  the  early  1950s,  when  he 
moved  to  Liberty.  He  practiced  there  until  his  retirement  in 
1971. 

He  was  born  in  El  Oro,  Mexico,  completed  high  school  in 
Corpus  Christi,  and  attended  Rice  University.  In  1933  Dr  Bel- 
lamy was  graduated  from  Baylor  College  of  Medicine  and 
then  interned  at  Hermann  Hospital  in  Houston.  He  accepted 
a job  as  a contract  physician  for  the  Civilian  Conservation 
Corps  (CCC)  in  Lampasas  and  also  worked  at  CCC  camps  in 
the  Big  Bend  area  and  in  Pinos  Altos,  NM.  He  practiced  for 
two  years  in  Houston  before  moving  to  Daisetta. 

Surviving  family  members  include  several  nieces  and 
nephews,  one  nephew  being  Earl  Bellamy,  MD,  Paris,  Tex. 

G.  L.  Dansby 

Garland  Lee  Dansby,  MD,  a Llano  family  physician,  died  July 
2,  1981.  He  was  62. 

Dr  Dansby  was  born  in  Turnersville,  Tex,  but  spent  his 
youth  in  Brownwood.  He  attended  Tarleton  State  University 
in  Stephenville  before  graduating  from  Baylor  University  in 
1 941 . He  received  his  medical  degree  from  Chicago  Medical 
School  in  1 945  and  remained  in  Chicago  to  complete  an  in- 
ternship at  Ravenswood  Hospital  Medical  Center.  After  prac- 
ticing in  Chicago  for  five  years,  Dr  Dansby  spent  two  years  in 
the  US  Army  Paratrooper  Corps  during  the  Korean  War.  He 
moved  to  Llano  in  1953  and  practiced  there  until  1972.  After 
a severe  coronary,  he  retired  from  private  practice  for  six 
years.  In  January  1 979,  he  began  working  for  the  Veterans 
Administration  Medical  Center  in  Waco. 

Survivors  include  Dr  Dansby’s  wife,  Maebell  Fitzgerald 
Dansby,  Llano;  son,  Stephen  C.  Dansby,  Houston;  daughter, 
Carol  Rogers,  Savanna,  III;  and  six  grandchildren. 

F.  G.  Evans 

Fred  Green  Evans,  MD,  a member  of  El  Paso  County  Medi- 
cal Society,  died  July  21 , 1 981 . 

Dr  Evans,  77,  had  practiced  in  El  Paso  since  1941 . He  was 
a native  of  Tiptonville,  Tenn,  and  a graduate  of  the  University 
of  Tennessee  Medical  School  (1932).  After  completing  an  in- 
ternship at  Morningside  Hospital  in  Tulsa,  Okla,  Dr  Evans 
practiced  in  Afton,  Okla,  for  two  years  before  moving  to 
Grand  Saline,  Tex.  After  moving  to  El  Paso  in  1941 , he  volun- 
teered for  service  in  the  US  Navy  and  served  as  a flight  sur- 
geon, attaining  the  rank  of  commander.  He  returned  to  El 
Paso  following  his  military  service. 

Surviving  family  members  include  his  wife,  Gwen  Allison 
Evans,  El  Paso;  daughter,  Sally  Sue  Blake,  Salinas,  Calif; 


sons,  Fred  Evans,  Jr;  Frederick  R.  Evans,  and  Ronald  Evans, 
all  of  El  Paso;  two  sisters;  and  six  grandchildren. 

P.  E.  Fish 

Pascal  Ennis  Fish,  MD,  78,  a family  physician,  died  June  24, 

1 981 . A member  of  Wichita  County  Medical  Society,  Dr  Fish 
had  lived  in  Electra  since  1927. 

He  was  born  in  Matador,  Tex,  and  attended  The  University 
of  Texas  at  Austin,  Southern  Methodist  University,  and  the 
University  of  Minnesota  before  graduating  from  UT  Medical 
Branch  in  Galveston  in  1 926.  After  an  internship  at  St  Louis 
(Mo)  City  Hospital,  Dr  Fish  moved  to  Electra,  joining  the 
Parmley-Ogden  Clinic.  In  1 940  he  built  the  Electra  Medical 
Clinic.  Dr  Fish  was  one  of  the  original  board  members  of 
Electra  Memorial  Hospital,  resigning  to  serve  as  the  hospi- 
tal’s first  chief  of  staff.  Active  in  civic  affairs,  he  was  named 
“Man  of  the  Year"  in  1 976  by  the  Electra  Chamber  of 
Commerce. 

He  is  survived  by  his  wife,  Ava  Shaw  Fish,  Electra;  daugh- 
ters, Francine  Rowe,  Electra,  and  Suzanne  Kinnebrew, 
Naperville,  III;  brother,  Homer  B.  Fish,  Ft  Worth;  sister,  Allie  F. 
Nelson,  Fife,  Tex;  and  five  grandchildren. 

H.  L.  Gilbert 

Helen  Lynn  Gilbert,  MD,  a Richardson  neurologist,  died  June 
26,  1981 . She  was  31 . 

Dr  Gilbert,  a native  of  Kentucky,  received  her  premedical 
education  at  Vanderbilt  University  in  Nashville.  After  graduat- 
ing from  the  University  of  Louisville  School  of  Medicine  in 
1 976,  Dr  Gilbert  moved  to  Dallas  to  serve  an  internship  and  a 
neurology  residency  at  Southwestern  Medical  School.  She 
began  a private  practice  in  Richardson  in  1980. 

Survivors  include  her  parents,  Dr  and  Mrs.  J.  T.  Gilbert, 
Bowling  Green,  Ky;  brothers,  James  T.  Gilbert  III,  Dayton, 
Ohio;  and  Harry  S.  Gilbert,  Ormond  Beach,  Fla. 

H.  R.  Hoskins 

Henry  Raguet  Hoskins,  MD,  82,  San  Antonio,  died  July  10, 

1 981 . An  honorary  member  of  Texas  Medical  Association,  Dr 
Hoskins  was  a past  president  of  the  Texas  Tuberculosis 
Association  and  the  Texas  and  Southern  Chapters  of  the 
American  College  of  Chest  Physicians. 

A native  of  Gonzales,  Dr  Hoskins  attended  The  University 
of  Texas  before  graduating  from  UT  Medical  Branch  in  Gal- 
veston in  1923.  He  interned  at  Philadelphia  General  Hospital 
until  1925.  Specializing  in  pulmonary  diseases,  Dr  Hoskins 
served  on  the  medical  staff  of  the  State  Tuberculosis  Sana- 
torium in  San  Angelo  until  entering  private  practice  in  San 
Antonio  in  1940. 

He  is  survived  by  his  wife,  Frances  Elder  Hoskins,  San  An- 
tonio; and  sister,  Augusta  Harwood,  Harlingen. 
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H.  V.  Vo 

Han  Van  Vo,  MD,  a Houston  physician  and  member  of  Harris 
County  Medical  Society,  died  July  1 8,  1 981 , He  was  32. 

A native  of  Saigon,  Viet  Nam,  Dr  Vo  had  practiced  in 
Moulton,  Tex,  from  1977  to  1979,  before  moving  to  Houston. 
He  received  his  medical  degree  from  the  University  of  Saigon 
Faculty  of  Medicine  in  1975  and  completed  postgraduate 
training  at  Loma  Linda  (Calif)  University  School  of  Medicine. 

Dr  Vo  is  survived  by  his  wife,  Kim  Vo;  daughter,  Dorothy 
Marjorie  Vo;  sons,  Alfred  Michael  Vo  and  Samuel  Aaron  Vo, 
all  of  Houston;  and  parents,  Mr  and  Mrs  Cua  Vo,  Viet  Nam. 

J.  A.  Wiggins 

John  Alexander  Wiggins,  Jr,  MD,  68,  director  of  respiratory 
care  at  Harris  Hospital  in  Fort  Worth,  died  June  21 , 1981 . A 
member  of  Tarrant  County  Medical  Society,  Dr  Wiggins  was 
the  1 974  recipient  of  the  society’s  highest  honor,  the  Gold 
Headed  Cane  award  for  meritorious  service. 

Dr  Wiggins,  a native  of  Peaster,  Tex,  had  been  a Fort 
Worth  resident  since  1 941 . He  was  past  president  of  the 
Lung  Association  of  Texas,  North  Texas  Lung  Association, 
Texas  Thoracic  Society,  and  the  Texas  Chapter  of  the  Ameri- 
can College  of  Chest  Physicians.  Active  in  the  Texas  Medical 
Association,  Dr  Wiggins  served  as  chairman  of  the  Commit- 
tee on  Tuberculosis  and  Chronic  Respiratory  Diseases. 

After  graduating  from  The  University  of  Texas  Medical 
Branch  in  Galveston  in  1 936,  Dr  Wiggins  interned  at  Park- 
land Memorial  Hospital  in  Dallas.  His  residency  was  at  the 
State  Tuberculosis  Sanatorium  in  San  Angelo  (1937-1939). 

Survivors  include  his  wife,  Jane  Harper  Wiggins,  Fort 
Worth;  sons,  John  Ray  Wiggins,  Fort  Worth,  and  Lee  A.  Wig- 
gins, Medanales,  NM;  daughter,  Patty  Falconer,  Austin; 
brothers,  Kenneth  Wiggins,  MD,  Fort  Worth,  and  Moulton 
Wiggins,  Munday,  Tex;  sisters,  Zada  Smith,  Munday,  and 
Quitna  Waits,  Hereford. 


ISSUES 
OF  THE  80’S 


□ will  adequate  quantities  of  blood 
and  blood  components  be 
available? 


□ will  the  pursuit  of  adequate 
supplies  of  blood  jeopardize  the 
high  standards  of  quality? 

□ con  o reasonable  cost  for 
transfusion  services  be  maintained? 

To  assure  the  patient  of  high  quality 
medical  care  at  a reasonable  cost, 
the  hospital's  blood  bank  and 
transfusion  service  and  the  medical 
staff  must  actively  address  these  is- 
sues. The  physician  can  effectively 
participate  in  this  teamwork  by 

• supporting  volunteer  blood 
donor  recruitment  programs 

• relating  to  your  blood  bank  and 
transfusion  service 

• encouraging  your  patient's  family 
and  friends  to  donate  blood 

Responding  to  these  issues 
is  our  responsibility. 

A public  service  announcement  sponsored  by  the  TMA 
Special  Committee  on  Blood  Bonking  and  Blood  Trans- 
fusion, and  Texas  Medicine. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


R.  C.  BELLAMY 
Liberty,  1908-1981 

G.  L,  DANSBY 
Liano,  1919-1981 

F.  G.  EVANS 
E!  Paso,  1903-1981 

P.  E.  FISH 

Electra,  1903-1981 


H.  L.  GILBERT 
Richardson,  1949-1981 

H.  R.  HOSKINS 

San  Antonio,  1899-1981 

H.  V.  VO 

Houston,  1949-1981 

J.  A.  WIGGINS 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ . Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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TEXAS  MEDICINf 


For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 25  mg 

Phenylpropanolamine  Hydrochloride 50  mg 

Chlorpheniramine  Maleate 8 mg  \ 

Hyoscya mine  Sulfate 0.19  mg  | 

Atropine  Sulfate 0.04  mg 

Scopolamine  Hydrobromide 0,01  mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours, 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals, 
Pioneers  in  Medic 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride  20  mg 

PheniramineMaleate 20  mg 

PyrilamineMaleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


reveport,  Louisiana  71106. 

r the  Family 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  0 19  mg 

Atropine  Sulfate  0 04  mg 

Scopolamine  Hydrobromide  0 01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets, 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of 
MAO  inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings:). 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia 
agranulocytosis,  and  thrombocytopenia  may  occur.  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria,  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus, headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability.  nervousness,  dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age.  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  1 00  Tablets  NDC  0524-0058-0 1 

Bottles  of  500  tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  65.8  m 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30m' 

Phenylpropanolamine  Hydrochloride  20m.1 

Pheniramine  Maleate  20m 

Pyrilamine  Maleate  20m 

Ammonium  Chloride  200m! 

Alcohol  51 


Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic,  nasal  decongestant  an 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief) 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  an 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  few 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold. 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  an  on 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthm 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patiei 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expe 
torant  may  cause  drowsiness.  Patients  should  be  warned  of  the  possible  additive  etfe* 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehic! 
or  operating  dangerous  machinery  (See  Warnings)  Caution  should  be  taken  with  px 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficient 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddines 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  seen 
tions.  urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hyperlei 
sion,  faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbance 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constip 
tion,  epigastric  distress,  hyperirritability,  nervousness  and  insomnia  Overdoses  me 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupe 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours,  not 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age  'A  the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  ar 
24  hour  period  Children  2 to  6 years  of  age:  'h  teaspoonful  every  4 hours,  not  to  excee 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  ot  age  Use  as  directedt 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 1 6 fl  . oz  .)  NDC  0524- 1010-' 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  7 1 1 06 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


THE  FASTEST 
MOST  EFFECTIVE 
WAY  TO  SELL 
YOUR  PRACTICE 

with  Confidence  and  Confidentiality 


Let  our  trained  professionals  guide  you  through  the  numerous  details  involved 
in  selling  your  practice,  working  in  tandem  with  VR  Business  Brokers,  the  nation's 
largest  network  of  franchised  business  brokerage  offices.  We  will  give  your  prac- 
tice maximum  exposure  for  the  highest  possible  price. 


For  information  contact: 


Dr.  Lyman  E.  Wagers,  President 
197  First  Avenue 
Needham,  Massachusetts  02194 
1-800-327-3100 


PROFESSIONAL 

PRACTICE 

BROKERS 
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works  well  in  your  office .. . 

NEOSPORIN  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate)  5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate  5 mg 
(equivalent  to  3.5  mg  neomycin  base):  special  white  petrolatum  qs:  in  tubes  of  1 oz  and  1/2  oz  and  1 /32  oz  (approx.)  foil  packets. 

works  just  as  well  in  their  homes. 


• It's  ef  fective  therapy  for 
abrasions,  lacerations,  open 
wounds,  primary  pyodermas, 
secondarily  infected 
dermatoses. 

• It  provides  broad-spectrum 
overlapping  antibacterial 
effectiveness  against  common 
susceptible  pathogens, 
including  staph  and  strep. 


• It  helps  prevent  topical 
infections,  and  treats  those  that 
have  already  started. 


• It  contains 
three  antibiotics 
that  are 
rarely  used 
systemically. 


• It  is  convenient  to 
recommend  without  a 
prescription. 


NEOSPORIN"  Ointment— for  the  office,  for  the  home. 

(polymyxin  B-bacitracin-neomycin) 

Effective  • Economical  • Convenient  • Recommendable 


Each  gram  contains:  Aerosporin  " (Polymyxin  B Sulfate) 
5.000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs:  in  tubes  of  1 oz  and  1 2 oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  ha/.ard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  bums 
where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it 
should  be  borne  in  mind  that  the  skin  is  more  liable 
to  become  sensitized  to  many  substances,  including 
neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a lowgrade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as  a 
failure  to  heal.  During  long  term  use  of  neomycin 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  un- 
common cutaneous  sensitizer.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of 
persons  allergic  to  neomycin  Ototoxicity  and  nephro- 
toxicity have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Profes- 
sional Services  Dept  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Thomas  J.  Fatherree,  MD 
Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD  • 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jabfonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  <fc.  Douglas,  MD 
Margaret  E.  Bridges,  MD 

GERIATRICS 

Frederick  G.  Dorsey,  MD 
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HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V,  Ryan,  MD 
Paul  T:~Porth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

neurology^h 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
William  L.  Higb.'  IVip 

NUCLEAR  MEDICINE 

Donald  A.  Podoldf,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcid,  MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

I illiam  M.  Donohue,  MD 
>el  E.  Reed,  MD 
iene  R.  Lindley,  MD 
lartin  L.  Kaplan,  MD 

ADIOLOGY 

illiam  L.  Hinds,  MD 
P.  Eldridge,  MD 
avid  D.  Lawrence,  MD 
harles  A.  Spain,  MD 
e B.  Wilson,  MD 
oward  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

HEUMATOLOGY 

ohn  E.  Norris,  MD 

DMINISTRATION 

obert  B.  Hall, 
Administrator 

oan  R.  McClung, 
Associate  Administrator 
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DEVELOP  A SEVENTY-FIVE  MINUTE  HOUR! 


the  ^ 

seventy 

five 

minute 

hour 


JOIN  THE  QUIET  REVOLUTION! 

LIGHTCOM  manufacturers,  markets  and 
installs  America’s  leading  medical 
communication  and  management  systems 
nationwide.  Our  systems  are  micro- 
processor based  with  patient  examination 
sequence  MEMORY  capabilities 

LICHTCfM 

Corporate  Offices 
5990  Unity  Drive 
Atlanta  (Norcross),  Georgia 
30071-9990 


Phone: 

(404)  447-5926 


UGHTCfM 

5990  Unity  Drive 
Atlanta  (Norcross),  Georgia  3007 1 -9990 

For  more  information,  mail  coupon. 
Name  


Address 
City  


State. 


Telephone 
Specialty  _ 


IN  THE  MEDICAL  PROFESSION,  TIME  IS  ONE  OF  YOUR  MOST  VALUABLE  ASSETS! 

LIGHTCOM  medical  communications  and  management  systems  will  maximize  the  efficiency 
and  improve  the  daily  operation  of  your  practice  or  health  care  facility.  The  light  and  digital 
systems  are  custom  designed  to  meet  your  special  needs  and  requirements.  You  are  able  to  see 
more  patients  daily  in  a quieter  and  more  controlled  environment.  You  can  communicate  with 
and  direct  your  staff  instantly,  discreetly  with  a single  touch  without  knowing  their  location.  All  of 
this  equals  increased  productivity  through  the  most  efficient  use  of  personnel  and  examination 
rooms...  thereby  producing  a more  profitable  practice  or  health  care  facility. 
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“See  this?  Southwestern  Bell 
helped  us  improve  service  to  patients. 
And  made  me  look  good.” 

“You  know  how  it  is  in  a smaller  clinic.  You  wind  up  in  charge  of 
communications,  too.  And  suddenly  you’re  the  expert. 

“Only  who  has  the  time? 

“Or  the  training?" 

But  that’s  where  your  Bell  Account  Executive  can  anticipate  your  needs. 

He  sells  systems.  Solutions  to  problems.  Potential  for  the  future.  Plus  the 
imagination,  know-how,  and  resourcefulness  of  the  entire  Bell  team. 

Take  this  microprocessor-controlled  Horizon®  Communications  System 
he  recommended.  Improves  your  clinic’s  responsiveness  to  patients.  Controls 
administrative  costs.  Increases  the  productivity  of  the  entire  staff. 

No  wonder  the  other  doctors  already  think  you’re  a hero  for  discovering 
an  advanced  system  they  can  program... to  add,  delete,  or  rearrange  features. 

A system  that  even  allows  your  staff  to  take  their  phone  numbers  with  them 
when  they  change  offices.  No  waiting.  No  cost  of  a service  call. 

And  if  the  other  doctors  think  that's  something, 


TEXAS  MEDICINE 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter.  MD,  FACA,  FAAA,  FAACIA* 

Richard  H.  Jackson.  MD.  FACA.  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA.  FAACIA* 

D.  W.  Waddell.  MD.  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certiiied  American  Board  of  Pediatrics) 

'Diplomats  American  Board  of  Allergy  <S  Immunology 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

69b9  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


Clinics 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  E01,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio.  Texas  78229 

Phone  512  696-4405  or  227-6331 


MEDICINE 
Sidney  E.  Stout.  MD 
Frank  L.  Bynum,  MD 
Ed  Etier.  Jr.  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs.  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp  MD 

Dixon  Presnall.  MD  J.  David  Duncan.  MD 


CORPUS  CHRISTI  ALLERGY  CLINIC 


CHEMICAL  DEPENDENCE  ASSOCIATES 


Saul  Grossman.  MD,  FACA.  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


4710  Greeley,  Suite  270,  Houston,  Texas  77006 
Telephone  713  526-2056 

Practice  Limited  to  Drug  Dependence 

James  W.  Hayden,  PhD,  MD 


CHARLES  A.  RUSH.  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


TMA  Workshops  on  How  to  Improve 
Reimbursement  Through  Proper  Coding 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 


Corpus  Christi  Nov.  12 

Harlingen  Nov.  13 

El  Paso  Nov.  17 

Midland/Odessa  Nov.  18 

San  Antonio  Nov.  23 

Austin  Nov.  24 


Fort  Worth  Dec.  7 

Dallas  Dec.  8 

Conroe  Dec.  9 

Houston  Dec.  10 

Texarkana  Dec.  16 

Tyler  Dec.  17 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


. . . . Another  service  of  your  Association 
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Colon  & Rectal  Surgery 


MALONE  AND  HOGAN  CLINIC 

1531  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
J.  W.  Tipton.  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews.  MD,  FACS 
N.  Rao,  MD,  FACS,  F1CS 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 


INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griifin.  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD,  Nephrology 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall,  MD 


PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
J.  M.  Woodall,  MD 
Bernard  Zilberg,  MD 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
lohn  L.  Rhodes,  MD 


PATHOLOGY 
Robert  R.  Rember,  MD 


UROLOGY 

J.  W.  Cowan,  MD,  ABU 
Rudy  I.  Haddad,  MD 


PODIATRY 

Bradiord  Glass,  DPM,  ABPS 


CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 

M.  L.  Proler,  MD 


ADMINISTRATION 

R.  L.  Heith,  Administrator 


HOUSTON  HEADACHE  CLINIC 

Parke  Plaza  Professional  Building,  1213  Hermann  Drive.  Suite  855, 
Houston,  Texas  77004;  713  528-1916 


NEUROLOGY 

Ninan  T.  Mathew,  MD.FRCP.  director 


Mool  P.  Nigam,  MD 


BEHAVIORAL  MEDICINE  & 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 


ELECTROPHYSIOLOGY 
leanette  Allen 


BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 


ADMINISTRATION 
Jeannine  Northcutt 
Denise  Whatley 
Sherri  Harbort 


ALVIN  BALDWIN,  JR.  MD 

Diplomat#  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomat®  American  Board  of  Surgery 

Diplomat®  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dalla»,  Texa#  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomat©  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ.  MD 

Diplomat#  American  Board  of  Surgery 

Diplomat#  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suit#  319.  7777  Fores!  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 

DAVID  R.  WEAKLEY.  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214.  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 

CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Harris,  MD,  FACC,  FACP 
I.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  White,  HI.  MD 

Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


GERALD  A.  CASID,  MD.  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation.  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd„  Garland,  Texas  75042 
Phone  214  272-5451 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E.  Rogers.  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suite  2309,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7661 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr..  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


WILLIS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

TMA  Group  Insurance  Programs  af/wSSo 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Je  Montgomery,  MD 

. . . Another  service  of  your  association  Diseaseg  of  {he  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg#), 

Downtown  ^Overlooking  the  Alamo",  705  E.  Houston  St., 

San  Antoni©,  Texas  78205;  telephone  312  222-8651,  512  222-2001 
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JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


N.  NARENDRAN.  MD,  PA 

Diplomate  American  Board  of  Internal  Medicine 
Diplomate  American  Board  of  Gastroenterology 

Gastroenterology  and  Internal  Medicine 

Highland  Medical  Building,  4809  University,  Suite  105 
Lubbock,  Texas  79413;  806  795-5561 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


NISAR  AHMED,  MD,  PA 

Fellow  of  American  College  of  Gastroenterology 
Fellow  of  International  Academy  of  Proctology 

Gastroenterology,  Gastrointestinal  Endoscopy 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 

Suite  360,  Houston,  Texas  77004;  713  520-6010 


General  Surgery 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 


ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


SAM  S.  MILLER,  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 

Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio,  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN,  JR..  MD,  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas.  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


TMA  Physician  Placement  Service 


. . . Another  service  of  your  association 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER,  III.  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  ot  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member*  American  Society  of  Clinical  Hypnosis 
6104  Windswept*  Houston*  Texas;  713  977-1900 


JAMES  E.  KIRKHAM.  JR.,  MD 
Psychiatry 

Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200,  St.  235.  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK.  MD 
Psychiatry 

Diplomate.  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas,  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson,  MD  James  A.  Moody,  MD 

Morris  Sanders,  MD  Jack  Woolf,  MD,  Consultant 

W.  Robert  Hudgins.  MD  Casey  E.  Patterson,  MD  (Retired) 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON.  MD.  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson.  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso.  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  & SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS,  FACS 
R.  Gordon  Long,  MD.  DABNS.  FACS 
Bennie  B.  Scott,  MD,  DABNS 
John  V.  Coon,  MD 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue — Dallas,  Texas  75246;  Telephone  214  826-7060 

David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas.  Texas  75208;  214  941-1840 


Neurology 


DAVID  B.  SPERRY,  MD 

214  750-8881 

ROBERT  M.  DOWBEN,  MD 

214  750-6664 

Adult,  Pediatric  and  Neonatal  Neurology 
EEG,  EMG  and  Evoked  Responses 

5459  La  Sierra  Drive,  Suite  107,  Dallas,  Texas  75231 
(2  blocks  north  of  Presbyterian  Hospital) 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.*  Houston,  Texas  77030;  713  790-0540 


Diplomate  American  Board  of  Nuclear  Medicine 


TMA  reminds  you  of  these  important  dates: 


November  5-8  House  oi  Delegates  Interim  Session,  Austin 


February  5-7  Winter  Conference,  Austin 


May  6-9  115th  Annual  Session,  San  Antonio 
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TEXAS  MEDICO 


Ophthalmology 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston.  Texas  77030;  713  790-1100 

Richard  S.  Ruiz.  MD.  FACS  Paul  C.  Salmonsen.  MD.  FACS 

Charles  E.  Russo.  MD.  FACS  Richard  L.  Kimbrough,  MD.  FACS 

Malcolm  L.  Mazow.  MD.  FACS  Charles  A.  Garcia  MD 

Robert  H.  Stewart,  MD,  FACS  Jack  T.  Holladay,  MD 

Robert  B.  Wilkins,  MD,  FACS  John  H.  Drouilhet,  MD 

Jeffrey  D.  Lanier,  MD,  FACS  Sylvan  Brandon,  MD.  FACS,  FICS 

Michael  A.  Bloome,  MD,  FACS  James  D.  Fly,  MD 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

Orthopedic  Surgery 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 

William  B.  Snyder,  MD 

William  L.  Hutton,  MD 

Dwain  G.  Fuller,  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

H.  H.  Beckering,  MD 

L.  Ray  Lawson,  MD 

George  Truett  James,  MD 

Robert  D.  Vandermeer,  MD 

Wynne  M.  Snoots,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

FORT  WORTH  BONE  <S  JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 

214  521-1153 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  Jr,  MD 

Fred  W.  Sanders,  MD 

James  M.  Beckley,  MD 

Joseph  H.  Gaines,  MD 

Steven  J.  Mackey,  MD,  PA 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

John  E.  Graham.  MD 

F.  Carlton  Hodges,  MD 

J.  Price  Brock,  Jr,  MD 

Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 

C.  A.  Struve,  MD 

HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 

Lee  C.  Detenbeck.  MD 

Thomas  S.  Padgett,  MD 

John  J.  DeBender,  MD 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

Royce  C.  Lewis,  Jr,  MD 

Kenneth  C.  Scholz,  DDS,  MD,  PA 

3702  21st  St,  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 

LOUIS  M.  ALPERN,  MD,  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 

C.  Poindexter,  MD 

1810  Murchison  Dr.,  Suite  202,  El  Paso,  Texas  79902;  915  545-2333 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 

Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington.  Texas  76012;  817  261-8284 

EDWIN  C.  AUGUSTAT,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland.  MD  R.  Dan  Loyd,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

Orthopedic  Surgery 

1400  South  Main.  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 

H.  Kendall  Hamilton,  MD 

7777  Southwest  Freeway.  St.  934,  Houston,  Texas  77074; 

Telephone  713  988-2020 

5620  Greenbriar,  Houston,  Texas  77005 

Telephone  713  526-6262 

TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 

Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboten,  MD 
J.  David  Streater,  MD 

7777  Forest  Lane,  Dallas,  Texas  75230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane.  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160.  Lufkin.  Texas  75901;  634-4451 


BROWN  <£  ASSOCIATES  MEDICAL  LABORATORIES 


Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology,  Electrophoresis,  Routine 
Chemistry,  Special  Chemistry,  Automated  Chemistry 
(Profiles),  Microbiology,  R.I.A.,  and  Parasitology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner,  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 


John  R.  Thomas,  MD 
Joe  B.  Haden,  MD 
Enrique  vanSanten,  MD 
R.  Dudley  Koy,  MD 
Humberto  A.  Lara,  MD 


Diplomates  American  Board  of  Pathology 

220  Park  Plaza  Professional  Building,  1213  Hermann  Dr.,  Houston  77004 
165  Hermann  Professional  Building,  6410  Fannin,  Houston  77030 
Telephones  713  527-5230  and  713  527-5234 

Mailing  containers  on  request — office  pickup  service  in  Houston  area 


3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410  PATHOLOGISTS  MEDICAL  GROUP 

Telephone  806  797-9666  Arthur  L.  Raines,  MD  Richard  McDonald,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

PAUL  J.  VILARDI,  MD,  PA  P.O.  Box  686,  Cleburne,  Texas  76031;  817  645-6523 


Orthopaedic  Surgery  and  Arthroscopic  Surgery 

2950  Interstate  45,  Huntsville,  Texas  77340 
713  291-3459 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker,  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


J.  S.  WILKENFELD.  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper.  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Representing  TMA's  Legislative  Views 


. . . Another  service  of  your  association 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer.  MD,  FACS  Benjamin  E.  Cohen,  MD 
Thomas  M.  Biggs,  MD.  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora.  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plcistic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  <£  Reconstructive  Plastic  Surgery 

a?7  ^7?,'  PlaZQ  Bld9"  800  Eigh,h  ^enue.  Fort  Worth.  Texas  76104; 


VALENTIN  GRACIA,  MD,  PA, 
FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645,  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420, 

Houston.  Texas  77004;  713  526-6161 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway, 
Houston,  Texas  77027;  713  960-9422 


1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio.  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOHN  TAYLOR,  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  <&  Hand  Surgery 

3600  Gaston  Ave.,  #1157,  Dallas,  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES,  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


WILLIAM  M.  COCKE,  JR,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

1737  Briarcrest  Drive,  Suite  18,  Bryan.  Texas  77801 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


Confidential  counseling  is  available  from 
TMA  Physician  Health  & Rehabilitation 
Hotline— 512  477-5575 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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Psychiatry 


Pulmonary  Diseases 


lerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M.  Burkett.  MD 
James  E.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 
Carol  A.  Lewis,  MD 


Practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook,  III,  MD 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4.  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  <S  ASSOCIATES 

*Diplomate  American  Board  of  Psychiatry 

*Diplomate  American  Association  Sex  Educators,  Counselors, 
<S  Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  6c  Neurology 


STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 
Pulmonary  Diseases 

John  R.  Burk,  MD,  FACP 

Mitchell  C.  Kuppinger,  MD,  FCCP 

David  M.  Webb,  MD 

David  R.  Stoop,  MD,  FACP,  FCCP 

W.  Steven  Trombold,  MD 

Suite  137,  Arlington  Medical  Plaza  Building,  801  Road  to 
Six  Flags  West,  Arlington,  Texas  76012;  817  461-0201 

Suite  504,  Doctors  Building,  800  Fifth  Avenue,  Fort  Worth,  Texas  76104 
817  332-7273 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Howard  C.  Coggeshall.  Sr,  MD,  FACP 
William  H.  Schindel.  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 


JAMES  H.  WILD,  MD,  PA 
Rheumatology 

Diplomate  Subspecialty  Rheumatology 
Diplomate  American  Board  of  Internal  Medicine 

Methodist  Plaza  Building,  Suite  117, 

4499  Medical  Drive,  San  Antonio,  Texas  78229; 
512  691-0888 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave..  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac.  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

TMA  International  Travel  Program  Diplomate  American  Board  of  Surgery  and 

American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

. . . Another  service  of  your  association  800  Eighth  Avenue.  Suite  432.  Fort  Worth,  Texas  76104 

817  336-1700 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley.  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd..  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD,  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755.  Dallas.  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay.  MD 

Christopher  D.  Fetner,  MD 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Imagine...  if  there  weren't  an 
American  Medical 
Association 


Who  Would... 

represent  your  interests  and 
your  patients  before 
Congress,  the  courts, 
regulatory  agencies,  the  media  and 
other  important  public  forums? 

NO  ONE! 

Join  the  AMA  and  make  sure  that 
there  is  an  organization  to 
represent  all  physicians. 


For  more  information  or  an  application,  contact  your  county  medical  society,  the  Texas  Medical 
Association,  or  call  or  write  the  AMA  Office  of  Membership  Development  at  312  751-6410, 
535  N,  Dearborn  St.,  Chicago,  IL  60610. 
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Classified  Advertising 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as  office 
in  new  clinic  building  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place.  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 
Telephone  number  713  467-7400. 

WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400 

PHYSICIANS  WANTED— Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates, 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS— Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,0fl0  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  590,000  plus  benefits.  Health  Care  Placements,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


WANTED-  CARDIOLOGIST  to  head  newly  formed  non-invasive  cardiac 
laboratory.  Will  join  two  busy  certified  internists  practicing  in  east 
Texas  city.  Excellent  hospital  and  office  facilities  with  clinical  labora- 
tory and  x-ray.  Pleasant  geography,  good  shopping  family  environ- 
ment Financial  arrangements  are  open.  Write  Ad-lU/,  ILXAb  MtJJl- 
CINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  lamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  11U1 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


WANTED;  DERMATOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  of  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 

EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PMc&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


OB/GYN — Board  certified,  eligible.  Central  Texas  area.  For  rapid,  full 
partnership  in  growing  solo  practice.  Preference  given  to  young,  Ameri- 
can and/Texas  trained  graduate.  Contact  Ad-188,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE  OPPORTUNITY  on  South  Texas  Gulf  Coast.  Group 
practice  association  graduating  to  partnership  at  end  of  three  years 
with  no  capital  investment.  One  month  paid  vacation,  two  weeks  paid 
CME,  and  four  day  week  end  each  month.  Limited  ER  and  OB  cover- 
age. Salary  and  car  allowance  $50,000  plus.  New  75  bed  hospital 
planned  in  next  two  years.  Write  or  call  Robert  H.  Bailey,  Medical 
Arts  Clinic,  1731  West  Wheeler,  Aransas  Pass,  Texas  78336;  telephone 
512  758-5326. 


FAMILY  PRACTICE  PHYSICIAN— established  family  practice  clinic  with 
two  board  certified  family  physicians  and  one  board  certified  general 
surgeon.  Adjacent  to  hospital  with  approximately  25,000  population  ana 
growing.  Centrally  located  between  Houston,  Dallas  and  Austin.  Con- 
tact Clinic  Administration,  Hearne  Medical  and  Surgical  Clinic,  709 
Barton,  Hearne,  Texas  77859;  713  279-3451. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED;  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470;  817  647-1182. 


BOARD  CERTIFIED  OR  ELIGIBLE  OB-GYN,  urologist,  internist,  psy- 
chiatrist, allergist,  family  practitioner  and  pediatrician  in  established 
multispecialty,  private  practice  setting  in  medium  sized  city  in  Central 
Texas.  Excellent  schools,  churches,  cultural  and  recreational  facilities. 
Openings  available  now.  Please  contact  Ad-219,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB-GYN,  HOUSTON,  TEXAS.  To  associate  with  well  established  prac- 
tice. $60,000  first  year.  Send  curriculum  vitae:  Dr.  Joe  Atlas,  8322  Gulf 
Freeway,  Houston,  Texas  77017;  713  643-2644. 


TEXAS  PRIVATE  PRACTICES.  Solo,  associate  and  group  opportunities 
in  growing  communities  with  stable  economies.  Financial  backing  by 
physicians,  hospitals  or  communities  to  help  you  get  your  practice 
growing.  Openings  in  family  practice  and  most  other  specialties. 
Please  send  CV  with  lifestyle  preferences  to  W.  Sanford  Smith,  Pro- 
fessional Practice  Management,  Inc.,  1102  Kingwood  Drive,  Humble, 
Texas  77339. 

TREMENDOUS  PRACTICE  OPPORTUNITY  for  internal  medicine,  family 
practice/general  practice,  OB/GYN.  Let  New  Boston  General  Hospital 
set  you  up  a rewarding  practice  in  New  Boston,  Texas.  The  support 
we  will  provide  includes:  We  will  pay  your  personal  relocation  ex- 
pense; we  provide  tax  and  estate  planning;  we  will  arrange  guaran- 
teed income  and  rent-free  office  space  for  you  for  a specific  period 
of  time  to  allow  you  security  while  you  develop  your  practice;  we 
will  assist  you  in  setting  up  your  office;  we  will  introduce  you  1° 
members  of  the  local  medical  community  and  our  hospital  staff;  we 
will  do  everything  necessary  to  help  you  set  up  practice.  For  more 
information  and  arranging  an  expense  paid  visit  for  you  and  your 
spouse,  please  phone  or  write:  Administrator,  New  Boston  General 
Hospital,  P.O.  Box  7,  New  Boston,  Texas  75570;  214  628-5531. 

BOARD  CERTIFIED  FAMILY  PRACTICE  MD  or  resident.  Large  practice. 
Professional  association.  Many  fringe  benefits  for  well-qualified  in- 
dividual. Located  between  Dallas/Fort  Worth.  Excellent  hospital  asso- 
ciation. Please  reply  to  Ad-222,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Copy  deadline  is  the  5th  of  the  month 
preceding  publication.  Send  copy  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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NEAR  DALLAS  TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas  Many  carpool,  others  live  in  or  around  Terrell 
pop.  14,000,  located  approximately  30  minutes  Irom  downtown  Dallas 
■M^nn  ^enSf,nmq.Uireu'  p5ychia,,r>'  board  eligible  or  board  certified! 
$49,300  plus  $1000  (or  board  certification.  Personnel  Office,  Terrell  State 
Hospital,  P.O,  Box  70,  Terrell,  Texas  75160;  214  563-6452.  An  EEO/ 
aiiirmative  action  employer. 


AFFILIATED  HOSPITAL  SYSTEMS  represents  18  hospitals  in  Southeast 
iexas  in  wide  range  ot  shared  services  and  mutually  beneficial 
services,  including  physician  recruitment.  Several  of  our  hospitals  now 
have  challenging  physician  practice  opportunities  in  a wide  variety  of 
settings.  Contact:  Affiliated  Hospital  Systems,  1203  Ross  Sterlina  Hous- 
ton, Texas  77030  or  call  collect  713  797-3411.  oier.ing,  nous 

£AMILY  PRACTITIONERS,  INTERNISTS,  AND  OBSTETRICIAN/GYNE- 
CULUGlblS  wanted  for  rapidly  growing  multi-specialty  group  in 
Austin,  Iexas.  The  group  provides  care  to  prepaid  and  fee-for-service 
patients.  Board  certification  and  some  practice  experience  preferred 
tPoSlti?^nn?,re  avalla,ble  immediately.  Call  Executive  Administrator  at 
Tin,  ,,,  24Lor  ^send  CV  t0  Med‘cal  Director,  Austin  Regional  Clinic 
1301  West  38th  Street,  Suite  500,  Austin,  Texas  78705 


YOUNG,  AGGRESSIVE  FAMILY  PRACTITIONER  to  practice  medicine 
with  three  MDs  in  clinic  located  in  community  of  approximately  4500 
about  45  miles  NW  ot  Fort  Worth.  Ofiice  space  and  two  treatment 
rooms  available.  Salary:  first  year,  $45,00-50,000  guaranteed  second 
year,  a percentage  ot  what  you  make.  Clinic  is  serviced  by  doctor- 
owned,  44-bed  hospital  which  is  equipped  with  CRNA  on  staff  physical 
therapy,  radiology,  laboratory,  blood  bank,  and  fully  equipped  suraerv 
Please  reply  to  Ad-228,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd 
Austin,  Texas  78701. 

WANTED:  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  OR  INTERNIST 
for  established  clinic  in  Northeast  Dallas.  Excellent  facilities  including 
lab  and  x-ray.  Join  four  other  GPs  in  busy  practice.  Salary  and  benefits 


o Hi  wul ulc,  ouiui  y una  Deneiiu 

negotiable  with  subsequent  parntership  oner.  Please  reply  to  Ad-229 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN— BE/BC—SE  TEXAS  NEAR  GULFCOAST.  Excellent 
recreational  area  combining  benefits  of  small  town  living  with  nearness 
of  large  metropolitan  areas.  Position  available  immediately;  relocation 
expenses  paid;  office  rent  for  6 months;  earnings  guarantee;  60  bed 
JCAH  acute  care  hospital.  Call  or  write  Administrator,  Medical  Center 
of  Winnie,  Winnie,  Texas  77665;  713  296-2131. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  two  others  in  busy  department 
of  24-physician  multi-specialty  group.  Excellent  guaranteed  income 
with  incentive.  Shareholder  status  after  one  year.  Excellent  clinic 
facility  with  new  hospital  across  the  street.  Contact  Administrator 
Angelo  Clinic  Association,  P.O.  Box  5961,  San  Angelo,  Texas  76902; 
915  658-1511. 

WANTED:  INTERNIST-PULMONOLOGIST  TO  JOIN  growing  24-physician 
multi-specialty  group.  Excellent  guaranteed  income  with  incentive. 
Shareholder  status  after  one  year.  Excellent  clinic  facility  with  new 
hospital  across  the  street.  Contact  Administrator,  Angelo  Clinic  Asso- 
ciation, P.O.  Box  5961,  San  Angelo,  Texas  76902;  915  658-1511. 

EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  time 
only.  Salary  negotiable.  Call  817  699-3777  or  817  526-9576.  Write  Route  5, 
Box  241BB,  Killeen,  Texas  76541 

WANTED;  BOARD  ELIGIBLE  PEDIATRICIAN  for  half  time  director  of  a 
rnultidiscipime  community  center,  The  Austin  Evaluation  Center,  for 
children  with  developmental  delays.  Preference  given  to  someone  with 
training  in  child  development  or  related  field.  Salary  $21,500.  Contact 
Elizabeth  Gentry,  MD,  317  Ridgewood  Road,  Austin,  Texas  78746.  Tele- 
phone 512  327-0874. 

EMERGENCY  MEDICINE/FAMILY  PRACTICE — Unique  opportunity  in 
private  emergency  care/family  care  clinic.  Dedication  to  high  quality 
care  including  the  psycho-social  aspects  of  medicine  mandatory. 
Salary,  benefits,  equity  position  negotiable.  Located  Houston  Reply 
with  complete  CV  to  Ad-150,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd 
Austin,  Texas  78701. 

WANTED:  PHYSICIANS.  EAGLE  PASS,  MAVERICK  COUNTY:  (City  of 
22,000;  county  of  28,000) . Opportunity  for  versatile  family  practitioner 
with  interest  in  adults,  pediatrics,  and  womens  health.  Large  group 
Practice  (over  10,000  patients)  in  a out-patient  setting.  Salary  nego- 
tiable depending  on  experience  and  qualifications.  Available  immedi- 
ately. Spanish  preferred  but  not  required.  PED,  OB/GYN,  GS  and  FP 
represented  in  community.  One  hospital,  80  beds,  open  staff.  Clinic  is 
located  150  miles  south  of  San  Antonio,  and  one  mile  from  Mexican 
border  of  Piedras  Negras,  Coahuila,  Mexico.  Principle  source  of  income 
from  manufacturing,  agriculture,  commerce  and  tourism.  Contact: 
George  Kypuros  or  Dr  Rodriguez,  Maverick  County  Out-Patient  Clinic, 
£nc Box  921,  Eagle  Pass,  Texas  78852.  Telephone  512  773-8917  or  773- 
5358. 

WANTED:  PHYSICIANS.  KINNEY  COUNTY:  County  of  2,000  plus  popu- 
lation.  Opportunity  for  versatile  family  practitioner.  Small  group  prae- 
tor6. in  an  out-patient  setting.  May  be  required  to  work  at  two  different 
clinic  sites.  Salary  negotiable  depending  on  experience  and  qualifica- 
tions. Available  immediately.  No  other  physicians  in  the  county  Clinic 
is  located  30  miles  east  of  the  Mexican  border  (Del  Rio,  Texas)  and  120 
miles  west  of  San  Antonio,  Texas.  Primarily  retirement  community. 
G°n*3ct:  George  Kyouros  at  512  773-8917  or  Dr.  Roberto  Rodriguez 
512  773-5358,  Maverick  County  Out-Patient  Clinic,  Inc.,  Box  921,  Eagle 
Pass,  Texas  78852. 

OB/GYN,  ORTHOPEDIST,  GENERAL  SURGEON,  INTERNAL  MEDICINE— 
Board  certified/eligible  to  join  multispecialty  group  providing  compre- 
hensive  ambulatory  and  hospital  care  for  members  of  Kaiser/Prudential 
Health  Plan.  Competitive  salary,  substantial  benefits,  including  in- 
centive income  program,  Drofessional  liability  coverage,  retirement 
plan.  Send  CV  or  call  collect:  Medical  Director,  Permanente  Medical 
Association  of  Texas,  7777  Forest  Lane,  #2444,  Dallas,  Texas  75230; 
214  386-8415. 


FAMILY  PRACTICE— 3 MD  group  need  help  in  private  clinic  adjacent 
to  /2  bed  hospital  in  Central  Texas.  Guarantee  to  start  with,  partner- 
ship to  follow  if  mutually  satisfied.  Small  town  near  large  cities. 
Excellent  schools,  churches,  recreational  facilities  on  large  fake  with 
PpPp]afI°n-  Equal  work/time  off  schedule.  Please  reply  to 
Ad-233,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
/870 1 . 


GENERAL  PHYSICIAN  III.  MD  licensed  to  practice  in  Texas  with 
e.*Penence  'n  general/internal  medicine,  to  direct  60  bed 
medical  uni  ol  psychiatric  facility.  Salary:  $50,400/yr.  plus  excellent 
fringe  bene  it  package,  including  liability  coverage  Please  submi! 
lncludfnaPaCtTeaet  !Pcludln?  llablllty  coverage.  Please  submit  resume 
Hnlnit^l9  Aun  r-  * !^rfe  re‘®rences  to:  Personnel  Director,  Austin  State 
Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

PUBLIC  HEALTH  PHYSICIAN— The  Texas  Department  of 
Health  is  seeking  qualified  physicians  to  fill  positions  in  a Public  Health 
Physician  Residency  Program  which  is  fully  accredited  by  the  American 
Board  of  Preventive  Medicine  and  the  AMA.  Location:  Austin,  Texas. 
Period  of  residency  s training  is  52  weeks  and  can  be  started  at  any 
time  during  the  year  Resident  spends  one  or  two  full  years  in  hands-on 
clinical  services  and  application  of  public  health  principles.  This  pro- 
gram is  a highly  structured  curriculum  of  practical  experience.  Resi- 
dent is  directly  responsible  for  the  performance  of  professional  medical 
tasks  and  certain  supervisory  functions  inherent  in  the  full  scope  of 
state-ot-the-art  public  health  practice.  Program  includes  manaatory 
experience  in  a modern  local  health  department,  a Texas  Public  Health 
Regional  office,  and  the  state-level  categorial  public  health  programs 
within  the  Austin  offices  of  the  Texas  Department  of  Health.  Requires 
or,  DO,  MPH  degree,  and  Texas  medical  license.  Residents  in 
public  health  hold  budgeted  positions  as  temporary  employees’  they 
are  paid  full  salary  and  are  accorded  fringe  benefits  as  Public  Health 
Physician  I,  according  to  prevailing  salary  schedules.  Qualified  phy- 
sicians should  contact  Chas.  R.  Webb,  Jr.,  MD,  State  Epidemiologist, 
Iexas  Department  of  Health,  Austin,  Texas  78756;  telephone  512  458-7207. 

EL  CAMPO,  WHARTON  COUNTY:  (City  of  15,000;  area  of  70,000).  Op- 
portunity for  FP,  OB/GYN,  in  a solo  or  associate  practice  with  monthly 
guarantee  for  12  months,  office  rent  for  one  year  and  assistance  in 
office  help  salary.  New  professional  office  building  available  adjacent 
to  hospital.  Several  specialties  presently  represented  in  community. 
One  hospital,  60  beds,  onen  staff.  Located  in  southeast  coastal  area 
between  Houston  and  Victoria.  Economically  viable  growing  rural  com- 
munity; close  to  large  city,  but  have  the  advantage  of  country  living. 
Excellent  public  schools.  Private  Catholic  school.  Close  to  recreational 
areas,  i.e.,  Gulf  and  lakes,  excellent  hunting  and  fishing.  Principal 
community  income  from  agribusiness,  oil  and  gas.  Contact:  Gary  G 
Kendrick,  Administrator,  El  Campo  Memorial  Hospital,  P.O  Box  1568 
El  Campo,  Texas  77437;  713  543-6251. 


EXCELLENT  OPPORTUNITY — FOR  LEASE,  large  clinic,  completely 
equipped.  Established  practice.  Location,  Palacios,  Texas  on  Matagorda 
Bay;  population  approximately  5,000;  highway  between  Houston  and 
Corpus  Christi;  modern  hospital.  Reason  for  leaving:  Dr.  James  C. 
Howard,  deceased.  Contact  Guadalupe  M.  Howard,  Administrator  of 
the  Estate,  P.O.  Box  820,  Palacios,  Texas  77465;  clinic  phone  512  972- 
2521;  home  phone  512  972-3280. 

EMERGENCY  MEDICAL  CLINIC — Excellent  opportunity  to  practice  in 
emergency  medical  clinic  in  a booming  town  of  80,000,  West  Texas 
Sunbelt  climate,  full  time,  40  hour  week,  rotation  shift.  Salary  $60,000 
plus  per  year.  Excellent  fringe  benefits.  Send  curriculum  vitae’  to 
Ad-236,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON— IMMEDIATE  OPENING  for  an  orthopedic 
surgeon,  board  eligible  or  certified  to  join  a two-man  group  practice 
in  North  Dallas.  Salary  and  fringe  benefits  commensurate  with  creden- 
tials and  experience.  Excellent  opportunity.  If  interested,  please  con- 
tact immediately.  Send  curriculum  vitae  to  Philip  E.  Rosen,  MD,  3800 
W.  15th  Street,  Suite  111,  Plano,  Texas  75075;  or  call  collect  214  867- 
1811. 

WANTED:  GENERAL  INTERNIST  OR  GASTROENTEROLOGIST  AND 
ORTHOPEDIC  SURGEON — Position  available  with  13-doctor  multi- 
specialty group  located  in  the  Medical  City  Dallas  complex  in  North 
Dallas,  located  within  a 15  minute  drive  of  all  physicians'  residences 
in  Dallas.  All  benefits  paid  for  by  the  group,  afternoon  off,  rotating 
call  schedule.  Send  curriculum  vitae  to  Jack  Spence,  Administrator, 
7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214  66 1 - 
7707. 

SPENCO  AEROBIC  CLUB,  perhaps  the  finest  athletic  facilitiy  in  the 
United  States,  has  space  for  private  practicing  psysician  with  interest 
in  general  practice  sports  medicine  and  stress  testing.  Tremendous 
opportunity  for  first  class  financial  and  family  style  life.  Financing  of 
equipment,  etc.  no  problem.  Research  capabilities  in  sports  medicine 
unlimited.  Please  reply  to  W.  R.  Spence,  MD,  P.O.  Box  8113,  Waco, 
Texas  76710. 

PHYSICIAN — FULL-TIME  PHYSICIAN  at  the  Student  Health  Center  at 
The  University  of  Texas  at  El  Paso.  Primary  medical  care  to  16,000 
students  on  commuter  campus  located  in  the  S.W.  metropolitan  com- 
munity of  El  Paso  which  forms  with  Juarez  the  largest  U.S. /Mexican 
border  metroplex.  Preceptor  to  nurse  practitioners:  snared  administra- 
tive responsibilities.  Emphasis  on  education,  promotion,  and  preventive 
aspects  of  health  care.  Supportive  counseling  services  with  plans  for 
immediate  implementation  of  laboratory  and  pharmacy  service.  MD 
licensed  to  practice  in  Texas  with  specialty  in  general,  family,  or 
internal  medicine  and  experience  in  gynecology  (including  family 
planning)  required.  Experience  in  university  health  service  or  primary 
care  facility  as  well  as  office  trauma/minor  surgery.  Previous  experi- 
ence in  working  with  persons  of  many  varied  ethnic,  cultural  and  social 
backgrounds  is  highly  desirable.  Salary  competitive  with  other  UT 
System  health  services  with  attractive  benefits.  Send  vitae  and  letter 
of  application  to:  Don  M.  Irvim  Director  of  Personnel,  The  University 
of  Texas  at  El  Paso,  El  Paso,  Texas  79968.  The  University  is  an  equal 
opportunity/affirmative  action  employer. 

WANTED:  FAMILY  PRACTITIONER,  INTERNIST,  ORTHOPEDIST  to  join 
multispecialty  group  in  V/est  Texas.  Excellent  benefit  package,  good, 
friendly  community  with  excellent  school  system,  prosperous  economy. 
Contact  Jack  Valenzuela,  Administrator,  P.O.  Box  1987  Andrews  Texas 
79714;  915  523-5643. 

CONSULTANT  PHYSICIAN — Two  positions  available  for  consultant 
physicians  with  the  Texas  School  for  the  Deaf.  Must  provide  22  medical 
clinics,  on-campus  medical  services  for  ill  students  Monday-Friday, 
provide  written  orders  and  plan  of  treatment  on  students  requiring 
medical  care;  provide  information  to  nursing  staff  pertinent  to  students 
plan  of  treatment;  review  student  records  and  make  referrals  for  con- 
sultation if  indicated  and  other  supportive  services.  The  contract  period 
is  October  1,  1981  through  May  28,  1982  at  a salary  not  to  exceed 
$1,314  per  month  or  not  to  exceed  a total  of  $10,512.  Send  resume 
to  Dr,  Victor  H.  Galloway,  Superintendent,  Texas  School  for  the  Deaf, 
1102  South  Congress,  Austin,  Texas  78704. 
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NORTH  DALLAS:  FAMILY  PHYSICIAN  wanted  for  busy  practice  in 
thriving  North  Dallas-  Available  immediately.  Must  be  board  certified/ 
eligible  in  family  practice.  Guarantee  plus  percentage.  No  OB.  No 
investment.  Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP,  15111 
Preston  Road,  Suite  103,  Dallas,  Texas  75248;  214  387-0155. 

CONSULTANT  PSYCHIATRIST— NEEDED:  A consultant  psychiatrist  with 
the  Texas  School  for  the  Deaf  to  provide  one  medical  psychiatric  clinic 
per  week,  individual  or  group  psychotherapy  with  students,  written 
orders  for’ treatment  including  medications,  emergency  on-call  services, 
psychotherapeutic  evaluations  and  assessments,  consult  with  school 
physicians  and  nursing  staff  to  plan  treatment  and  medical  care,  con- 
sult with  school  administrators  to  coordinate  plan  of  treatment,  consult 
with  parents/guardians  as.  needed  and  serve  as  consultant  to  admis- 
sion, review,  dismissal  committee.  Contract  period:  November  1 through 
May'  29,  1982  at  a salary  not  to  exceed  $140  per  week  or  $10,000  for 
the  entire  period.  Send  resume  to  Dr.  Victor  H.  Galloway,  Superintend- 
ent Texas  School  for  the  Deaf,  1102  South  Congress,  Austin,  Texas 
78704, 

OPHTHALMOLOGIST:  The  Texas  School  for  the  Deaf  is  seeking  an 
ophthalmologist  to  provide  weekly  clinics.  Must  conduct  eye  examina- 
tions for  several  students  each  week;  Wednesdays  from  1-2:30  p.m. 
Other  services  include:  prescribe  for  and  fit  glasses  if  required,  consult 
parents  regarding  unusual  eye  pathology.  Provide  for  emergencies 
involving  eye  injuries,  provide  other  appropriate  services.  The  contract 
period  is  October  1,  1981  through  May  28,  1982  at  a salary  not  to 
exceed  $770  per  month  or  not  to  exceed  $6,160  for  8-months.  Send 
resume  to:  Dr.  Victor  H.  Galloway,  Superintendent,  Texas  School  for 
the  Deaf,  1102  South  Congress,  Austin,  Texas  78704. 

CARDIOLOGIST.  Must  be  fellowship  trained.  Opportunity  to  associate 
with  young  North  Texas  area  cardiologist  in  busy  practice  of  all 
phases  of  diagnostic  cardiology  beginning  July  1982.  Income  guaran- 
tee. Send  CV  including  references  to  Ad-238,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  PHYSICIAN — FORT  WORTH:  Experienced,  career-oriented 
physician  needed  to  complement  existing  group  in  large  hospital  ED. 
Compensation  attractive  with  numerous  benefits.  Position  available 
now.  Contact  Director  ED,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth,  Texas  76104  or  call  817  336-9371,  etx.  6670. 

ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  for 
Director  of  Residency  Training  in  newly  developed  satellite  program 
at  Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest 
include  teaching,  patient  care,  administration  and  research.  Rank  and 
salary  commensurate  with  qualifications.  Curriculum  vitae  and  three 
references  are  required.  Please  send  to:  Mr.  Dale  A Smith,  Assistant 
Administrator,  Ancillary  Services,  St.  Mary  Hospital,  3600  Gates  Boule- 
vard, Port  Arthur,  Texas  77640;  equal  employment  opportunity  (M/F/H) 
affirmative  action  employer. 

SUPERINTENDENT — Physician  needed  for  100-bed  acute  and  chronic 
care  state  facility.  JCAH  accredited  and  to  expand  services  to  a wide 
area  of  South  Texas.  Responsible  for  staff  of  200  plus  employees.  Op- 
portunity for  practice  within  specialty.  Time  to  enjoy  the  eternal  sum- 
mer and  only  30  minutes  from  Mexico.  Excellent  salary,  benefits — paid 
malpractice,  retirement,  housing  and  dislocation.  Board  certified.  Send 
CV  to  Charles  L.  Hill,  Director,  Hospital  Care  Division,  Texas  State 
Department  of  Health,  1100  West  49th  Street,  Austin,  Texas  78756. 


Situations  Wanted 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214- 

867-6500. 


PARK  ST.  DAVID  PROFESSIONAL  BUILDING — Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
tor  the  practicing  physicians  and  statf,  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


RELOCATE  TO  BOOMING  NORTHWEST  HOUSTON1  In  the  heart  of 
Klein  ISD,  young  affluent  community,  fastest  growing  in  the  nation! 
Brand  new  atrium  medical  dental  building  among  trees,  excellent  for 
primary  care  physicians.  Design  your  own  suites.  Choice  spaces  just 
became  available.  713-537-2706. 


PRACTICE  FOR  SALE:  Hematology-oncology  or  internist  practice,  lo- 
cated next  to  a hospital  with  trained  secretary-nurse.  Buy  equipment, 
rent  office,  furniture,  walk  in,  take  over.  Contact  512  541-1537. 


NEW  MEDICAL  FACILITIES  across  from  new  200  bed  HCA  hospital  lo- 
cated in  the  middle  of  Dallas-Fort  Worth  metroplex.  Suite  sizes  from 
1100  to  2800  sq.  ft.  Generous  remodeling  allowance  given,  design  service 
available.  Contact  Professional  Design,  agent  for  building  at  817 
265-8252  or  physician  contact  after  6 p.m.,  817  261-7605. 


DEL  RIO,  TEXAS — FOR  SALE  OR  RENT:  100  square  feet  furnished  and 
equipped  office  space  suitable  for  family  practitioner  or  for  specialist. 
X-ray  facilities,  laboratory,  four  examining  rooms,  patient  waiting  room 
and  business  office.  Air  conditioned,  ample  parking  space.  For  in- 
formation call  512  775-3555  or  512  775-9221. 


EXCELLENT  OPPORTUNITY— RURAL  GENERAL  PRACTICE  for  sale.  Rob 
Hancock,  713  789-0324.  Near  Lake  Livingston,  Texas. 


FOR  SALE  IN  TEXAS  HILL  COUNTRY— Fine,  active,  well-established 
general  surgery  practice  of  suddenly  deceased  physician.  Business  and 
medical  equipment.  Excellent  office  space  available.  Two  treatment 
rooms;  adjacent  to  hospital.  All  specialties  represented  in  community, 
Call  512  896-2942. 


FOR  SALE— PRODUCING  OIL  AND  GAS  WELLS— 935  acres— beautiful 
Central  Texas  ranch.  Good  grass,  large  trees,  cultivation,  paved  road 
frontage.  Lakefront,  beautiful  lake  views,  abundance  of  wildlife.  Ex- 
cellent terms.  Billie  Sue  Palmer,  Broker,  Route  5,  Box  202A,  Brownwood, 
Texas  76801;  telephone  915  784-5034. 


DALLAS  AREA  OFFICE  SPACE  AVAILABLE— Josey  Medical  Plaza,  Car- 
rollton, Texas.  Immediate  occupancy.  New,  fully  equipped  OB/GYN 
office  with  four  exam  rooms,  consultation  room,  lab  area,  furnished 
waiting  room;  suitable  for  most  specialties.  Approximately  1,125  sq.  ft. 
Accessible  to  area  hospitals.  For  further  information  contact  North 
Dallas  OB/GYN  Associates,  7777  Forest  Lane,  Suite  315,  Dallas,  Texas 
75230;  214  661-4500. 


SKI  BRECKENRIDGE,  COLORADO!  Luxurious  mountain  home  nestled 
among  the  tall  pines  on  Peak  8 above  Breckenridge.  5 bedroom,  5 
baths  (2  with  Jacuzzi  tubs),  2 living/dining  areas  with  fireplaces  2 
kitchens,  sleeps  10+ . Close  to  lifts,  ski  home.  Larry  Whinnery,  8075 
Charlecot  Drive,  Indianapolis,  Indiana  46268;  317  872-5322. 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE — Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service, 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 

CLINIC  ADMINISTRATOR  with  fourteen  years  experience  in  all  phases 
of  clinic  (single  and  multi-specialty)  management.  Wishes  to  locate 
in  central  to  central  west  lexas.  Prefer  small  to  medium  size  clinic 
and  community;  however  will  respond  to  all  inquiries.  Please  reply  to 
Ad-227,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST-CARDIOLOGIST — 32,  university  trained,  skilled  in  non- 
invasive  procedures  seeking  private  practice  opportunity  immediately. 
Will  consider  all  sizes  of  community.  Financial  arrangements  nego- 
tiable. Contact  Narain  Mangla,  MD,  16  Greenwood  Estates,  Monticello, 
New  York  12701 ; phone  914  794-0321. 

PULMONARY  INTERNIST — well  trained.  University  appointment,  seek- 
ing relocation  in  private  practice  in  Texas  in  40,000-80,000  population 
community.  Please  reply  to  Ad-230,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd,,  Austin,  Texas  78701. 

ALLERGY — Finishing  fellowship  June  1982.  Available  after  that  time. 
Board  certified  ABIM.  Predominately  allergy  trained  in  adult  and  older 
children's  care.  All  practice  situations  and  locations  considered  in 
Texas.  William  R.  McKenna,  MD,  3891  Daffodil  Cove,  Memphis,  Tennes- 
see  38128. 

RADIOLOGIST,  ABR,  ABNM,  SEEKS  RELOCATION,  preferably  in  Texas, 
especially  in  D/FW  area.  Will  send  curriculum  vitae  on  request.  Please 
reply  to  Ad-232,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

PLASTIC  SURGEON — AVAILABLE.  Seeking  solo  or  associate/partnership 
practice  for  general,  cosmetic  and  hand  surgery.  One  year  of  micro- 
surgery fellowship  experience.  First  part  of  board  passed.  Please  reply 
to  Ad-234,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

RADIOLOGIST,  45,  BOARD  CERTIFIED.  Wish  to  relocate  in  smaller 
town.  General  diagnosis,  ultrasound  and  nuclear  medicine.  Contact 
226  Blue  Castle,  Houston,  Texas  77015,  713  455-1577  or  713  455-5492. 

TWO  BOARD  ELIGIBLE  OB/GYN  GRADUATING  from  training  at  Leve’ 
III  institutions.  Interested  in  establishing  association  or  partnership 
with  solo  practitioner,  group  or  HMO.  Desires  Dallas-Fort  Worth,  Hous- 
ton, or  San  Antonio  area.  Will  forward  CVs  per  request.  Home  313 
373-6014;  hospital  313  857-7200. 

BOARD  ELIGIBLE  INTERNIST  with  strong  commitment  to  primary  care 
desires  solo  or  small  group  practice  in  or  near  Houston.  Please  reply 
to  Ad-237,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from 
disciplined  application  of  a proven,  time-tested,  comouter  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Over  $5  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TAX  ATTORNEY  & PENSION  PLAN  SPECIALIST— Former  IRS  pension 
plan  specialist  and  revenue  agent.  Pension  and  profit  sharing  plan 
annual  administration  including  initial  IRS  qualification,  annual  filings, 
actuarial,  certification  and  employee  statements  of  participation.  No 
insurance  required.  Federal  practice  only.  References  upon  request. 
Jacob  Wachstock,  PC,  299  Broadway,  New  York,  New  York;  212  349- 
2248. 


PROFESSIONAL  BUSINESS  LOANS:  Minimum  $500.  Take  tax  advantage 
of  sale/lease  back,  your  equipment  bought  at  present  replacement 
value  and  leased  back  to  you.  Also  new  equipment  lease.  In  addition, 
loans  for  expansion,  investments,  vacations,  etc.  Contact  John  Fields, 
P.O.  Box  198,  Keene,  Texas  76059;  phone  817  645-8491. 


FINALLY,  A CURE  FOR  SLUGGISH  CASH  FLOW  . . . The  Medi-Scan 
System  available  thru  MedAccount  of  Texas,  Inc.  Medicare,  Medicaid 
and  Blue  Shield  insurance  claims  processed  in  as  few  as  7 to  10  days. 
Costs  usually  between  55^  and  $2  per  claim.  Physicians  who  do  not 
accept  assignment,  we  have  a program  by  which  your  patients  claims 
can  be  processed.  Patients  receive  their  checks  in  as  few  as  7 to  10 
days!  A complete  form  billing,  accounting  and  management  information 
system  available  at  a very  low  cost.  For  information  contact  Med- 
Account of  Texas,  Inc.,  Douglas  Plaza  Building,  8226  Douglas  Avenue, 
Suite  455,  Dallas,  Texas  75225  or  call  collect  214  369-3906. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


JENSEN  INTERCEPTOR  series  III  1976.  Owner  has  kept  this  prestigious 
English  vehicle  as  new.  Only  45,000  miles.  A collectors  vehicle  for  only 
$20,000.  Telephone  604  987-2701. 
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INA  HEALTHPLAN  OF  TEXAS,  INC. 

INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan 
designed  to  serve  residents  of  the  greater  Dallas  area.  Its 
physician  provider  group,  North  Central  Texas  Indepen- 
dent Practice  Association,  P.A.  (NCTIPA),  has  positions 
available  for  primary  care  internists,  pediatricians, 
gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary  of  INA  Corpo- 
ration, which  currently  operates  successful  prepaid 
health  plans  in  Arizona,  California,  Florida,  and  Washing- 
ton, and  which  has  become  established  as  an  innovative 
leader  in  the  health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in 
outstanding  facilities,  free  of  the  business  aspects  of  of- 
fice management;  excellent  salary  and  fringe  benefits; 
plus  all  the  advantages  of  living  in  “Big  D,”  one  of  the 
most  progressive  and  rapidly  growing  cities  in  the  Sun 
Belt! 

For  further  information,  please  respond  with  C.V.  to: 
Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

PO.  Box  401828 
Dallas,  Texas  75240 


/-  Give  your 

career  some  CPR 


If  your  career  seems  to  be 
faltering,  maybe  it  needs  some  CPR 
(Carefully  Planned  Resuscitation) 
from  the  specialists  at  MEDSECO 
As  the  nation's  leading  physician 
recruiting  and  placement 
firm  — specializing  in  the  unique 
requirements  of  emergency 
physicians  — Medical  Search 
Consultants  have  successfully 
provided  their  own  brand  of  CPR  to 
physicians  all  over  the  country'. 

Call  them  in  confidence  — without 
cost,  without  obligation  — and  give 
your  career  some  CPR. 


M 

W 


Medical  Search  Consultants, 

333  North  Belt 
PO  B ox  4448 
Houston,  Texas  77210 
(800)  231-02r-. 

(713)  999-6800  in  Texas 


Inc. 


/MEDSECO 
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FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  712  N.  Washington, 
Dallas  75246 
(214)  821-4640 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


DECEMBER 
Arthritis  & Rheumatism 

Dec  2,  1981 

Arthritis:  Management  1981.  Memorial  Southwest  Hospital  Caf- 
eteria, Houston.  Fee  $10.  Contact  Gloria  Roberts,  Division  of  Con- 
tinuing Education,  UTHSC  at  Houston,  Box  20367,  Houston  TX 
77025  713/792-4671 

General  Medicine 

Dec  12,  1981 

The  impaired  Physician.  UT  Medical  Branch,  Galveston  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award,  8 hours  Contact 
Sue  Moreno,  Continuing  Medical  Education,  2nd  Floor  Gail  Borden 
Bidg,  UT  Medical  Branch,  Galveston,  TX  77550  71 3/765-2934 

Internal  Medicine 

Dec  7,  1981 

Infectious  Diseases  Update  1 981 . UT  Health  Science  Center  at  San 
Antonio.  Fee  none  Category  1 , AMA  Physician's  Recognition 
Award;  7 hours.  Contact  Marilyn  Rennels,  Medical  School  Continu- 
ing Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  512/691-6295 

Obstetrics/Gynecology 

Dec  5,  1981 

5th  Annual  South  Plains  Perinatal  Association  Seminar:  Emotional 
Aspects  of  Childbearing.  Lubbock  Memorial  Civic  Center,  Lubbock 
Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sue  Williams,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430 
806/743-2929 

Ophthalmology 

Dec  3-5,  1981 

Extracapsular  Cataract  Surgery  and  Posterior  Chamber  IOL  Work- 
shop. Mary  Shiels  Hospital,  Dallas.  Fee  $600.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  William  S Harris,  MD, 
Ophthalmology  Center,  281 1 Lemmon  Ave  East,  Dallas,  TX  75204 
214/522-2661 

Psychiatry 

Dec  3-5,  1981 

Phenomenology  and  Treatment  of  Psychiatric  Emergencies.  Marriott 
Hotel,  Astrodome,  Houston.  Fee  $275  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP,  Prescribed;  24  hours.  Contact  Carol  Ber- 
man, Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  77030  71 3/790-4941 

JANUARY 

Emergency  Medicine 

Jan  13, 1982 

Board  Review  for  Emergency  Medicine  Physicians.  Scott  & White 
Hospital,  Temple.  Fee  TBA  Contact  Susan  Rounsaville,  Research 
and  Education  Division,  Scott  & White  Memorial  Hospital,  2401  S 
31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 


General  Medicine 

Jan  30-31,  1982 

Medical  Applications  of  Dance,  Yoga  & Tai  Chi.  Baylor  College  of 
Medicine,  Houston  Fee  TBA.  Contact  Lynne  Tiras,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  713/790-4941 

Geriatric  Medicine 

Jan  16-17,  1982 

Geriatric  Medicine.  UT  Health  Science  Center  at  San  Antonio.  Fee 
$100.  Category  1 , AMA  Physician's  Recognition  Award,  AAFP  Pre- 
scribed; Category  2D,  AOA;  1 0 hours.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78248  512/691-6295 

Physical  Medicine 

Jan  21  -23,  1981  CANCELED 

Chronic  Pain.  Shamrock  Hilton  Hotel,  Houston.  Fee  TBA.  Con- 
tact Lila  Lerner,  Office  of  Continuing  Medical  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Radiology 

Jan  4-15,  1981 

External  Beam  Dosimetry — Principles  and  Calibrations.  M.D  Ander- 
son Hospital,  Houston.  Fee  $550.  Contact  Gloria  Roberts,  Division 
of  Continuing  Education,  UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Jan  18-29,  1981 

External  Beam,  Interstitial  & Intracavitary  Dosimetry — Manual  and 
Computer  Methods  of  Calculation.  M.D.  Anderson  Hospital 
Houston.  Fee  $550.  Contact  Gloria  Roberts,  Division  of  Continuing 
Education,  UT  Health  Science  Center  at  Houston,  Box  20367, 
Houston.  TX  77025  713/792-4671 

Sports  Medicine 

Jan  28-30,  1982 

9th  Annual  Symposium  on  Sports  Medicine.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $90,  physicians  ($1 00  at  door);  $50, 
coaches  ($60  at  door).  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  Prescribed;  Category  2D,  AOA;  1 5 hours.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

FEBRUARY 

Dermatology 

Feb  26-27,  1982 

1 st  Annual  South  Central  Texas  Dermatopathology  Course  and  the 
Robert  Freeman  Honorary  Dermatopathology  Lecture  Series.  UT 

Health  Science  Center  at  San  Antonio.  Fee  $1 50.  Category  1 , AMA 
Physician's  Recognition  Award;  Category  l-E,  American  Academy  of 
Dermatology;  12  hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Family  Practice 

Feb  1-6,  1982 

Family  Practice  Review  1 982.  Holiday  Inn,  Galveston.  Fee  $400 
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Category  1 , AMA  Physician’s  Recognition  Award;  45  hours.  Contact 
Sue  Moreno,  Coordinator,  Continuing  Medical  Education,  2nd  Floor 
Gail  Borden  Bldg,  UTMB  Galveston,  TX  77550  713/765-2996 

General  Medicine 

Feb  6,  1982 

Basic  Cardiac  Life  Support.  Austin  Marriott  Hotel,  Austin.  Fee  $40, 
TMA  members;  $45,  nonmembers.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
Session  and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  512/477-6704 

Feb  7,  1982 

Basic  Electrocardiography.  Austin  Marriott  Hotel,  Austin.  Fee  $75, 
TMA  members;  $80,  nonmembers.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
Session  and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  512/477-6704 

Feb  7,  1982 

Chronic  Obstructive  Pulmonary  Disease.  Austin  Marriott  Hotel,  Aus- 
tin. Fee  $75,  TMA  members;  $80,  nonmembers  Category  1 , AMA 
Physician's  Recognition  Award  Contact  Mrs  Dale  Willimack.  Dir, 
Dept  of  Annual  Session  and  Scientific  Programming,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  51 2/477-6704 

Feb  18-19,  1982 

Alcoholism  Conference.  El  Paso.  Fee  TBA  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Sue  Williams,  Office  of  Continu- 
ing Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  806/743-2929 

Hyperbaric  Medicine 

Feb  6-13,  1982 

Medicine  of  Sports  Scuba  Diving.  Bonaire,  Netherlands  Antilles.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  Category  1 , ACEP;  25 
hours.  Contact  Jefferson  C.  Davis,  MD,  Hyperbaric  Medicine,  PA, 
Methodist  Plaza,  4499  Medical  Dr,  San  Antonio,  TX  78229 
512/696-7293 

Neurology 

Feb  26-28,  1982 

10th  Neuromuscular  Disease  Symposium.  Shamrock  Hilton  Hotel. 
Houston.  Fee  TBA  Contact  Carol  Berman,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  713/790-4941 

Ophthalmology 

Feb  13,  1982 

San  Antonio  Ophthalmology  and  Otolaryngology  Society  Meeting. 

UT  Health  Science  Center  at  San  Antonio.  Fee  TBA.  Contact  Mari- 
lyn Rennels,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Pathology 

Feb  18-25,  1982 

Review  of  Clinical  Chemistry  for  Practicing  Pathologists  and  Clinical 
Chemists.  St  Anthony  Hotel,  San  Antonio.  Fee  $295.  Category  1 , 
AMA  Physician's  Recognition  Award;  46  hours.  Contact  Marilyn 
Rennels,  Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 


Pediatrics 

Feb  10,  1982 

4th  Russell  J.  Blattner  Lectureship.  Auditorium,  Texas  Children's 
Hospital,  Houston  Fee  TBA.  Contact  Lynne  Tiras,  Office  of  Continu- 
ing Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Feb  11-13,  1982 

Pediatric  Postgraduate  Symposium.  Marriott  Hotel,  Astrodome, 
Houston  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Lynne  Tiras,  Office  of  Continuing  Medical 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  71 3/790-4941 

Feb  18-20,  1982 

Controversies  in  Pediatric  Surgery.  Galleria  Plaza  Hotel,  Houston. 

Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sherry  Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 

Feb  19-21,  1982 

Pediatrics  for  the  Practitioner.  Marriott  Hotel,  San  Antonio.  Fee  TBA 
Category  1 , AMA  Physician’s  Recognition  Award,  AAFP,  Prescribed. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Radiology 

Feb  1-5,  1982 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  M.D.  Ander- 
son Hospital,  Houston.  Fee  $400.  Contact  Gloria  Roberts,  Division 
of  Continuing  Education,  UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Feb  22-26,  1982 

Basic  Radiological  Health.  UT  Health  Science  Center  at  San  An- 
tonio Fee  $400.  Category  1 , AMA  Physician's  Recognition  Award; 

40  hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 

Surgery 

Feb  4-6,  1982  CANCELED 

Plastic  Surgery  for  the  General  Surgeon.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

MARCH 

Family  Medicine 

March  18-20,  1982 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology and  Contraception  (Taught  in  Spanish).  San  Antonio. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

March  26,  1982 

UT  Medical  Branch  Homecoming.  Galveston.  Contact  Sue  Moreno, 
Continuing  Medical  Education,  2nd  Floor  Gail  Borden  Bldg,  UT 
Medical  Branch,  Galveston,  TX  77550  713/765-2934 
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Neurology 

March  26-28,  1982 

Partial  Complex  Epilepsy,  Episodic  Behavior  Disorders,  Narcolepsy: 
The  Differentiation,  Ruidoso,  NM,  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Donald  Rathbun,  MD,  El  Paso  Medical 
Center,  1501  Arizona,  Suite  1 C,  El  Paso,  TX  79902  915/545-1021 

Ophthalmology 

March  26-27,  1982 

Alamo  City  Ophthalmology  Residents'  Conference.  San  Antonio. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-6295 


Pathology 

March  29- April  2,  1982  (Date  Changed  from  March  22-26) 
Forensic  Toxicology.  San  Antonio.  Contact  Marilyn  Rennels,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Pediatrics 

March  25-27,  1982 

2nd  Annual  National  Pediatric  Infectious  Disease  Seminar.  Las 

Vegas,  Nev.  Contact  Marion  Troup  or  Raymond  W.  Sarber,  Dept  of 
Pediatrics,  UT  Health  Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-3439 

March  25-27,  1981 

Recent  Advances  in  Child  Health  Care.  Galveston  Contact  Marilyn 
D Couthitt,  PhD,  Office  of  Continuing  Medical  Education,  UTMB, 
Galveston,  TX  77550  713/765-2996 

Physical  Medicine  and  Rehabilitation 

March  22-April  1,  1982 

1 6th  Comprehensive  Review  Course  in  Physical  Medicine  and  Re- 
habilitation. Houston  Contact  Lila  Lerner,  Office  of  Continuing  Medi- 
cal Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

APRIL 

Family  Medicine 

April  2-4,  1982 

Family  Practice  Recertification  Review.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

General  Medicine 

April  1982  (Tentative) 

7th  Annual  Audiology  Conference.  Temple.  Contact  Susan  Roun- 
saville,  Research  and  Education  Division,  Scott  & White  Memorial 
Hospital,  2401  S 31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 

Ophthalmology 

April  2-3,.  1982 

4th  Annual  Dallas  Spring  Ophthalmology  Symposium.  Dallas. 

Contact  Lela  Breckenridge,  Continuing  Medical  Education,  Pres- 
byterian Hospital  of  Dallas,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  214/696-8436 


Psychiatry 

April  27-29,  1982  (Date  changed  from  Oct  7-10,  1981) 

Border  Symposium  of  Mexican-North  American  Mental  Health.  El 

Paso.  Contact  Carol  Whitcomb,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center  Regional 
Academic  Health  Center,  4800  Alberta  Ave  El  Paso  TX 
79905  915/533-3020 

MAY 

Family  Medicine 

May  10-14,  1982 

Review  Course  in  Family  Practice.  Houston.  Contact  Office  of  Con- 
tinuing Medical  Education,  Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston,  TX  77030  71 3/790-4941 

General  Medicine 

May  1982 

Advanced  Cardiac  Life  Support  Course.  Temple.  Contact  Susan 
Rounsaville,  Research  and  Education  Division,  Scott  & White  Memo- 
rial Hospital,  2401  S 31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

Ophthalmology 

May  27-29,  1982 

Closed  Approach  to  Intraocular  Surgery.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-6295 

Surgery 

May  24-28,  1982 

Reconstructive  Micro-surgery:  An  Indepth  Symposium  and  Work- 
shop. Oklahoma  City.  Contact  Dr  Hal  Vorse,  Director,  Continuing 
Medical  Education,  Presbyterian  Hospital,  Northeast  Thirteenth  and 
Lincoln  Blvd,  Oklahoma  City,  OK  731 04  405/271  -6447 

INSTITUTIONS  AND  ORGANIZATIONS 
ACCREDITED  FOR  CME  IN  TEXAS 

Baylor  University  Medical  Center,  Dallas 

Central  Texas  Medical  Foundation,  Austin 

Dolly  Vinsant  Memorial  Hospital,  San  Benito 

Hendrick  Medical  Center,  Abilene 

MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

Methodist  Hospitals  of  Dallas 

Park  Plaza  Hospital,  Houston 

Presbyterian  Hospital  of  Dallas 

St  Joseph's  Hospital,  Fort  Worth 

St  Joseph  Hospital,  Houston 

Sierra  Medical  Center,  El  Paso 

St  Paul  Hospital,  Dallas 

Tarrant  County  Hospital  District,  Fort  Worth 

Texas  Research  Institute  for  Mental  Sciences,  Houston 

Texas  Pediatric  Society 

Texas  Surgical  Society 

The  University  of  Texas  Health  Center  at  Tyler 

Baylor  College  of  Medicine;  Texas  Tech  Health  Sciences  Center;  the 

UT  Health  Science  Centers  at  Dallas,  Houston  and  San  Antonio;  and 

Scott  & White  Memorial  Hospital  (Texas  A&M)  are  also  accredited. 

For  more  information  regarding  the  accreditation  program,  contact 
the  Office  of  Medical  Education,  Texas  Medical  Association,  1 801 
North  Lamar  Blvd,  Austin,  TX  78701  512/477-6704 
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CALENDAR  OF  MEETINGS 


■ Denotes  Texas  Meetings 


DECEMBER 

American  Academy  of  Dermatology,  San  Francisco,  Dec  5-10, 

1981,  Bradford  W.  Claxton,  820  Davis  St,  Evanston,  IL  60201 

American  Academy  of  Psychoanalysis,  New  York,  Dec  3-6,  1 981 
Vivian  Mendelsohn,  30  E 40  St,  Suite  608,  New  York,  NY  10016 

American  Association  for  Respiratory  Therapy,  Anaheim,  Calif,  Dec 
5-8,  1981.  Linda  Durrett,  1 720  Regal  Row,  Suite  1 1 2,  Dallas,  TX 
75235 

American  College  of  Chemosurgery,  San  Francisco,  Dec  3-4,  1981. 
Gerald  Bernstein,  MD,  6653  NE  Windermore  Rd,  Seattle,  WA  98115 

American  Medical  Association,  Las  Vegas,  Dec  3-4,  1981  535  N 
Dearborn  St,  Chicago,  IL  6061 0 

■ American  Society  of  Hematology,  San  Antonio,  Dec  5-8,  1981 
Sally  Botfieid,  6900  Grove  Rd,  Thorofare,  NJ  08086 

■ Texas  Academy  of  the  American  College  of  Physicians,  Houston 
Dec  3-4,  1981  F Warren  Tingley,  MD,  801  Road  to  Six  Flags, 
Arlington,  TX  76012 

■ Texas  Society  of  Internal  Medicine,  Houston,  Dec  4,  1 981  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

JANUARY 

American  Academy  of  Orthopaedic  Surgeons,  New  Orleans,  Jan 
21  -26,  1 982.  Charles  V.  Heck,  MD,  444  N Michigan  Ave,  Chicago, 

IL  60611 

American  Association  for  the  Advancement  of  Science,  Washington, 
DC,  Jan  3-8.1 982.  William  D.  Carey,  1 776  Massachusetts  Ave,  NW, 
Washington,  DC  20036 

American  College  of  Allergists,  Bal  Harbour,  Fla,  Jan  1 6-20,  1 982. 
Shirley  Schoenberger,  2141  14th  St,  Boulder,  CO  80302 

■ American  College  of  Surgeons,  Soath  Texas  Chapter,  Houston 
Jan  27-30,  1982.  Harlan  D Root,  MD,  7703  Floyd  Curl  Dr  #223F, 
San  Antonio,  TX  78284 

American  Orthopaedic  Foot  Society,  New  Orleans,  Jan  20-21 , 

1982.  John  S.  Gould,  MD,  444  N Michigan,  #1500,  Chicago,  IL 
60611 

Society  of  Thoracic  Surgeons,  New  Orleans,  Jan  11-13,1 982. 
Walter  G.  Purcell,  1 1 1 E Wacker  Dr,  Chicago,  IL  60601 

■ Texas  Society  of  Pathologists,  Dallas,  Jan  29-31 , 1982.  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


FEBRUARY 

American  Group  Psychotherapy  Association,  New  York,  Feb  11-15, 
1 982  Marsha  Block,  1 995  Broadway,  New  York,  NY  1 0023 

American  Medical  Association,  Chicago,  Feb  25-28,  1982.  Gail  H. 
Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 

American  Physical  Therapy  Association,  Anaheim,  Calif,  Feb 
19-23,  1982.  Bonnie  Polvinale,  1 156  15th  St,  NW,  Suite  500,  Wash- 
ington, DC  20005 
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■ District  1 Medical  Society,  TMA,  El  Paso,  Feb  13,  1982.  Laurance 
N.  Nickey,  MD,  1515  N Oregon,  El  Paso,  TX  79902 

■ Texas  Medical  Association,  Feb  5-7, 1982.  C.  Lincoln  Williston, 
1801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

American  Academy  of  Allergy,  Montreal,  March  6-10.  1982.  D L. 
McNeil,  61 1 East  Wells  St,  Milwaukee,  Wl  53202 

■ American  Association  of  Medical  Assistants,  State  of  Texas,  Abil- 
ene, March  25-28,  1982.  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin, 

TX  78705 

American  Society  for  Clinical  Pharmacology  and  Therapeutics,  Lake 
Buena  Vista,  Fla,  March  1 7-20,  1982.  Elaine  Galasso,  1 718  Gal- 
lagher Rd,  Norristown,  PA  19401 

American  Society  of  Contemporary  Medicine  and  Surgery,  Orlando, 
Fla,  March  14-19,  1982.  John  G Bellows,  MD,  6 N Michigan,  Suite 
1110,  Chicago,  IL  60602 

International  Academy  of  Pathology,  United  States-Canadian  Divi- 
sion, Boston,  March  1 -5,  1982  Nathan  Kaufman,  MD,  1003  Chafee 
Ave,  Augusta,  GA  30904 

International  Academy  of  Proctology,  Israel  & Greece,  March 
18- April  2,  1982.  E W.  Cantor,  271  -17V  Grand  Central  Pkwy,  Flora 
Park,  NY  11005 

■ Society  of  Nuclear  Medicine,  Southwest  Chapter,  Dallas,  March 
26-28,  1 982.  John  V.  Hidalgo,  1 209  Lair  Ave,  Metairie,  LA  70003 

■ Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
March  4-6,  1982.  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Radiological  Society,  Dallas,  March  19-21 , 1982.  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


Preparation  of  the  "Continuing  Education  Directory"  is  done  by  Ms 
Patricia  Jeter,  Administrative  Assistant,  Office  of  Medical  Education, 
Texas  Medical  Association. 
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marlin , ©exiw  T6B81 


Telephone:  883-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S.* 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.O.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr..  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S.* 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torhett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

•Expired  May  17th,  1977. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street  DALLAS, 

INTERNAL  MEDICINE 
John  B Allen,  M D , D A B I M 
Morris  E.  Magers,  M.D  , D A B I M 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology  & Endoscopy 

Landon  W.  Stewart,  M.D.,  DAB  1 M 

Cloyce  L.  Stetson,  Jr  , M I)  , D.A  B1.M 

David  S.  Sowell,  III,  M l)  , D A B I M , Cardiology 

Don  E.  Cheatum,  M.D  , DAB  I M , and  DAB  Rhu, 

F A C.P  , Rheumatology 
W.  Mark  Armstrong,  M.D  , D A B I M 
Sam  W.  Waters,  M l) 

George  E.  Thomas,  M I)  , D A B I.M. 

Steven  P Bowers,  M.D  , D.A.B.I.M. 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D , D A B O G, , F A, C O G. 

Vernie  D,  Bodden,  M.D,,  D A B O G , FA  C.O.G 

PEDIATRICS 

Halcuit  Moore,  M D . D A B P , F.A.A.P. 

P F.  Luecke,  Jr  , M.D  , D A B P , F.A.A.P 

GENERAL  SURGERY 

George  P Fosmire,  M D , D A B.S.,  F.A.C.S 
Charles  W Coleman,  M.D 

UROLOGY 

Harry  M.  Spenec,  M.D.,  D.A.B.U.,  E.A.C.S. 

William  H.  Hoffman,  M.D  , D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D,  D A.B.U.,  F.A.C.S. 


TEXAS  7521  1 Telephone  823-415  1 

RADIOLOGY 

Joe  B Caldwell,  M I)  , D A B R 
James  B Evans,  M.D  , D A B R 

DERMATOLOGY 

William  N.  New,  M D,  F A A D , F A. C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M D , 1)  A B O 
Dwight  A Lee.  M I)  , D A B O. 

OPHTHALMOLOGY 

James  M Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D.,  D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
J Boyd  Hollabaugh,  D D.S. 

William  F Walton,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C H.  Rosamond,  Administrator 

Alan  G.  Kennon,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  BillyeJ.  Norris,  R.N 

INACTIVE  STATUS 

George  M.  Underwood,  M.D,  D A B I M , F A C P , 
Gastroenterology 
Adam  D.  Green,  M.D.,  Surgery 
B Celia  Slaughter,  M.D  , D A B P , F A. A P 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 


Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 
the  following  infec- 
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in  summary  of  product 
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thei 


•apy 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows:  ’ 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebsiella  Entero- 
bacler,  Proteus  mlrabills,  Proteus  vulgaris.  Proteus  morganll.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  amplclllin-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent 
For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were’ 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsitlopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6  phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  Impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gaslrointestinal  reactions:  Glossitis,  stomatitis', 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations,' 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength) 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily’ 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (sinqle  strenqth)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole-bottles of  100  and  500;  Tel-E-Dose®  packages  of  100.  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 


in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


j Volume  77  December  1981 


1 


Bactrim 

succeeds 


from  site  to  source  Bactrim  DS 

„ 160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  0 

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 

tissue1 . . .the  trimethoprim  component  diffuses  into 

vaginal  secretions  in  bactericidal  concentrations1... 

and  in  the  fecal  flora,  Bactrim  effectively  suppresses 

Enterobacteriaceae12  with  little  resulting  emergence 

of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303. 426-432,  Aug  21,  1980.  2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 
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Since  the  early  1960s,  the  adolescent 
suicide  rate  has  increased  dramatically, 
rising  1 31  % for  younger  adolescents  be- 
tween 1961  and  1975.  Jerry  M.  Lewis, 
MD,  includes  such  information  and  a dis- 
cussion of  the  origins  and  evaluation  of 
adolescent  depression  in  his  article, 

"The  depressed  adolescent  and  the 
family,”  beginning  on  page  40,  Dr  Lewis 
describes  familial  patterns  and  relation- 
ships that  seem  to  contribute  to  depres- 
sion in  adolescents  and  challenges 
assumptions  about  the  prevalence  and 
nature  of  adolescent  depression.  For 
example,  do  adolescents  experience  the 
subtypes  of  major  depressive  disorders 
seen  in  adults?  The  author  thinks  so. 
Furthermore,  he  writes,  careful  inter- 
viewing and  evaluation  of  the  adolescent 
patient  may  reveal  an  underlying  depres- 
sion and  the  possible  risk  for  suicide. 
Cover  designer  Ed  Triggs  has  used 
photographic  distortion  to  express  the 
essence  of  depression. 

Coming  next  month 

Articles  scheduled  for  the  January  issue 
of  Texas  Medicine  include  a report  and 
editorial  on  infant  mortality  in  Texas,  a 
case  report  on  reversible  ischemic  optic 
neuropathy  in  iron  deficiency  anemia,  a 
summary  of  studies  of  physicians'  atti- 
tudes toward  death  and  dying,  a review 
of  physical  rehabilitation  following  mas- 
tectomy, and  a report  on  evolution  of 
myocardial  preservation. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage:  Ceclor  (cefaclor,  Lilly)  is 
indicated  in  the  treatment  of  the  following  infections 
when  caused  by  susceptible  strains  of  the  designated 
microorganisms: 

Lower  respiratory  infections,  including  pneumonia 
caused  by  Streptococcus  pneumoniae  (Diplococcus 
pneumoniae).  Haemophilus  influenzae.  andS 
pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies 
should  be  performed  to  determine  susceptibility  of 
the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporin  group  of 
antibiotics. 

Warnings:  in  penicillin-sensitive  patients, 

CEPHALOSPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  THERE  IS  CLINICAL  AND  LABORATORY 
EVIDENCE  OF  PARTIAL  CROSS-ALLERGENICITY  OF  THE 
PENICILLINS  AND  THE  CEPHALOSPORINS,  AND  THERE  ARE 
INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD  REACTIONS  TO 
BOTH  DRUG  CLASSES  (INCLUDING  ANAPHYLAXIS  AFTER 
PARENTERAL  USE) 

Antibiotics,  including  Ceclor.  should  be  administered 
cautiously  to  any  patient  who  has  demonstrated  some 
form  of  allergy,  particularly  to  drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs, 
the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , 
pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the 
overgrowth  of  nonsusceptible  organisms  Careful 
observation  of  the  patient  is  essential  If  superinfection 
occurs  during  therapy,  appropriate  measures  should 
be  taken 

Positive  direct  Coombs  tests  have  been  reported 
during  treatment  with  the  cephalosporin  antibiotics  In 
hematologic  studies  or  in  transfusion  cross-matching 
procedures  when  antiglobulm  tests  are  performed  on 
the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function  Under 
such  a condition,  careful  clinical  observation  and 
laboratory  studies  should  be  made  because  safe 
dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false- 
positive reaction  for  glucose  in  the  urine  may  occur 
This  has  been  observed  with  Benedict's  and  Fehlmg's 
solutions  and  also  with  Climtest"  tablets  but  not  with 
Tes-Tape‘  (Glucose  Enzymatic  Test  Strip,  USP.  Lilly) 

Usage  in  Pregnancy— Although  no  teratogenic  or 
antifertility  effects  were  seen  in  reproduction  studies 
in  mice  and  rats  receiving  up  to  1 2 times  the 
maximum  human  dose  or  in  ferrets  given  three  times 
the  maximum  human  dose,  the  safety  of  this  drug  for 
use  in  human  pregnancy  has  not  been  established 
The  benefits  of  the  drug  in  pregnant  women  should 
be  weighed  against  a possible  risk  to  the  fetus 

Usage  in  Infancy— Safety  of  this  product  for  use  in 
infants  less  than  one  month  of  age  has  not  been 
established 


Adverse  Reactions:  Adverse  effects  considered  related 
to  cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5 
percent  of  patients  and  include  diarrhea  (1  in  70)  and 
nausea  and  vomiting  (1  in  90) 

Hypersensitivity  reactions  have  been  reported  in 
about  1 5 percent  of  patients  and  include  morbilliform 
eruptions  (1  in  100)  Pruritus,  urticaria,  and  positive 
Coombs  tests  each  occur  in  less  than  1 in  200  patients 
Cases  of  serum-sickness-like  reactions,  including 
the  above  skin  manifestations,  fever,  and 
arthralgia/arthritis,  have  been  reported  Anaphylaxis 
has  also  been  reported 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or 
vaginitis  (less  than  1 in  100  patients) 

Causal  Relationship  Uncertain— Transitory 
abnormalities  in  clinical  laboratory  test  results  have 
been  reported  Although  they  were  of  uncertain 
etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
AVepaA/c — Slight  elevations  in  SGOT.  SGPT,  or 
alkaline  phosphatase  values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte 
count,  predominantly  lymphocytosis  occurring  in 
infants  and  young  children  (1  in  40) 

Renal— Slight  elevations  in  BUN  or  serum 
creatinine  (less  than  1 in  500)  or  abnormal  urinalysis 
(less  than  1 in  200)  [iobosor] 

’ Many  authorities  attribute  acute  infectious 
exacerbation  of  chronic  bronchitis  to  either  S 
pneumoniae  or  H influenzae  8 
Note  Ceclor11  (cefaclor)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should 
be  given  cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment 
and  prevention  of  streptococcal  infections,  including 
the  prophylaxis  of  rheumatic  fever  See  prescribing 
information 
References 
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8 Principles  and  Practice  of  Infectious  Diseases 
(edited  by  G L Mandell,  R G Douglas,  Jr.,  and  J E. 
Bennett),  p 487  New  York.  John  Wiley  & Sons.  1979 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 
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Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’ 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®,  250  and  500  mg 
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TEXAS  MEDICINE 


After  years  of  treating 
people  with  weakened 
hearts,  we  developed  a 
cardiac  rehabilitation 
program  that  gives  them 
a stronger  outlook. 


Anxiety,  deconditioning  and  poor  eating  habits  can  be  the 
enemies  of  coronary  patients  and  high  risk  individuals. 

Working  together  with  the  referring  physician  and  under  the 
close  monitoring  of  our  staff  physician,  exercise  physiologist 
and  cardiac  rehabilitation  nurse.  The  Methodist  Hospital 
can  put  patients  on  the  road  to  exercise  necessary  for  training 
cardiovascular  systems  to  optimal  levels.  We  also  include 
discussions  of  the  psychological  and  diet  aspects  of  heart 
disease.  The  results?  Healthier  patients,  with  increased  con- 
fidence and  a renewed  sense  of  well-being.  Call  (713)  790-6450 
for  details.  We  help  cardiac  patients  help  themselves. 


The  Methodist  Hospital 

Sid  W.  Richardson  Institute  for  Preventive  Medicine 

Affiliated  with  Baylor  College  of  Medicine 

Programs  for  Weight  Reduction  • Physical  Fitness  • Stress  Management 
Cardiac  Rehabilitation  • Smoking  Cessation 

This  is  a physician  referred  program.  Free  Parking. 


6550  Fannin  Houston,  Texas  77030 
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EDITORIAL 


Prevention  of  postgastrectomy  cancer 

Although  carcinoma  of  the  stomach  is  decreasing  in  fre- 
quency, an  unusual  variant  of  gastric  cancer  appears  to  be 
on  the  rise.  Carcinoma  of  the  gastric  stump  following  surgery 
for  benign  ulcer  disease  is  increasing:  the  disorder  was  re- 
ported in  the  early  1 950s,  and  now  more  than  1 ,200  cases 
appear  in  the  literature. 

Gastric  remnant  carcinoma  is  a late-developing  malig- 
nancy which  is  aggressive  in  nature  and  insidious  in  onset.  It 
most  commonly  occurs  1 5 to  20  years  after  partial  gastrec- 
tomy or  gastroenterostomy  for  ulcer  disease.  Its  suspected 
pathogenesis  is  associated  with  the  atrophic  gastritis  and  al- 
kaline reflux  that  follow  gastroenterostomy,  with  or  without 
resection  and  vagotomy. 

Geboes  and  associates  reported  an  abnormal  gastric 
mucosa  in  all  of  56  patients  examined  endoscopically  10  to 
20  years  after  partial  gastrectomy.'  Diffuse-type  carcinoma 
was  present  in  8.9%  of  this  group  and  dysplastic  changes  of 
a varying  degree  were  noted  in  30%.  The  severity  of  these 
changes  has  increased  with  time,  underscoring  the  fact  that 
most  of  these  patients  need  close  endoscopic  follow-up  for 
the  remainder  of  their  lives.  As  persons  who  have  undergone 
gastric  resection  become  older,  we  may  expect  to  see  more 
cases  of  gastric  remnant  carcinoma.  How  can  this  trend  be 
reversed? 

Proximal  gastric  vagotomy  (PGV)  is  currently  popular  in 
the  treatment  of  peptic  ulcer  disease.  Although  little  is  known 
about  mucosal  changes  following  this  operation,  its  anatomic 
integrity  suggests  that  they  would  be  minimal.  Further  study 
is  needed  of  changes  that  occur  after  PGV. 

If  resection  is  necessary  because  of  bleeding,  obstruction, 
or  other  classical  criteria,  alternative  means  of  reconstruction 
should  be  considered.  Lawson  has  demonstrated  that  muco- 
sal changes  following  severe  alkaline  gastritis  can  be  re- 
versed by  creation  of  a Roux-en-Y  reconstruction  after 
gastrectomy.2  Since  prolonged  alkaline  bathing  of  the  gastric 
stump  is  believed  to  cause  the  gastritis  and  dysplasia  that 
lead  to  tumor,  perhaps  diversion  of  the  alkaline  material  by  a 
Roux  limb  would  prevent  the  development  of  such  malignant 
lesions. 

The  use  of  more  physiologic  gastric  procedures  to  treat 
ulcer  disease  should  result  in  fewer  postgastrectomy  symp- 
toms, both  benign  and  malignant. 

John  C.  Key,  MD 

1307  Memorial  Dr,  Bryan,  TX  77801 . 

REFERENCES 
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References  offer  help  with  biomedical  ethics  problems 

In  1 980,  the  American  Medical  Association  House  of  Dele- 
gates adopted  the  first  major  revision  of  its  Principles  of  Eth- 
ics since  1957.  Standards  of  professional  moral  duties  and 
obligations  have  been  integral  to  the  art  and  science  of  medi- 
cine since  Hippocrates;  although  the  basic  ethical  values  do 
not  change,  a restatement  of  these  standards  in  modern  lan- 
guage and  in  light  of  the  problems  of  contemporary  society 
seems  most  appropriate. 

An  extensive  bibliography  of  biomedical  ethics  has  been 
prepared  by  Marvin  Stone,  MD,  chief  of  oncology  at  Baylor 
University  Medical  Center  in  Dallas.  A copy  of  this  excellent 
reference  source  will  be  provided  to  our  readers  upon  re- 
quest to  Texas  Medicine,  1905  N Lamar  Blvd,  Austin,  TX 

j 

78705.  Each  physician  and  scientist  should  acquaint  himself 
with  these  general  principles  of  morality  as  they  pertain  to 
our  patients  and  our  laboratories.  The  availability  of  this  ex- 
cellent resource  bibliography  will  assist  in  applying  these 
principles  to  specific  cases,  and  we  are  indebted  to  Dr  Stone 
for  his  endeavor. 

The  AMA’s  Principles  of  Ethics  are  as  follows: 

The  medical  profession  has  long  subscribed  to  a body  of 
ethical  statements  developed  primarily  for  the  benefit  of  the 
patient.  As  a member  of  this  profession,  a physician  must 
recognize  responsibility  not  only  to  patients,  but  also  to  so- 
ciety, to  other  health  professionals,  and  to  self.  The  following 
principles  adopted  by  the  American  Medical  Association  are 
not  laws,  but  standards  of  conduct  which  define  the  essen- 
tials of  honorable  behavior  for  the  physician. 

1 . A physician  shall  be  dedicated  to  providing  competent 
medical  service  with  compassion  and  respect  for  human 
dignity. 

2.  A physician  shall  deal  honestly  with  patients  and  col- 
leagues and  strive  to  expose  those  physicians  deficient 

in  character  or  competence,  or  who  engage  in  fraud  or 
deception. 

3.  A physician  shall  respect  the  law  and  also  recognize  a 
responsibility  to  seek  changes  in  those  requirements  which 
are  contrary  to  the  best  interests  of  the  patient. 

4.  A physician  shall  respect  the  rights  of  patients,  of  col- 
leagues, and  of  other  health  professionals,  and  shall  safe- 
guard patient  confidences  within  the  constraints  of  the  law. 

5.  A physician  shall  continue  to  study,  apply  and  advance 
scientific  knowledge,  make  relevant  information  available  to 
patients,  colleagues  and  the  public,  obtain  consultation,  and 
use  the  talents  of  other  health  professionals  when  indicated. 

6.  A physician  shall,  in  the  provision  of  appropriate  patient 
care  except  in  emergencies,  be  free  to  choose  whom  to 
serve,  with  whom  to  associate,  and  the  environment  in  which 
to  provide  medical  services. 

7.  A physician  shall  recognize  a responsibility  to  partici- 
pate in  activities  contributing  to  an  improved  community. 
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Minimizing  response  time  in  rural  cardiac  arrests 

Response  time  is  probably  the  single  most  important  factor  in 
the  treatment  of  any  cardiac  arrest,  and  steps  taken  to  en- 
sure its  minimization  will  greatly  decrease  mortality.12  An  es- 
timated 60%  to  70%  of  sudden  deaths  attributed  to  cardiac 
arrest  occur  before  the  patient  is  hospitalized.3  There  are 
basically  two  methods  by  which  the  response  time  to  any 
cardiac  arrest  victim  can  be  minimized.  (Response  time  is 
the  delay  before  resuscitation  effort  is  begun.)  One  method  is 
to  increase  the  number  of  professional  responders  in  a par- 
ticular area  by  establishing  more  EMS  stations  and/or  incor- 
porating the  fire  department.  The  other  is  to  increase  the 
number  of  nonprofessional  responders  available  in  a particu- 
lar area. 

The  financial  limitations  in  county  emergency  medical  sys- 
tems, combined  with  the  expansive  area  to  be  covered,  se- 
verely inhibit  use  of  the  first  method.  Therefore,  the  second 
method  is  the  more  reasonable  one.  To  train  the  lay  public 
haphazardly,  however,  would  be  ineffective,  because  many 
of  these  people  would  never  have  occasion  to  use  it.  As  a 
result,  I propose  that  the  second  method  be  augmented  by 
selective  education,  primarily  of  the  families  of  high-risk  car- 
diac patients.  These  individuals  would  become  “the  ultimate 
coronary  care  unit.’’3 

The  procedure  would  be  as  follows:  Any  patient  admitted 
to  an  intensive  care  unit  in  the  rural  hospital  for  rule  out  myo- 
cardial infarction,  or  arteriosclerotic  cardiovascular  disease, 
or  any  patient  with  a history  of  heart  disease,  would  be 
among  the  first  patients  whose  families  would  receive  CPR 
training  through  the  in-service  and  patient  education  depart- 
ments. The  training  program  would  begin  soon  after  the  pa- 
tient’s dismissal.  Obviously  some  criteria  would  have  to  be 
developed  for  selection  of  families  and/or  family  members 
capable  of  performing  CPR.  This  could  be  left  to  the  discre- 
tion of  the  individual  physician.  If  no  family  member  were 
available  or  capable  to  perform  CPR,  such  as  the  case  with 
very  elderly  couples,  at  least  the  information  sheet  sent 
home  with  the  patient  would  allow  quicker  identification  of 
and  response  to  symptoms  that  develop. 

1 Example  of  a card  allowing  potential  cardiac  arrest  victims  and  their  fam- 
ilies to  determine  whether  they  should  seek  emergency  care. 

1 . Signs  and  symptoms  of  cardiac  arrest:  midchest  pain  or  tightness  radiating 
to  the  left  arm,  shortness  of  breath,  sweating,  nausea,  vomiting. 

2.  If  yes,  and  patient  is  conscious,  call  EMS  # and  family 

physician or . 

3 If  patient  is  unconscious  and  without  pulse  or  respirations,  begin  CPR. 

4.  After  about  one  minute  of  doing  CPR,  or  when  others  come  to  help,  call 
EMS  and  then  return  to  CPR. 

5.  Remain  calm  and  continue  until  EMS  arrives.  Note:  If  possible,  place  the 
patient  on  the  floor  and  clear  the  area  for  EMS. 

6.  Notes  from  physicians: (for  example, 

nitroglycerin  for  angina  pectoris:  after  three  tablets  call  EMS  if  no  better.)* 

'Physician  instructions  should  be  included  when  applicable  and  may  super- 
sede any  of  the  above  procedures. 


These  CPR  courses  would  not  have  to  be  certification 
courses.  That  is,  the  student  does  not  have  to  receive  a card 
from  the  American  Heart  Association  or  Red  Cross.  For  this 
reason,  hospital  personnel  (noncertified  CPR  instructors) 
who  have  been  informally  qualified  could  be  utilized  in  the 
education  process,  thereby  decreasing  the  cost  and  increas- 
ing the  capacity  of  the  program  while  maintaining  the  profi- 
ciency of  hospital  professionals.  (Ideally,  the  CPR  instructors 
should  be  certified  by  a nationally  recognized  organization, 
although  this  is  not  always  possible.)  Emergency  medical 
personnel  should  also  be  utilized  whenever  possible. 

In  addition  to  educating  the  family  in  the  signs  and  symp- 
toms of  heart  attacks  and  the  fundamentals  of  CPR,  the  pro- 
gram should  provide  special  “phone  cards”  to  send  home 
with  the  family.  These  cards  would  explain  the  procedure  of 
determining  whether  the  patient  needed  EMS.  An  example  is 
shown  in  Fig  1 . 

Through  the  above  suggestions,  the  response  time  to  car- 
diac arrest  victims  in  rural  areas  would  be  greatly  reduced, 
thus  improving  their  chances  for  survival.  The  program 
should  also  enhance  the  public’s  confidence  in  the  medical 
profession  because  it  would  demonstrate  a genuine  interest 
in  the  public  needs.  Should  this  program  prove  effective  for 
part  of  a particular  rural  area,  it  could  be  expanded  to  the 
surrounding  areas,  incorporating  other  hospitals  and  EMS 
stations  as  resources  for  the  education  of  the  public. 

Randel  C.  Davis,  MA,  EMT/P 

1200  Barton  Hill  Drive,  No  181,  Austin,  TX  78704. 
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ITS  A SORE 
SUBJECT. 


It's  a term  we  dislike  but  it's  a subject  in 
the  back  of  the  mind  of  most  Texas  physicians. 
The  very  sound  of  the  word  is  unsettling.  The 
dollar  volume  of  professional  liability  claims  is 
staggering.  And  if  you  have  a claim  filed  against 
you,  your  professional  reputation  could  be  at 
stake  . . . not  to  mention  time  away  from  your 
practice  and  your  personal  emotions. 


At  Texas  Medical  Liability  Trust,  we  can't 
completely  eliminate  alleged  liability  suits. 
Nobody  can.  But  what  we  can  do  is  help  to 
prevent  and  minimize  suits  and  offer  professional 
security  when  it  occurs.  We're  a non-profit 
organization  with  only  one  product  . . . liability 
insurance  for  Texas  physicians.  So  we've  made 
a point  of  developing  the  best  liability  protection 
money  can  buy.  And  since  TMLT  is  a non-profit 
trust  created  by  the  Texas  Medical  Association, 
the  "profits"  accrue  to  the  Trust's 
policyholders. 


there  are  no  sales  agents,  thus  no  agent 
commissions.  We  also  have  a cost-effective 
administration  without  the  burden  of  stockholder 
profits.  The  result  is  a very  competitive  premium 
to  the  policyholder.  TMLT  gives  you  more  for  less 


What  does  it  mean  to  be  a 
non-profit  trust?  Well,  for  openers 


VU 


But  that's  not  even  the  most  important 
part.  Because  TMLT  is  physician  owned,  we're 
involved.  And  we  give  you  the  security  of 
knowing  that  we're  going  to  stick  with  you 
from  beginning  to  end.  TMLT's  carefully 
chosen  executive  staff  are  top  notch  insurance 
professionals  available  to  all  Texas  Medical 
Association  members  for  consultation  on  risk 
control,  patient  safety  or  any  liability  insurance 
needs.  In  the  event  a claim  is  filed  with  TMLT, 
our  professional  staff  is  on  top  of  the  situation 
every  step  of  the  procedure  and  we  keep 
you  informed  of  the  progress.  TMLT  won't  pay 
one  single  claim  without  the 
permission  of  the  insured. 


The  Texas  Medical  Liability 
Trust.  Strong  and  getting  stronger. 


TEXAS  MEDICAL 
LIABILITY  TRUST 


A HEALTH  CARE  LIABILITY  CLAIM  TRUST  CREATED  BY  THE  TEXAS  MEDICAL  ASSOCIATION 

1016  LaPosada/ Suite  176,  P.O.  Box  15403,  Austin,  Texas  78761 
Call  Toll-Free  1-800-252-9179 
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TEXAS  MEDICINE 


PAIN  AND  TENSION 

Double  fault  for 
weekend  warriors  toP 


ACE  THE  ACHE 


Equagesic 

(meprobamate  and  ethoheptazine  citrate  with  aspirin)  Wyeth 

Twofold  analgesic  action  teamed  with  time-proven  efficacy  against 
concurrent  anxiety  and  tension  in  patients  with  musculoskeletal  disease* 


EQUAGESIC — Abbreviated  Summary 

•INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences-  National  Research 
Council  and  or  other  information,  FDA  has  classified 
the  indications  as  follows 

“Possibly"  effective  for  the  treatment  of  pain  accom- 
panied by  tension  and  or  anxiety  in  patients  with  mus- 
culoskeletal disease  or  tension  headache 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation 

The  effectiveness  of  Equagesic  in  long-term  use,  i e 
more  than  four  months,  has  not  been  assessed  by  sys- 
tematic clinical  studies  The  physician  should  periodi- 
cally reassess  usefulness  of  the  drug  for  the  individual 
patient 


CONTRAINDICATIONS:  Equagesic  should  not  be  given  to 
i individuals  with  a history  of  sensitivity  or  severe  intolerance 
i to  aspirin,  meprobamate,  or  ethoheptazine  citrate 
WARNINGS:  Careful  supervision  of  dose  and  amounts  pre- 
scribed for  patients  is  advised,  especially  with  those  patients 
I with  known  propensity  for  taking  excessive  quantities  of  drugs 
I Excessive  and  prolonged  use  in  susceptible  persons,  eg, 
alcoholics,  former  addicts,  and  other  severe  psychoneurot- 
ics,  has  been  reported  to  result  in  dependence  on  or  habit- 
uation to  the  drug  Where  excessive  dosage  has  continued 
for  weeks  or  months,  dosage  should  be  reduced  gradually 
rather  than  abruptly  stopped,  since  withdrawal  of  a "crutch " 
may  precipitate  withdrawal  reaction  of  greater  proportions 
I than  that  for  which  the  drug  was  originally  prescribed  Abrupt 
| discontinuance  of  doses  in  excess  of  the  recommended  dose 
; has  resulted  in  some  cases  in  the  occurrence  of  epileptiform 
seizures 

Special  care  should  be  taken  to  warn  patients  taking  mepro- 
bamate that  tolerance  to  alcohol  may  be  lowered  with  result- 
i ant  slowing  of  reaction  time  and  impairment  of  judgment  and 
coordination 

USAGE  IN  PREGNANCY  AND  LACTATION  An  increased 
risk  of  congenital  malformations  associated  with  the  use 


of  minor  tranquilizers  (meprobamate,  chlordiazepoxide. 
and  diazepam)  during  the  first  trimester  of  pregnancy 
has  been  suggested  in  several  studies.  Because  use  of 
these  drugs  is  rarely  a matter  of  urgency,  their  use  dur- 
ing this  period  should  almost  always  be  avoided.  The 
possibility  that  a woman  of  child-bearing  potential  may 
be  pregnant  at  the  time  of  institution  of  therapy  should 
be  considered.  Patients  should  be  advised  that  if  they 
become  pregnant  during  therapy  or  intend  to  become 
pregnant  they  should  communicate  with  their  physi- 
cians about  the  desirability  of  discontinuing  the  drug 
Meprobamate  passes  the  placental  barrier  It  is  present 
both  in  umbilical-cord  blood  at  or  near  maternal  plasma 
levels  and  in  breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal  plasma.  When 
use  of  meprobamate  is  contemplated  in  breast-feeding 
patients,  the  drug's  higher  concentration  in  breast  milk 
as  compared  to  maternal  plasma  levels  should  be 
considered. 

Preparations  containing  aspirin  should  be  kept  out  of  the 
reach  of  children  Equagesic  is  not  recommended  for  pa- 
tients 12  years  of  age  and  under 

PRECAUTIONS:  Should  drowsiness,  ataxia,  or  visual  distur- 
bance occur,  the  dose  should  be  reduced  If  symptoms  con- 
tinue, patients  should  not  operate  a motor  vehicle  or  any 
dangerous  machinery 

Suicidal  attempts  with  meprobamate  have  resulted  in  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  anuria  Very 
few  suicidal  attempts  were  fatal,  although  some  patients  in- 
gested very  large  amounts  of  the  drug  (20  to  40  gm)  These 
doses  are  much  greater  than  recommended  The  drug  should 
be  given  cautiously,  and  in  small  amounts,  to  patients  who 
have  suicidal  tendencies  In  cases  where  excessive  doses 
have  been  taken,  sleep  ensues  rapidly  and  blood  pressure, 
pulse,  and  respiratory  rates  are  reduced  to  basal  levels  Hy- 
perventilation has  been  reported  occasionally  Any  drug  re- 
maining in  the  stomach  should  be  removed  and  symptomatic 
treatment  given  Should  respiration  become  very  shallow  and 
slow,  CNS  stimulants,  e g caffeine.  Metrazol,  or  ampheta 


mine,  may  be  cautiously  administered  If  severe  hypotension 
develops,  pressor  amines  should  be  used  parenterally  to  re- 
store blood  pressure  to  normal  levels 
ADVERSE  REACTIONS:  A small  percentage  of  patients 
may  experience  nausea  with  or  without  vomiting  and  epigas- 
tric distress  Dizziness  occurs  rarely  when  meprobamate  and 
ethoheptazine  citrate  with  aspirin  is  administered  in  recom- 
mended dosage  The  meprobamate  may  cause  drowsiness 
but,  as  a rule,  this  disappears  as  therapy  is  continued  Should 
drowsiness  persist  and  be  associated  with  ataxia,  this  symp- 
tom can  usually  be  controlled  by  decreasing  the  dose,  but 
occasionally  it  may  be  desirable  to  administer  central  stimu- 
lants such  as  amphetamine  or  mephentermine  sulfate  con- 
comitantly to  control  drowsiness 

A clearly  related  side  effect  to  the  administration  of  mepro- 
bamate is  the  rare  occurrence  of  allergic  or  idiosyncratic  re- 
actions This  response  develops,  as  a rule,  in  patients  who 
have  had  only  1-4  doses  of  meprobamate  and  have  not  had 
a previous  contact  with  the  drug.  Previous  history  of  allergy 
may  or  may  not  be  related  to  the  incidence  of  reactions 
Mild  reactions  are  characterized  by  an  itchy  urticarial  or  ery- 
thematous, maculopapular  rash  which  may  be  generalized 
or  confined  to  the  groin  Acute  nonthrombocytopenic  purpura 
with  cutaneous  petechiae.  ecchymoses.  peripheral  edema, 
and  fever  have  also  been  reported 

More  severe  cases,  observed  only  very  rarely,  may  also  have 
other  allergic  responses,  including  fever,  fainting  spells,  an- 
gioneurotic edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case),  and 
hyperthermia  Treatment  should  be  symptomatic  such  as 
administration  of  epinephrine,  antihistamine,  and  possibly 
hydrocortisone  Meprobamate  should  be  stopped,  and  rein- 
stitution of  therapy  should  not  be  attempted 
Rare  cases  have  been  reported  where  patients  receiving  me- 
probamate suffered  from  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  In  nearly  every  instance  reported,  other  toxic  agents 
known  to  have  caused  these  conditions  have  been  associ- 
ated with  meprobamate  A tew  cases  of  leukopenia  during 


continuous  administration  of  meprobamate  are  reported,  most 
of  these  returned  to  normal  without  discontinuation  of  the 
drug 

Impairment  of  accommodation  and  visual  acuity  has  been 
reported  rarely 

OVERDOSE:  Two  instances  of  accidental  or  intentional  sig- 
nificant overdosage  with  ethoheptazine  citrate  combined  with 
aspirin  have  been  reported  These  were  accompanied  by 
symptoms  of  CNS  depression,  including  drowsiness  and  light- 
headedness,  with  uneventful  recovery  However,  on  the  basis 
of  pharmacological  data,  it  may  be  anticipated  that  CNS  stim- 
ulation could  occur.  Other  anticipated  symptoms  would  in- 
clude nausea  and  vomiting  Appropriate  therapy  of  signs  and 
symptoms  as  they  appear  is  the  only  recommendation  pos- 
sible at  this  time  Overdosage  with  ethoheptazine  combined 
with  aspirin  would  probably  produce  the  usual  symptoms  and 
signs  of  salicylate  intoxication  Observation  and  treatment 
should  include  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydra- 
tion. watching  for  evidence  of  hemorrhagic  manifestations 
due  to  hypoprothrombinemia  which,  if  it  occurs,  usually  re- 
quires whole-blood  transfusions 

DESCRIPTION:  Each  Equagesic  tablet  contains  150  mg  me- 
probamate, 75  mg  ethoheptazine  citrate  and  250  mg  aspirin 

Copyright  c 1981,  Wyeth  Laboratories 
All  rights  reserved 

‘This  drug  has  been  evaluated  as  possibly 
effective  for  this  indication 

Wyeth  Laboratories 

A A Philadelphia,  PA  19101 


for  mild  to  moderate  pain 


Wygesic® 

(65  mg  propoxyphene  HCI  and  650  mg  acetaminophen)  Wyeth 


More  than  twice  as  much  acetaminophen  as  the  leading  combination  plus  a full 
therapeutic  dose  of  propoxyphene... all  in  a convenient,  economical  single  tablet. 


WYGESIC — Abbreviated  Summary 
INDICATION  For  the  relief  of  mild-to-moderate  pain. 
CONTRAINDICATION:  Hypersensitivity  to  propox- 
yphene or  to  acetaminophen 

WARNINGS:  CNS  ADDITIVE  EFFECTS  AND  OVER- 
DOSAGE Propoxyphene  in  combination  with  alcohol, 
tranquilizers,  sedative-hypnotics,  or  other  CNS  de* 
pressants  has  an  additive  depressant  effect  Pa- 
tients taking  this  drug  should  be  advised  of  the  additive 
effect  and  warned  not  to  exceed  the  dosage  recom- 
mended Toxic  effects  and  fatalities  have  occurred 
following  overdoses  of  propoxyphene  alone  or  in 
combination  with  other  CNS  depressants  Most  of 
these  patients  had  histories  of  emotional  disturb- 
ances or  suicidal  ideation  or  attempts,  as  well  as 
misuse  of  tranquilizers,  alcohol,  or  other  CNS-active 
drugs  Caution  should  be  exercised  in  prescribing 
large  amounts  of  propoxyphene  for  such  patients 
(see  Management  of  Overdosage) 

DRUG  DEPENDENCE:  Propoxyphene  can  produce 
drug  dependence  characterized  by  psychic  depend- 
ence and  less  frequently,  physical  dependence  and 
tolerance  It  will  only  partially  suppress  the  with- 
drawal syndrome  in  individuals  physically  dependent 
on  morphine  or  other  narcotics.  The  abuse  liability  of 
propoxyphene  is  qualitatively  similar  to  codeine  s al- 
though quantitatively  less,  and  propoxyphene  should 
be  prescribed  with  the  same  degree  of  caution  ap- 
propriate to  the  use  of  codeine 

USAGE  IN  AMBULATORY  PATIENTS:  Propoxy- 
phene may  impair  the  mental  and/or  physical  abilities 
required  for  potentially  hazardous  tasks  e g driving 
a car  or  operating  machinery  Patients  should  be 
cautioned  accordingly 

USAGE  IN  PREGNANCY:  Safe  use  in  pregnancy 
has  not  been  established  relative  to  possible  ad- 
verse effects  on  fetal  development  INSTANCES  OF 
WITHDRAWAL  SYMPTOMS  IN  THE  NEONATE 
HAVE  BEEN  REPORTED  FOLLOWING  USAGE 
DURING  PREGNANCY  Therefore,  propoxyphene 
should  not  be  used  in  pregnant  women  unless,  in  the 


judgement  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 
USAGE  IN  CHILDREN:  Propoxyphene  is  not  rec- 
ommended for  children  because  documented  clinical 
experience  has  been  insufficient  to  establish  safety 
and  a suitable  dosage  regimen  in  the  pediatric  group 
PRECAUTIONS:  Confusion,  anxiety,  and  tremors 
have  been  reported  in  a few  patients  receiving  pro- 
poxyphene concomitantly  with  orphenadrme.  The  CNS 
depressant  effect  of  propoxyphene  may  be  additive 
with  other  CNS  depressants,  including  alcohol 
ADVERSE  REACTIONS:  The  most  frequent  ad- 
verse reactions  are  dizziness,  sedation,  nausea,  and 
vomiting  These  seem  more  prominent  in  ambulatory 
than  in  nonambulatory  patients,  some  of  these  re- 
actions may  be  alleviated  if  the  patient  lies  down 
Other  adverse  reactions  include  constipation,  ab- 
dominal pain,  skin  rashes.  Iight-headedness.  head- 
ache weakness,  euphoria,  dysphoria,  and  minor 
visual  disturbances  The  chronic  ingestion  of  propox- 
yphene in  doses  over  800  mg  per  day  has  caused 
toxic  psychoses  and  convulsions  Cases  of  liver  dys- 
function have  been  reported 

DRUG  INTERACTIONS:  Propoxyphene  in  combi- 
nation with  alcohol,  tranquilizers,  sedative-hypnot- 
ics. and  other  CNS  depressants  has  an  additive 
depressant  effect  Patients  taking  this  drug  should 
be  advised  of  the  additive  effect  and  warned  not  to 
exceed  the  dosage  recommended  (see  Warnings) 
Confusion  anxiety  and  tremors  have  been  reported 
m a few  patients  receiving  propoxyphene  concomi- 
tantly with  orphenadrme. 

MANAGEMENT  OF  OVERDOSAGE:  SYMPTOMS 
The  manifestations  of  serious  overdosage  with  pro- 
poxyphene are  similar  to  those  of  narcotic  overdos- 
age and  include  respiratory  depression  (a  decrease 
in  respiratory  rate  and  or  tidal  volume.  Cheyne- 
Stokes  respiration,  cyanosis),  extreme  somnolence 
progressing  to  stupor  or  coma,  pupillary  constriction, 
and  circulatory  collapse  In  addition  to  these  char- 
acteristics. which  are  reversed  by  narcotic  antago- 


nists such  as  naloxone,  there  may  be  other  effects 
Overdoses  of  propoxyphene  can  cause  delay  of  car- 
diac conduction  as  well  as  focal  or  generalized  con- 
vulsions. a prominent  feature  in  most  cases  of  severe 
poisoning  Cardiac  arrhythmias  and  pulmonary  edema 
have  occasionally  been  reported,  and  apnea,  car- 
diac arrest,  and  death  have  occurred 
Symptoms  of  massive  overdosage  with  acetamino- 
phen may  include  nausea,  vomiting,  anorexia,  and 
abdominal  pain,  beginning  shortly  after  ingestion  and 
lasting  for  12  to  24  hours  However,  early  recognition 
may  be  difficult  since  eariy  symptoms  may  be  mild 
and  nonspecific  Evidence  of  liver  damage  is  usually 
delayed  After  the  initial  symptoms,  the  patient  may 
feel  less  ill;  however,  laboratory  determinations  are 
likely  to  show  a rapid  rise  in  liver  enzymes  and  bili- 
rubin. In  case  of  serious  hepatotoxicity,  jaundice,  co- 
agulation defects,  hypoglycemia,  encephalopathy, 
coma,  and  death  may  follow  Renal  failure  due  to 
tubular  necrosis,  and  myocardiopathy,  have  also  been 
reported 

Ingestion  of  10  grams  or  more  of  acetaminophen 
may  produce  hepatotoxicity  A 13-gram  dose  has  re- 
portedly been  fatal. 

TREATMENT:  Primary  attention  should  be  given  to 
the  reestablishment  of  adequate  respiratory  ex- 
change through  provision  of  a patent  airway  and  in- 
stitution of  assisted  or  controlled  ventilation  The 
narcotic  antagonists,  naloxone  nalorphine,  and  lev- 
allorphan.  are  specific  antidotes  against  the  respira- 
tory depression  produced  by  propoxyphene  An 
appropriate  dose  of  one  of  these  antagonists  should 
be  administered  preferably.  I V .simultaneously  with  ef- 
forts at  respiratory  resuscitation  and  the  antagonist 
should  be  repeated  as  necessary  until  the  patient's 
condition  remains  satisfactory  In  addition  to  a nar- 
cotic antagonist,  the  patient  may  require  careful  titra- 
tion with  an  anticonvulsant  to  control  seizures 
Analeptic  drugs  (e  g caffeine  or  amphetamine)  should 
not  be  used  because  of  their  tendency  to  precipitate 
convulsions 


Oxygen,  IV  fluids,  vasopressors  and  other  suppor- 
tive measures  should  be  used  as  indicated  Gastric 
lavage  may  be  helpful  Activated  charcoal  can  ab- 
sorb a significant  amount  of  ingested  propoxyphene 
Dialysis  is  of  little  value  in  poisoning  by  propoxy- 
phene alone.  Acetaminophen  is  rapidly  absorbed, 
and  efforts  to  remove  the  drug  from  the  body  should 
not  be  delayed  Copious  gastric  lavage  and  or  induc- 
tion of  emesis  may  be  indicated  Activated  charcoal 
is  probably  ineffective  unless  administered  almost 
immediately  after  acetaminophen  ingestion  Neither 
forced  diuresis  nor  hemodialysis  appears  to  be  ef- 
fective in  removing  acetaminophen.  Since  acetami- 
nophen in  overdose  may  have  an  antidiuretic  effect 
and  may  produce  renal  damage,  administration  of 
fluids  should  be  carefully  monitored  to  avoid  over- 
load It  has  been  reported  that  mercaptamme  (cys- 
teamme)  or  other  thiol  compounds  may  protect  against 
liver  damage  if  given  soon  after  overdosage  (8-10 
hours)  N-acetylcysteine  is  under  investigation  as  a 
less  toxic  alternative  to  mercaptamme.  which  may 
cause  anorexia,  nausea,  vomiting,  and  drowsiness 
Appropriate  literature  should  be  consulted  for  further 
information.  (JAMA  237:2406-2407.  1977) 

Clinical  and  laboratory  evidence  of  hepatotoxicity  may 
be  delayed  up  to  one  week.  Acetaminophen  plasma 
levels  and  half-life  may  be  useful  in  assessing  the 
likelihood  of  hepatotoxicity  Serial  hepatic  enzyme 
determinations  are  also  recommended 
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That’s  the  title  of  a brochure  that 
just  may  be  able  to  help  you  decide 
in  favor  of  leasing  your  automobile. 

There  are  a number  of  advan- 
tages to  our  program  which  a 
growing  number  of  your  colleagues 
have  discovered. 


• Tax  write-offs 

• Low  lease  costs 

• Positive  cash  flow 

• No  record  keeping  necessary 

• Custom  tailored  leases 

• Total  maintenance  on  selected 
Lineoln-Mercury  product 
lines 


You  can  write  for  your  copy  of  the  brochure.  Or  just  give  us  a call  and 
we’ll  be  happy  to  answer  your  questions. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Tfexas  75234  • 214/233-144 1 
George  Coffey  Lincoln-Mercury  • 900  W.  Sixth  Street  • Austin,  Texas  78763  • 512/472-8401 
Gillespie  Leasing  Company  • 2300  Broadway  • San  Antonio,  Tfexas  7 8294  • 5 1 2/227-4221 
Holiday  Lincoln-Mercury  • 2300  West  Freeway  at  Forest  Park  Blvd.  .Ft.  Worth,  Tfexas  76101  • 817/335-6471 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Tfexas  77074  «713/981-3591 
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NEWS 


TMA  IN  ACTION 

Presidents  urge  Clements 
to  terminate  Texas  HSAs 

Calling  the  12  health  systems  agencies 
(HSAs)  “an  enormous  waste  of  tax- 
payers funds,”  Texas  Medical  Associa- 
tion President  Bill  Ross,  MD,  joined 
with  three  other  association  presidents 
urging  Gov  William  P.  Clements  to  re- 
peal the  federally  funded  programs  in 
Texas. 

In  a letter  to  the  governor,  the  presi- 
dents pointed  out  that  the  Texas  HSAs 
have  not  succeeded  in  their  main  func- 
tions of  encouraging  local  health  plan- 
ning. Instead,  they  said,  they  have 
become  subject  to  the  control  of  the 
federal  planning  agency  which  has 
“consistently  overridden  local  action. 
The  health  systems  plans  have  been 
reflections  of  federal  demands  and 
demonstrate  little  that  relates  to  the  true 
health  needs  of  the  local  area.” 

The  other  presidents  signing  the  let- 
ter were  O.  Ray  Hurst,  Texas  Hospital 
Association;  Frank  J.  Bradley,  DO, 
Texas  Osteopathic  Medical  Associa- 
tion; and  Olie  E.  Clem,  Jr,  Texas  Os- 
teopathic Hospital  Association. 

The  presidents  noted  that  HSAs  “are 
a direct  intrusion  of  the  federal  govern- 
ment into  local  areas,  bypassing  the 
governor.”  They  suggested  that  if  the 
agencies  are  terminated,  the  functions 
of  health  planning  and  development 
could  be  moved  to  a state  agency  and 
be  under  the  general  supervision  of  the 
governor. 

In  their  bid  for  local  participation  the 
presidents  wrote,  “Health  planning  and 
resources  development  should  truly  be 
local  under  the  coordinating  function  of 
the  state.  We,  whose  memberships 
support  this  request,  are  prepared  to 
carry  out  a diligent  program  encourag- 
ing voluntary,  local  health  planning,  and 
seek  the  involvement  of  local  elected 
officials,  business  leaders,  health  pro- 
fessionals, and  other  interested  parties 
and  groups,  without  calling  upon  tax 
monies.” 
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Texas  delegation  prepares 
for  AMA  interim  session 

The  12-member  Texas  Delegation 
to  the  American  Medical  Association 
House  of  Delegates  will  introduce  sev- 
eral resolutions  during  the  AMA’s  in- 
terim meeting  Dec  6-9. 

One  resolution  requests  that  the 
AMA  work  to  resolve  the  differences  in 
Medicare  reimbursement  for  physician 
services  between  rural  and  urban 
areas.  The  resolution,  prepared  by  the 
TMA  Ad  Hoc  Committee  on  Physician 
Reimbursement,  recommended  that  a 
one-time  realignment  be  applied  to  the 
economic  index.  In  addition,  the  resolu- 
tion suggests  that  a “no  rollback”  provi- 
sion be  applied  to  assure  that 
realignment  will  aid  rural  elderly  pa- 
tients and  their  physicians,  yet  will  not 
penalize  urban  patients. 

In  another  resolution,  the  Texas  dele- 
gation expressed  its  concern  about  the 
size  and  makeup  of  the  AMA  House  of 
Delegates  and  the  proportional  repre- 
sentation among  physicians  and  spe- 
cialty societies.  The  resolution  requests 
the  AMA  to  consider  adding  to  its 
guidelines  that  each  physician  be 
counted  as  a member  of  a state  medi- 
cal association,  and  only  once  more  as 
a member  of  one  national  specialty 
society. 

Delegates  to  the  interim  meeting  will 
consider  a wide  variety  of  resolutions 
and  reports  dealing  with  all  aspects  of 
medical  science  and  health  care  deliv- 
ery in  the  United  States.  A detailed  re- 
port of  the  actions  taken  by  the  Texas 
delegation  during  the  interim  meeting 
will  be  provided  in  a future  issue  of 
Texas  Medicine. 

TMA  offers  members 
discount  credit  program 

After  months  of  study,  the  Texas  Medi- 
cal Association  Council  on  Member  Ser- 
vices has  negotiated  a plan  with  City 
National  Bank  of  Austin  to  implement  a 
discount  credit  card  program  for  physi- 
cians. The  plan,  as  outlined  by  the 
council,  will  offer  patients  more  flex- 


ibility for  payment  and  will  offer  physi- 
cians a reduced  rate  on  credit  card 
payments.  This  new  Association  ser- 
vice now  is  available  to  TMA  members. 

This  summer,  the  Board  of  Trustees 
voted  to  offer  TMA  members  the  option 
of  using  Master  Card  or  Visa  as  a 
means  of  patient  payment  at  an  interest 
rate  of  2.75%.  This  rate  generally  is 
acknowledged  as  a lower  percentage 
than  what  an  individual  physician  could 
obtain. 

In  the  discount  program  proposed  by 
the  Council  on  Member  Services,  City 
National  Bank  will  handle  all  aspects  of 
the  program,  from  receiving  the  cards 
requesting  information,  to  implement- 
ing each  physician’s  program.  The 
Association  will  provide  initial  informa- 
tional assistance  and  will  field  ques- 
tions about  the  program  from  TMA 
members.  Reports  on  the  program  will 
be  filed  with  the  Council  on  Member 
Services. 

For  Texas  physicians,  the  program 
would  work  as  follows:  Each  participat- 
ing physician  would  sign  a merchant 
contract  and  open  a commercial  ac- 
count with  City  National  Bank  in  Austin. 
All  charge  card  deposits  would  be 
made  to  that  account.  For  those  physi- 
cians living  outside  of  Austin,  this  will 
require  banking  by  mail.  City  National 
will  provide  free  service  and  checks. 
The  bank  also  will  provide  credit  card 
imprinters  for  purchase  by  physicians  at 
$20  each. 

The  Council’s  research  on  other 
plans  has  shown  that  obstetricians,  pe- 
diatricians, dermatologists,  and  physi- 
cians practicing  in  bariatric  clinics  have 
a higher  credit  card  use  as  do  physi- 
cians in  group  practice  and  those  in 
well-established  practices. 

Through  the  discount  credit  program, 
TMA  is  using  the  leverage  of  group  buy- 
ing power  and  marketing  clout  to  pro- 
vide a service  to  members  at  a lower 
price  than  members  could  purchase 
individually. 

Materials  about  the  program  are 
being  sent  to  members  directly  this 
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month.  For  further  information,  contact 
Linda  Buck,  director  of  membership, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  78701 , or  call 
512-477-6704. 

1982  travel  program 
features  eight  tours 

Beginning  in  February,  members  of  the 
Texas  Medical  Association  and  their 
families  will  set  forth  on  the  first  of  eight 
travel  packages  sponsored  by  the 
Association. 

The  first  excursion,  Feb  16- March  2, 
features  three  countries  in  South  Amer- 
ica— Peru,  Argentina,  and  Brazil.  The 
adventure  includes  four  day  stopovers 
in  Lima,  Buenos  Aires,  and  Rio  de  Jan- 
eiro, with  side  excursions  offered  to 
Machu  Picchu,  the  lost  city  of  the  Incas, 
Cuzco,  and  Iguassu  Falls. 

Like  many  of  the  TMA-sponsored 
adventures,  the  trip  to  South  America 
includes  approximately  two  weeks 
touring  new  environs  with  continuing 
medical  education  seminars  also  avail- 
able. Approximately  ten  hours  of  credit 
can  be  obtained  under  Category  II  to- 
ward the  AMA  Physician’s  Recognition 
Award. 

Travelers  bound  for  the  Hawaiian  Is- 
lands will  depart  on  March  6 to  explore 
Oahu,  Kauai,  Maui,  and  Hawaii.  This 
excursion  includes  four  nights  in  Wai- 
kiki on  Oahu,  two  nights  on  Kauai  at 
the  Waiohai  Hotel  on  Poipu  Buch,  two 
nights  on  Maui  near  the  Haleukala  vol- 
cano crater,  and  four  nights  on  Hawaii. 

Four  trips  to  Western  Europe  also  are 
; included  in  the  1 982  travel  program.  On 
June  2-15,  physicians  and  their  fam- 
ilies may  explore  Southern  Germany 
visiting  Wiesbaden,  Baden-Baden, 
Basel,  and  Munich.  A Scandinavian  ad- 
venture June  23-July  7 will  provide  a 
glimpse  at  life  in  Stockholm,  Helsinki, 
Oslo,  and  Copenhagen.  Physicians 
may  slip  away  from  the  Texas  summer 
to  visit  Montreux,  Switzerland,  Stresa, 
Italy,  St  Moritz,  and  Zurich  July  1 0-23. 
The  last  of  the  European  trips  features 
a tour  of  three  capitals  July  30- Aug  1 2. 


Travelers  will  have  the  opportunity  to 
tour  Paris,  Rome,  and  London. 

Two  trips  are  planned  for  the  Cana- 
dian Rockies  on  July  27-Aug  5 and 
Aug  6- 1 5.  Both  will  follow  an  itinerary 
which  includes  stops  in  Calgary,  Banff, 
Lake  Louise,  Vernon,  and  Vancouver. 

The  final  excursion  in  the  1982  travel 
program  will  feature  the  Far  East  Oct 
3-17.  Participants  will  journey  to  the 
cities  of  Tokyo,  Kyoto,  Singapore,  and 
Hong  Kong. 

Ms  Jeanette  Prentice,  a member  of 
the  Association  staff  and  liaison  repre- 
sentative with  INTRAV,  is  making  ad- 
ministrative arrangements  for  the  travel 
packages.  For  additional  information, 
call  her  at  51 2-477-6704. 

Historic  San  Antonio  site  for 
1982  annual  session 

Texas  Medical  Association  members 
and  guests  will  gather  in  San  Antonio, 
May  5-9,  for  the  Association’s  1 982 
Annual  Session.  Three  full  days  of 
scientific  programming  are  scheduled 
with  presentations  by  more  than  600 
speakers. 

The  convention  will  move  under  way 
officially  Thursday,  May  6,  with  the 
opening  of  exhibits,  courses  in  Basic 
and  Advanced  Cardiac  Life  Support, 
and  several  section  programs  and  sym- 

Dr  Charles  W Jarvis 
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posia.  The  Section  on  Digestive  Dis- 
eases will  devote  its  day-long  program 
to  topics  on  “Biliary  Tract  Disease.”  J. 
Donald  Ostrow,  MD,  Sprague  professor 
of  medicine  and  chief  of  the  gastroen- 
terology section,  Northwestern  Univer- 
sity Medical  School,  Chicago,  will  be 
the  featured  speaker.  The  Conference 
on  School  Health  will  examine  “Innova- 
tive School  Health  Programs,”  and  the 
Medicolegal  Symposium  will  explore 
“Medical  Malpractice”  and  recent 
changes  in  both  statutory  and  common 
law  that  directly  affect  a physician’s 
practice. 

Friday’s  format  includes  programs  by 
1 3 of  the  Association’s  22  scientific  sec- 
tions. A joint  session  of  the  Section  on 
Internal  Medicine  and  the  Section  on 
Radiology  will  review  the  status  of  diag- 
nostic evaluation  of  two  common  clini- 
cal problems — obstructive  jaundice 
and  lower  gastrointestinal  bleeding. 
“Practical  Aspects  of  Diagnosis  and 
Management  of  Low  Back  Pain”  will  be 
the  focus  of  the  Section  on  Physical 
Medicine  and  Rehabilitation.  Discus- 
sions will  center  around  diagnoses  and 
causes  of  low  back  pain  not  usually  rec- 
ognized or  treated  effectively. 

Headlining  Saturday’s  agenda  will  be 
the  Section  on  Occupational  Medicine's 
“Employee  Health  Maintenance"  pro- 

Dr  J,  Donald  Ostrow 
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Quality  does  not 
just  happen . . . 


ABOUT 

YESTERDAY 


Since  1955,  your  Texas  Medical  Association  has  sponsored  an  Insurant 
Program  as  a service  to  its  members.  It  is  a responsibility  your  Associate 
takes  seriously.  The  Program’s  primary  goal  has  always  been — to  provk 
the  best  coverage  at  the  lowest  possible  cost.  Through  the  years,  tl 
Program  has  been  expanded  to  meet  the  needs  of  its  members.  This  h< 
resulted  in  the  advanced  offerings  we  have  today. 


ABOUT 

TODAY 


And  today,  we  doubt  if  your  Program  can  be  beat.  The  cost,  in  relation 
benefits,  makes  your  Program  “the  Competition.”  Of  course,  a good  pr 
gram  without  good  service  is  of  no  value  to  its  members.  That  is  why  yo 
Association  has  a salaried  staff  working  to  assist  you.  The  staff  works 
your  best  interest — whether  it  concerns  enrollment,  service  or  claims. 


...AND 

TOMORROW 


The  Insurance  Trust  maintains  an  independent  actuary  to  advise  ar 
guide  us.  As  inflation  continues  to  rise,  maximums  have  been  increase 
to  cope  with  tomorrow’s  insurance  requirements.  We  are  planning  wi 
accountability  to  you  in  mind.  Even  though  we  cannot  solve  all  the  pro 
lems  that  arise  in  a given  period  of  time,  we  think  our  efforts  prove — v 
are  always  working  in  your  best  interests. 


Committee  on  Association 
Insurance  Programs 

William  G.  Game/,  M.D.,  Chairman,  Austin 
Clyde  M.  Caperton,  M.D.,  Bryan 
Charles  S.  Clark,  M.D.,  Corpus  Christi 
Jack  A . Haley,  M.D.,  Houston 
Herman  J.  Keillor,  M.D.,  Harlingen 
R.  A.  D.  Morton,  M.D.,  El  Paso 
Roberto  A.  Negron,  M.D.,  San  Antonio 
Ronald  J.  Pinkenburg,  M.D.,  Tyler 
Robert  Mayo  Tenery,  M.D.,  Dallas 


Your  Committee  on  Association  Insurance  Programs  meets  at  least  thr€ 
times  annually  to  carefully  analyze  premium  income,  claim  payment 
reserve  funds,  enrollment  and  service.  As  we  strive  to  serve  you,  you  C£ 
help  by  giving  us  your  comments — questions — suggestions.  Call  or  wri 
— better  yet,  attend  one  of  our  meetings.  All  lines  of  communication  ai 
open. 

for  information,  contact 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  NORTH  LAMAR  BOULEVARD  AUSTIN,  TEXAS  78705 
CALL  TOLL  FREE:  1-800-252-9318 
HOUSTON  PHYSICIANS:  224-5309/ AUSTIN  PHYSICIANS:  476-6 

Prudential 
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jram.  Discussions  on  hearing  conser- 
vation, stress,  pulmonary  function,  and 
?valuation  of  laboratory  data  in  medical 
surveillance  will  provide  insight  into  sol- 
ving problems  associated  with  primary 
ntervention  programs.  G.  Michael  Duf- 
ell,  MD,  Atlanta,  will  discuss  his  work 
n antismoking  campaigns.  Dr  Duffell  is 
assistant  professor  of  medicine,  Emory 
University  Clinic,  and  guest  of  the 
Texas  Occupational  Medical 
Association. 

In  all,  more  than  300  hours  of  scien- 
ific  programming  will  be  offered  during 
:he  1982  annual  meeting. 

Several  entertainment  features  are 
also  scheduled.  Dr  Charles  Jarvis  is  ex- 
oected  to  delight  the  audience  at  Fri- 
day's General  Meeting  Luncheon  with 
his  remarks,  “Things  Are  More  Like 
They  Are  Now  Than  They  Ever  Were.'’ 
The  San  Marcos  dentist-turned- 
speaker  is  well  known  for  his  humorous 
stories  and  homespun  philosophy.  On 
Friday  evening,  registrants  may  dance 
o the  music  of  San  Antonio’s  physician 
oand,  Joe  Mims  Big  Band  Sound,  start- 
ng  at  9 pm.  Alumni  events,  class  re- 
unions, and  sports  events  also  are 
oeing  planned. 

Headquarters  for  the  annual  meeting 
will  be  the  San  Antonio  Convention 
Center,  located  within  walking  distance 
of  the  headquarters  hotels.  These  in- 
clude the  Marriott  Hotel  San  Antonio, 
Hilton  Palacio  del  Rio,  and  the  Hyatt 
Regency  San  Antonio,  all  along  the  his- 
toric River  Walk. 

HEALTH  LINE 

Staff  training  can  improve 
practice  impressions 

t may  not  be  the  first  such  program,  but 
Scott  and  White  Clinic's  training  pro- 
gram for  support  staff  is  one  of  a grow- 
ng  trend  supported  by  other  physicians 
and  hospitals.  The  multispecialty  diag- 
nostic center  in  Temple  instituted  a six- 
/veek  training  program  in  1 979  for  those 
employees  who  greet  patients,  assist 
Physicians,  perform  clerical  duties,  and 


schedule  and  explain  medical  tests  and 
procedures  to  patients. 

A recent  article  in  the  August/Sep- 
tember issue  of  Group  Practice  Journal 
explains  the  whys  and  hows  of  this  in- 
novative program. 

Scott  and  White  recognized  the  need 
for  every  staff  member  to  make  a good 
impression  on  people  seeking  medical 
care.  Working  to  develop  an  atmo- 
sphere of  courteous  and  caring  con- 
cern, the  clinic  determined  what  skills 
were  needed  among  the  support  staff 
and  how  to  best  motivate  staff  to  up- 
grade performance. 

The  result  of  this  careful  planning  is  a 
staff  training  program  made  up  of  three 
components:  classroom  work,  practical 
experience,  and  on-the-job  training. 

The  program  is  carefully  scheduled  with 
one  hour  per  day  of  classroom  work, 
three  hours  of  practical  experience,  and 
four  hours  of  on-the-job  training  di- 
rected by  a supervisor. 

A final  examination  is  given  on  the 
next  to  last  day  of  class.  Following  the 
course  of  study,  an  awards  ceremony  is 
held  to  recognize  those  employees  who 
have  completed  the  program.  A certifi- 
cate of  completion  is  given,  and  a rec- 
ord of  the  employee  s attendance  is 
placed  in  the  employee’s  personnel  file. 

Evaluation  questionnaires  have 
shown  that  overall,  both  supervisors 
and  employees  have  felt  the  program 
has  been  beneficial.  The  article  main- 
tains that  the  program  has  been  an 
effective  tool  in  helping  minimize  pa- 
tient anxiety  when  facing  a medical  cri- 
sis, while  attaining  a Scott  and  White 
mission  to  provide  high  quality,  compre- 
hensive health  care  to  all  patients. 

Study  shows  doctors  spend 
more  time  with  patients 

Physicians  in  the  United  States  spent 
more  time  with  their  patients  during 
1 980,  averaging  1 1 2 patient  visits  per 
week,  compared  to  1 22.7  visits  in  1 979 
and  1 30.6  visits  in  1 978.  The  physi- 
cian’s work  week  remained  the  same 
however,  with  44.5  hours  of  direct  pa- 


tient care  in  1 980,  compared  to  44.9 
hours  in  1 979  and  45.4  hours  in  1 978. 
These  data  come  from  the  new  10th 
edition  of  “Profile  of  Medical  Practice 
1981”  published  by  the  American  Medi- 
cal Association. 

Texas  physicians  demonstrate 
teleconference  grand  rounds 

Physicians  and  representatives  of  busi- 
ness, law,  technology,  and  banking  in 
Houston  and  Austin  met  recently  in 
their  respective  cities  to  view  what  one 
Texas  physician  has  termed  a “pipeline 
to  remarkable  expertise.”  The  "pipe- 
line” was  a special  teleconference 
hookup  between  Houston  and  Austin, 
designed  to  show  that  such  a system 
can  deliver  state-of-the-art  medical 
knowledge  to  all  areas  of  the  state. 

The  demonstration  teleconference 
allowed  Hilde  Bruch,  MD,  in  Houston 
and  two  teenage  patients  in  Austin  to 
communicate — both  visually  and  ver- 
bally— with  one  another.  Dr  Bruch’s  in- 
terview and  conversation  with  the 
teenagers  followed  the  presentation  of 
their  cases  by  two  Austin  physicians, 
creating  a long-distance  grand  rounds. 
Electronic  cameras  in  each  city  were 
trained  simultaneously  on  Dr  Bruch  and 
the  two  anorexic  teenagers — and  occa- 
sionally on  the  two  audiences — allow- 
ing immediate  two-way  exchange  of 
questions  and  answers.  Dr  Bruch  is 
widely  known  for  her  work  in  nutrition 
and  the  study  of  anorexia  nervosa. 

Following  the  grand  rounds  presenta- 
tion, program  organizer  and  an  Austin 
physician,  Dr  Jane  Preston,  told  the 
Houston  and  Austin  groups — totaling 
about  60  persons — that  teleconferenc- 
ing has  been  employed  in  research 
centers,  but  that  the  time  has  come  for 
broader  practical  use  of  the  technology. 

The  early  use  of  teleconferencing  in 
academic  centers,  she  said,  "was  prob- 
ably an  appropriate  and  worthwhile 
early  beginning. . . . But  I think  we’re 
beyond  that  place  now.  I think  we  re  at 
the  place  where  we  can  move  the  re- 
search subject  into  pragmatic  use.  And 
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that  is  what  this  meeting  is  about.”  The 
development  of  a teleconferencing  net- 
work to  allow  statewide  access  to  medi- 
cal expertise,  she  said,  should  include 
the  participation  of  appropriate  medical 
ethics  monitors,  such  as  county  medi- 
cal societies,  the  American  Medical 
Association,  and  the  American  Psychi- 
atric Association. 

‘‘What  we’re  trying  to  do,"  she  ex- 
plained, “is  not  replace  in  any  way  the 
physician  in  his  or  her  office,  but  rather 
to  get  to  the  people  who  are  not  being 
reached  or  who  are  being  reached  at 
the  expenditure  of  services  to  other 
patients  . . .” 

The  teleconference  was  organized 
with  the  participation  of  Southwestern 
Bell  Telephone  Company,  and  Smith, 
Kline  and  French. 

CDC  issues  urgent  call 
for  reports  on  two  diseases 

The  Center  for  Disease  Control  (CDC) 
in  Atlanta  has  asked  physicians  to  re- 
port any  suspected  cases  of  Kaposi’s 
sarcoma  and  Pneumocystis  carinii 
pneumonia.  During  the  later  summer 
months,  the  CDC  received  reports  on 
more  than  1 00  cases  of  these  diseases 
in  previously  healthy  homosexual  men. 
Of  97  patients  in  whom  the  outcome  is 
known,  36  died. 

The  majority  of  the  reported  cases 
were  from  New  York  City  and  Califor- 
nia. However,  several  were  reported 
from  other  states.  Because  of  the  se- 
verity of  the  illness  and  the  unusual 
clustering  of  cases,  the  CDC  has  imple- 
mented an  active  surveillance  to  better 
describe  the  clinical  and  epidemiologic 
features  of  the  disorders. 

Physicians  are  asked  to  report  Ka- 
posi’s sarcoma  in  persons  under  60 
years  of  age,  and  Pneumocystis  carinii 
pneumonia  or  other  severe  opportunis- 
tic infections  in  persons  without  a se- 
rious underlying  disorder,  such  as  a 
malignancy. 

Report  the  cases  to  James  W.  Cur- 
ran, MD,  MPH,  Task  Force  on  Kaposi’s 
Sarcoma  and  Opportunistic  Infections, 
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Building  1 , Room  3047,  Center  for  Dis- 
ease Control,  Atlanta,  GA  30333;  tele- 
phone 404-329-3935.  Include  the 
patient’s  name,  diagnosis,  name  and 
phone  number  of  the  physician  provid- 
ing care,  hospital  name  and  phone 
number,  presence  or  absence  of  under- 
lying disorder,  and  any  other  pertinent 
information. 

UN  focuses  world  concern 
on  disabled  persons 

The  disabled — the  blind,  the  deaf,  the 
mentally  ill,  the  retarded,  the  victims  of 
diseases  and  disasters — all  were  made 
the  focus  of  special  concern  this  year 
by  proclamation  of  the  United  Nations. 
The  world  organization  proclaimed 
1981  as  the  International  Year  of  Dis- 
abled Persons  (IYDP).  Following  this 
designation,  the  UN  and  other  nations 
and  organizations  set  out  to  raise  the 
public’s  awareness  of  the  special  needs 
among  these  people. 

The  figures  reported  by  the  UN  are 
staggering.  More  than  500  million  peo- 
ple in  the  world  are  either  physically  or 
mentally  handicapped  or  both.  And  the 
figures  continue  to  grow,  partly  be- 
cause the  world  population  continues  to 
increase  and  people  are  living  longer 
with  improved  social  conditions  and 
medical  care. 

Disability  takes  many  forms  and  in- 
cludes traumatic,  developmental,  phys- 
ical, and  mental  handicaps.  Accidents, 
both  in  automobiles  and  in  industry,  are 
among  the  main  causes  of  disability.  In 
addition,  there  are  cardiovascular  dis- 
ease and  the  crippling  diseases  of  lep- 
rosy, polio,  and  multiple  sclerosis. 

The  IYDP  has  been  directed  at  help- 
ing the  disabled  in  their  physical  and 
psychological  adjustments  to  society, 
and  at  helping  society  in  its  understand- 
ing of  the  capabilities  of  the  handi- 
capped. The  intent  of  the  year — and 
it  is  ongoing — has  been  to  provide  dis- 
abled persons  with  the  assistance, 
training  care,  and  guidance  to  help 
them  make  the  transition  to  work  and  to 
ensure  their  integration  into  society. 


The  year  spawned  new  research  pro- 
jects designed  to  make  the  physical 
transition  to  everyday  life  easier.  This 
included  improving  access  to  public 
buildings  and  providing  better  transpor- 
tation systems  for  the  handicapped. 
Studies  on  disabled  persons  have  dis- 
proven  the  myths  that  they  cannot  be 
responsible  for  themselves  or  hold 
down  jobs;  that  they  prefer  each  other’s 
company,  are  incapable  of  normal  per- 
sonal relationships,  and  need  charity  to 
get  along. 

Quite  the  contrary,  employers  of 
handicapped  workers  have  reported 
that  their  production,  attendance, 
safety,  and  turnover  records  were  the 
same  or  better  than  the  able  worker. 

More  experts  agree  that  the  answer 
to  most  of  the  problems  of  both  the 
physically  and  mentally  handicapped  is 
to  integrate  them  as  far  as  possible  into 
society.  The  question  is  then:  Is  the 
able  population  ready  to  take  them  in? 

“Full  participation  and  equality”  is  the 
theme  of  the  special  international  ob- 
servance, and  UN  Secretary  General 
Kurt  Waldheim  took  note  of  this  when 
he  stated,  “A  drastic  change  in  our  atti- 
tude toward  disabled  persons  is  the 
prerequisite.  We  have,  above  all,  to  re- 
member that  the  problems  of  physical 
or  mental  disability  are  the  problems  of 
society  as  a whole.  We  not  only  bear 
a collective  responsibility  to  avert  the 
unnatural  causes  of  human  disability, 
such  as  war,  but  also  to  give  the  dis- 
abled every  possible  assistance  to  lead 
useful  and  productive  lives.” 

Houston  surgeon  designs 
IYDP  first-day  covers 

In  its  observance  of  the  International 
Year  of  Disabled  Persons,  the  United 
Nations  issued  a set  of  six  commem- 
orative stamps  expressing  the  need  to 
make  those  with  disabilities  an  integral 
part  of  our  society.  The  United  States 
and  most  other  nations  followed  suit 
with  commemoratives  on  this  theme. 

Joseph  Agris,  MD,  a plastic  surgeon 
in  Houston,  designed  a series  of  first- 
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day  covers  with  the  IYDP  logo  and 
sketches  depicting  various  disabilities. 
These  are  available  for  a tax  deductible 
donation  of  $5  per  set  of  three,  or  $2 
oer  individual  cover.  Donations  may  be 
made  to  the  Texas  Institute  for  Re- 
habilitation and  Research,  attention 
Volunteer  Services,  1333  Moursund 
Avenue,  Houston,  77030.  Please  en- 
close a self-addressed  stamped 
envelope. 

CAPITAL  COMMENTS 

AMPAC  receives  praise 
from  Congressmen 

Senators  heading  the  Republican  and 
Democratic  campaign  committees  have 
said  that  the  American  Medical  Political 
Action  Committee  (AMPAC)  played  an 
important  role  in  the  last  elections.  Ad- 
dressing AMPAC's  political  education 
conference  in  Washington,  DC,  Sen 
Wendell  Ford  (D-Ky)  told  400  AMPAC 
members  that  “you  people  wrote  the 
book  on  how  to  make  a PAC  work  and 
without  question  your  organization’s 
record  of  success  stands  alone.”  Urg- 
ing AMPAC  members  to  “keep  up  the 
good  work,”  Senator  Ford  said,  “If  ever 
there  was  a time  for  individuals  and 
groups  to  come  together  to  help  mini- 
mize the  impact  of  the  budget  reduc- 
tions, that  time  is  now.”  Republican  Sen 
John  Heinz  of  Pennsylvania  said  that 
without  the  help  of  AMPAC  and  similar 
groups,  the  Republicans  would  not 
have  been  able  to  capture  the  Senate 
where  GOP  control  was  essential  for 
President  Reagan’s  legislative  victo- 
ries. “We  will  bring  the  budget  in  line; 
that  you  can  depend  on,”  the  senator 
said. 

AMPAC  Board  Chairman  John 
Smith,  MD,  San  Antonio,  said  the 
1980s  will  bring  sweeping  changes. 

“We  must  play  a major  role.  Our  voices 
will  be  heard  and  our  presence  felt,” 
said  Dr  Smith.  “AMPAC,”  he  continued, 
“must  be  ready  to  influence  positively 
the  decisions  made.  Medicine  and  poli- 


tics do  go  together.” 

James  Sammons,  MD,  executive 
vice  president  of  the  American  Medical 
Association,  hailed  the  20th  anniver- 
sary of  AMPAC,  one  of  the  first  political 
action  groups  founded.  Dr  Sammons 
said  a survey  for  the  AMA  showed  that 
65%  of  all  physicians  agree  that  it  is  the 
professional  responsibility  of  physi- 
cians to  support  political  representa- 
tive actions  undertaken  by  the  profes- 
sion. Most  physicians  also  agree  that 
“AMPAC  has  been  established  to  rep- 
resent the  political  interests  of  physi- 
cians regarding  the  support  of  political 
candidates.”  Noting  that  the  high  per- 
centages of  support  are  not  reflected  in 
AMPAC  membership,  with  only  1 2%  of 
all  physicians  and  22%  of  AMA  mem- 
bers contributors  to  AMPAC,  Dr  Sam- 
mons urged  the  audience  to  make  in- 
creased membership  a top  priority. 

AMPAC  members  attending  the  con- 
ference were  briefed  by  top  lawmakers 
and  political  experts  on  the  political 
scene  in  Washington  and  on  the  out- 
look for  the  future.  Some  200  sena- 
tors and  representatives  attended  a 
Congressional  reception  hosted  by 
AMPAC. 

PSROs  given  reprieve 

Thirteen  Professional  Standards  Re- 
view Organizations  (PSROs)  slated  to 
be  closed  have  been  given  a reprieve 
by  the  HHS  Health  Care  Financing  Ad- 
ministration. The  1 3 were  part  of  a 
group  of  46  scheduled  to  be  terminated 
as  part  of  the  Administration's  cam- 
paign to  phase  out  the  PSRO  program. 

The  PSROs  targeted  for  closure 
have  been  given  appeal  rights;  tenta- 
tive termination  decisions  in  the  follow- 
ing PSROs  were  reversed:  Ohio  Area 
6 Oklahoma  Statewide  PSRO,  Louisi- 
ana Area  3,  Arizona  Area  1 , Pennsyl- 
vania Area  1 , Vermont  Statewide 
PSRO,  New  Jersey  Area  5,  Hawaii, 
Pennsylvania  Area  13,  Georgia  State- 
wide PSRO,  Michigan  Area  2,  and  Flor- 
ida Area  8. 


Medical  use  of  marijuana 
is  subject  of  proposed  bill 

US  Reps  Stewart  McKinney  (R-Ct) 
and  Newton  Gingrich  (R-Ga)  have  in- 
troduced a bill  that  would  amend  the 
Controlled  Substances  Act  to  recognize 
the  medical  use  of  marijuana,  without 
affecting  penalties  for  social  use.  Fed- 
eral law  defines  marijuana  as  a drug 
with  no  acceptable  medical  use,  and  it 
is  available  by  the  federal  government 
only  for  research.  This  makes  it  difficult 
for  patients  in  32  states  where  its  medi- 
cal use  is  allowed  to  obtain  the  drug 
legally. 

Proposed  legislation  to  alter 
ban  on  food  additives 

Sen  Orrin  Hatch  (R-Utah),  chairman  of 
the  US  Senate  Labor  and  Human  Re- 
sources Committee,  is  sponsoring  leg- 
islation to  modify  the  Delaney  Clause 
that  is  an  absolute  prohibition  on  food 
additives  found  to  cause  cancer  in  man 
or  animals.  The  clause  has  been  at- 
tacked over  the  years  as  imposing  too 
strict  a ban  on  additives  that  have 
caused  cancer  only  in  test  animals  and 
in  enormous  doses.  The  new  bill  would 
apply  only  to  substances  that  pose  “a 
significant  risk  to  health.” 

House  hearings  have  been  sched- 
uled on  proposals  for  “consumer 
choice”  national  health  plans.  Legisla- 
tion has  also  been  introduced  to  place  a 
moratorium  on  Federal  Trade  Commis- 
sion activities  involving  the  learned  pro- 
fessions, including  medicine.  In 
addition,  major  measures  have  been  in- 
troduced to  reform  federal  regulatory 
procedures  to  curb  unnecessary  reg- 
ulation and  give  Congress  the  power 
to  veto  rules  that  overstep  agency 
authority. 
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Commitment. 


It  is  evident  in  a doctor’s  every  ac- 
tion. Commitment.  It  is  the  key  to 
professional  excellence.  In  the  medi- 
cal field.  And  in  ours. 

At  Insurance  Corporation  of 
America  our  commitment  has  always 
been  to  a single  goal:  To  provide 
physicians  with  the  finest  professional 
liability  insurance. 

Over  the  years  ICA  has  consis- 
tently offered  the  strongest  possible 


coverage  combined  with  the  highest 
standard  of  professional  service.  Our 
specialization,  conservative  manage- 
ment, and  commitment  in  this  one 
field  have  enabled  us  to  achieve  excel 
lence  within  the  industry. 

For  further  information,  contact: 
Insurance  Corporation  of  America, 
ICA  Center  4295  San  Felipe,  Box 
56308,  Houston,  Texas  77027. 
1-800-231-2615.  In  Texas  call 
1-800-392-9702 


PROFESSIONAL 
IfjWt  LIABILITY 
m INSURANCE. 

WE'RE  THE  SPECIALIST  IN  THE  FIELD. 
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For  Sneezing  and 
Nasal  Congestion 


Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Chlorpheniramine  Maleate 

Hyoscyamine  Sulfate 

Atropine  Sulfate 

Scopolamine  Hydrobromide 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 


. 25  mg 
. 50  mg 
. . 8mg 
0.1 9 mg 
0.04  mg 
0.01  mg 


• Vasoconstrictor,  antihistaminic  actions 

• Rapid  and  prolonged  relief  of  nasal  and  sinus  congestion 

• Convenient  b.i.d.  dosage 


Boots  Pharmaceuticals 
Pioneers  in  Medi< 


For  Coughing  With 
Nasal  and  Bronchial 
Congestion 


Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains: 


Codeine  Phosphate  65.8  mg 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 30  mg 

Phenylpropanolamine  Hydrochloride 20  mg 

Pheniramine  Maleate 20  mg 

Pyrilamine  Maleate  20  mg 

Ammonium  Chloride  200  mg 

Alcohol 5% 


• Vasoconstrictor,  antihistaminic,  expectorant  actions  with 
codeine 

• Rapid  relief  of  upper  respiratory  congestion  and  cough 

• Good  tasting 


yeport,  Louisiana  71106. 

ie  Family 


DESCRIPTION 

Each  prolonged  action  tablet  contains: 

Phenylephrine  Hydrochloride  25  mg 

Phenylpropanolamine  Hydrochloride  50  mg 

Chlorpheniramine  Maleate  8 mg 

Hyoscyamine  Sulfate  0.19mg 

Atropine  Sulfate  0.04  mg 

Scopolamine  Hydrobromide  0.01  mg 


Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response.  The  belladonna 
alkaloids,  hyoscyamine,  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant.  Concomitant  use  of 
MAO  inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics, 
sedatives  or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  car- 
diac or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a 
motor  vehicle  or  operating  dangerous  machinery  (See  Warnings:) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long 
as  12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time.  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children 
and  infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes, 
tightness  of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and 
dysuria,  palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tin- 
nitus, headache,  incoordination,  visual  disturbances,  mydriasis,  xerostomia,  blurred 
vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperir- 
ritability, nervousness,  dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea, 
delirium,  fever,  stupor,  coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age,  one  tablet 
morning  and  evening.  Not  recommended  for  children  under  12  years  of  age  Tablets 
are  to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  (, 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride 

Phenylpropanolamine  Hydrochloride 

Pheniramine  Maleate 

Pyrilamine  Maleate 

Ammonium  Chloride 

Alcohol 

Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic,  nasal  decongestai 
expectorant  preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  rr 
upper  respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchiti 
allergic  rhinitis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay 
allergies,  nasal  congestion  and  cough  due  to  the  common  cold. 
CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  Concomitant  use  of  a 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhit 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  a 
and  in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  thep 
should  be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  E 
torant  may  cause  drowsiness  Patients  should  be  warned  of  the  possible  additive 
caused  by  taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranqui 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor vi 
or  operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  wi 
tients  having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  diser 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insuffic 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  gidc 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial: 
tions,  urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension/hyp 
sion,  faintness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturba 
mydriasis,  xerostomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  con 
tion,  epigastric  distress,  hyperirritability,  nervousness  and  insomnia  Overdose: 
cause  restlessness,  excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis.s 
tachycardia  and  even  convulsions 

DOSAGE  AND  ADMINISTRATION  Adults  1 or  2 teaspoonfuls,  orally,  every  4 hours, 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age  Vi  the  adult  dose,  not  to  exceed  6 teaspoonfuls 
24-hour  period  Children  2 to  6 years  of  age  Vi  teaspoonful  every  4 hours,  nottoer 
3 teaspoonfuls  in  any  24-hour  period  Children  under  2 years  of  age  Use  as  direct 
a physician 
HOW  SUPPLIED 

Pint  bottles  ( 16  fl  oz  ) NDCO524-10 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

MANUFACTURED  BY: 

Vitarine  Company,  Inc. 

Springfield  Gardens,  New  York  11413 


Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71106 

Pioneers  in  Medicine  For  the  Family 


“See  this?  Southwestern  Bell 
helped  us  improve  service  to  patients. 
And  made  me  look  good.” 

"You  know  how  it  is  in  a smaller  clinic.  You  wind  up  in  charge  of 
communications,  too.  And  suddenly  you’re  the  expert. 

“Only  who  has  the  time? 

“Or  the  training?" 

But  that’s  where  your  Bell  Account  Executive  can  anticipate  your  needs. 

He  sells  systems.  Solutions  to  problems.  Potential  for  the  future.  Plus  the 
imagination,  know-how,  and  resourcefulness  of  the  entire  Bell  team. 

Take  this  microprocessor-controlled  Horizon®  Communications  System 
he  recommended.  Improves  your  clinic’s  responsiveness  to  patients.  Controls 
administrative  costs.  Increases  the  productivity  of  the  entire  staff. 

No  wonder  the  other  doctors  already  think  you’re  a hero  for  discovering 
an  advanced  system  they  can  program... to  add,  delete,  or  rearrange  features. 

A system  that  even  allows  your  staff  to  take  their  phone  numbers  with  them 
when  they  change  offices.  No  waiting.  No  cost  of  a service  call. 

And  if  the  other  doctors  think  that’s  something, 
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SOCIOECONOMICS 

TMA  monitors  progress 
in  electronic  billing 
Medicaid  claims  can  be  processed 
within  five  days  using  a pilot  electronic 
billing  system  conducted  by  the  Elec- 
tronic Claim  Group  Committee  (EL- 
CLAGR).  The  Texas  Medical  Associa- 
tion Council  on  Socioeconomics  has 
been  monitoring  the  project  for  more 
than  one  year  and  recently  voiced  its 
support  for  its  continuation. 

John  P.  Coughlin,  MD,  chairman  of 
the  council,  said  in  a letter  to  James 
Merryman,  an  associate  administrator 
of  the  Health  Care  Financing  Admin- 
istration, “I  wanted  to  assure  you  that 
TMA  is  more  resolute  than  ever  to  see 
that  every  physician  in  Texas  knows 
and  understands  the  EL-CLAGR  proj- 
ect. When  they  do,  I believe  a high  per- 
centage of  our  membership  will  want  to 
install  the  system.” 

The  system  is  a Texas  Instruments 
Silent  765  intelligent  typewriter  terminal 
which  is  leased  to  physicians  at  the 
same  monthly  rate  as  when  Blue  Cross 
and  Blue  Shield  of  Texas  leases  it  from 
Tl.  Office  personnel  are  trained  at  no 
charge  by  Blue  Cross  and  Blue  Shield 
of  Texas  and  National  Heritage  Insur- 
ance Company  (NHIC)  representatives. 

Medicare,  Medicaid,  and  Blue  Shield 
claims  are  typed  into  this  terminal  by 
answering  automatic  prompts  from  the 
machine  for  the  information  that  is  es- 
sential for  each  particular  claim  type 
being  billed.  The  data  go  into  a bubble 
memory  contained  in  the  terminal,  and 
are  held  there  until  the  user  chooses  to 
transmit  the  data  to  a central  comput- 
er in  Austin.  When  the  terminal  has 
reached  its  maximum  claims  capacity,  it 
notifies  the  user,  who  then  transmits  the 
claims  before  more  claims  can  be  en- 
tered. The  physician’s  office  retains  a 
printout  of  the  claims  transmitted. 

Claims  are  transmitted  via  a standard 
telephone  to  a computer  located  at  the 
NHIC  Austin  facility.  After  the  claims 
are  drained  from  the  terminal  and  have 
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been  transmitted  to  Austin,  the  terminal 
is  ready  to  accept  more  claims. 

The  claims  collected  by  the  Austin 
computer  are  transmitted  daily  via  tele- 
phone to  Dallas  where  they  are  auto- 
matically separated  according  to  claim 
type  and  are  then  fed  into  the  appropri- 
ate claims  processing  system. 

Currently,  30  such  terminals  are 
being  utilized  in  Texas.  Blue  Cross  and 
Blue  Shield  of  Texas  and  NHIC  have  an 
additional  30  terminals  on  order  to  be 
installed  in  physicians’  offices  and 
clinics.  Current  users  report  a faster 
turnaround  on  their  claims  payment. 
National  Heritage  Insurance  Company 
says  that  year-to-date  statistics  show 
the  average  processing  time  is  five 
days  for  Medicaid  claims. 

The  Electronic  Claim  Group  Commit- 
tee has  sought  advice  from  the  Associ- 
ation on  the  best  methods  of  marketing 
the  electronic  billing  concept  to  physi- 
cians, administrators,  and  other  medi- 
cal professionals.  On  TMA’s  advice,  EL- 
CLAGR  held  a series  of  seminars  in 
Houston  during  July  to  which  physi- 
cians and  administrative  personnel 
were  invited.  Approximately  225  people 
attended  resulting  in  orders  for  20  ter- 
minals. The  marketing  effort  will  next 
be  directed  toward  San  Antonio.  Phy- 
sicians will  be  approached  directly 
through  hospital  medical  staff  meet- 
ings. The  committee  hopes  that  physi- 
cians who  do  not  have  their  own  data 
processing  capabilities  will  consider  the 
advantages  of  billing  electronically. 

The  electronic  billing  system  does 
not  change  current  policy  on  assign- 
ment. Under  Medicare,  physicians  may 
or  may  not  accept  assignment;  under 
Medicaid,  physicians  must  accept 
assignment. 

The  EL-CLAGR  is  composed  of  rep- 
resentatives from  the  Health  Care 
Financing  Administration  (HCFA), 
the  Texas  Department  of  Human  Re- 
sources, Blue  Cross  and  Blue  Shield  of 
Texas,  and  National  Heritage  Insurance 
Company. 

For  more  information  about  the  elec- 


tronic billing  project,  please  contact 
Don  Anderson,  Texas  Medical  Associa- 
tion, 1 905  N Lamar  Blvd,  Austin, 
78705:512-477-6704. 

NEWSMAKERS 

WILLIAM  J McGANITY.  MD.  professor 
and  chairman  of  the  department  of 
obstetrics  and  gynecology  at  The  Uni- 
versity of  Texas  Medical  Branch,  has 
been  named  by  the  March  of  Dimes 
Birth  Defects  Foundation  as  the  first  re- 
cipient of  its  Agnes  Higgins  Award  for 
outstanding  achievement  in  the  field  of 
maternal  and  fetal  nutrition.  Past  presi- 
dent of  both  the  Texas  Association  of 
Obstetricians  and  Gynecologists  and 
the  American  Society  for  Clinical  Nutri- 
tion, Dr  McGanity  also  was  a delegate 
to  the  White  House  Conference  on  Nu- 
trition and  Health,  cochairman  of  the 
Senate  Panel  on  Nutrition  and  Health, 
and  a member  of  the  Department  of 
Agriculture’s  National  Advisory  Council 
on  Maternal,  Infant  and  Fetal  Nutrition. 

EDWARD  J.  WEINMAN,  MD,  Houston, 
is  the  new  director  of  the  division  of 
nephrology  in  the  department  of  inter- 
nal medicine  at  The  University  of  Texas 
Medical  School  at  Houston  and  at  Her- 
mann Hospital.  Dr  Weinman  is  a former 
professor  of  medicine  at  Baylor  College 
of  Medicine  and  chief  of  the  renal  sec- 
tion at  the  Veterans  Administration 
Medical  Center  in  Houston. 

MILTON  TALBOT,  MD,  Austin,  is  the 
new  president  of  the  Texas  Pediatric 
Society.  Other  newly  elected  officers  of 
the  society  include  C.  W.  DAESCH- 
NER,  JR,  MD,  Galveston,  vice  presi- 
dent; GEORGE  FELKNOR,  MD,  Bay- 
town,  president-elect;  RICHARD 
BATES,  MD,  Irving,  secretary; 
CHARLES  CARUSO,  Houston,  trea- 
surer; and  REBA  M.  HILL,  Houston, 
historian.  CLINTON  CRAVEN,  MD, 
Austin,  has  been  elected  chairman  of 
District  3. 


TEXAS  MEDICINE 


C.  FRANK  WEBBER,  MD,  and  ROGER 
BULGER,  MD,  both  of  Houston,  have 
been  honored  by  the  American  Acad- 
emy of  Family  Physicians  (AAFP)  as  re- 
cipients of  the  President's  Award  for 
dedication  to  the  improvement  of  health 
care  through  advancement  of  the  ob- 
jectives of  the  AAFP.  Dr  Webber,  direc- 
tor of  ambulatory  services  at  The 
University  of  Texas  Health  Science 
Center  at  Houston,  currently  serves  as 
vice  president  of  the  Texas  Medical 
Association.  Dr  Bulger  is  president  of 
The  University  of  Texas  Health  Science 
Center  at  Houston. 

LAURANCE  N.  NICKEY,  MD,  El  Paso, 
is  the  new  chairman  of  the  Texas  Chap- 
ter, American  Academy  of  Pediatrics. 
Other  new  officers  include  L.  LEIGH- 
TON HILL,  MD,  Houston,  alternate 
chairman;  RICHARD  HOLT,  MD,  Aus- 
tin, secretary;  and  CLINTON  CRAVEN, 
MD,  Austin,  treasurer. 

BRUCE  HENDERSON,  MD,  Austin, 
has  been  elected  president  of  the 
Texas  Society  of  Pediatric  Surgeons. 
CHARLES  MANN,  MD,  Fort  Worth,  has 
been  elected  vice  president,  and  ABE 
BESSERMAN,  MD,  Austin,  secretary- 
treasurer  of  the  society. 


ANN  HARRELL,  assistant  director  of 
medical  information  at  The  University  of 
Texas  Health  Science  Center  at  Dallas, 
has  received  a Certificate  of  Commen- 
dation from  the  American  Academy  of 
Family  Physicians.  She  was  honored 
for  her  “assistance  to  family  practice 
through  her  news  and  feature  releases 
to  newspapers  and  other  media  in  the 
state  of  Texas.” 

MICHAEL  S.  BROWN,  MD,  and 
JOSEPH  L.  GOLDSTEIN,  MD,  both  of 
The  University  of  Texas  Health  Science 
Center  at  Dallas,  have  received  a 
Gairdner  Foundation  International 
Award  for  their  discovery  of  the  role  of 
genetics  in  high  blood  cholesterol  and 
heart  disease.  Dr  Brown  is  director  of 
the  Center  for  Genetic  Diseases  and  Dr 
Goldstein  is  chairman  of  the  depart- 
ment of  molecular  genetics  at  the 
Dallas  medical  school. 

C.  W.  DAESCHNER,  JR,  MD,  Gal- 
veston, received  the  Texas  Pediatric 
Society’s  Sidney  Kaliski  Award  of  Merit 
during  the  society’s  59th  annual  meet- 
ing. Dr  Daeschner,  the  John  Sealy  Pro- 
fessor and  chairman  of  the  department 
of  pediatrics  at  UT  Medical  Branch,  was 
selected  for  his  “material  contributions 


to  the  Texas  Pediatric  Society  and  to 
the  state’s  children  in  providing  a liaison 
between  academic  medicine  and  pri- 
vate practice.”  The  award  is  named  in 
honor  of  the  late  Sidney  Kaliski,  MD,  a 
charter  member  and  president  (1933) 
of  the  society. 

R.  LEE  CLARK,  MD,  president  emer- 
itus of  The  University  of  Texas  Cancer 
Center,  has  received  the  Board  of  Visi- 
tors Award,  the  highest  honor  that  can 
be  bestowed  by  The  University  Cancer 
Foundation  Board  of  Visitors.  The 
award  is  presented  in  recognition  of  in- 
dividuals whose  service  and  contribu- 
tions have  significantly  furthered  the 
ideals  upon  which  UT  M.D.  Anderson 
Hospital  was  founded.  Dr  Clark  guided 
the  development  of  M.D.  Anderson  for 
32  years  as  it  grew  to  become  one  of 
the  world’s  largest  cancer  institutions. 

He  was  named  the  hospital’s  first  full- 
time director  in  1946  and  its  president 
in  1 968.  In  1 980  the  UT  System  Board 
of  Regents  honored  Dr  Clark  by  appoint- 
ing him  the  first  UT  System  Professor 
of  Surgery  and  Oncology. 

BELO  STONE,  MD,  Robstown,  was 
honored  recently  with  the  dedication  of 
the  new  intensive  care-coronary  care 


Dr  C.  Frank  Webber 


Dr.  C.W.  Daeschner.  Jr 


Dr  R.  Lee  Clark 
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unit  at  Riverside  Hospital  in  his  honor. 
Dr  Stone,  a cofounder  of  the  Robstown 
Hospital,  was  in  the  general  practice  of 
medicine  and  surgery  for  50  years  be- 
fore retiring  two  years  ago.  He  is  the  fa- 
ther of  LAWRENCE  A.  STONE,  MD, 
San  Antonio,  who  is  the  new  president  of 
the  Texas  Society  of  Child  Psychiatry. 

ROBERT  H.  SPRINKLE,  MD,  has  been 
appointed  program  director  of  the  St 
Paul  Hospital/Southwestern  Medical 
School  Training  Program  in  Family 
Practice.  Dr  Sprinkle  completed  his 
family  practice  residency  at  the  Univer- 
sity of  Virginia  and  his  residency  in  pe- 
diatrics at  Children's  Medical  Center  of 
Dallas. 

M.  T.  JENKINS,  MD,  Dallas,  has  been 
named  to  chair  the  AMA  Council  on 
Medical  Education.  JOSEPH  T. 
AINSWORTH,  MD,  Houston,  is  the  new 
vice  chairman  of  the  AMA  Council  on 
Legislation. 

WICHARD  A.  J.  VAN  HEUVEN,  MD, 
has  been  named  chairman  of  the  de- 
partment of  ophthalmology  at  The  Uni- 
versity of  Texas  Health  Science  Center 


(UTHSC)  at  San  Antonio.  A former  pro- 
fessor of  ophthalmology  at  Albany 
Medical  College  in  New  York,  Dr  van 
Heuven  was  head  of  the  college’s  retina 
division  from  1978  until  beginning  the 
UTHSC  post  in  September.  He  suc- 
ceeds GEORGE  WEINSTEIN,  MD, 
who  resigned  in  1 980,  and  JEAN  HOLT, 
MD,  who  was  acting  department  chair. 

J.  TED  HARTMAN,  MD,  is  the  interim 
dean  of  the  Texas  Tech  University 
Health  Sciences  Center  School  of  Med- 
icine. Dr  Hartman,  professor  and  chair- 
man of  orthopedic  surgery,  will  serve  as 
interim  dean  until  an  1 1 -member 
search  committee  finds  a replacement 
for  GEORGE  S.  TYNER,  MD,  who 
served  as  dean  from  1974  until  Sep- 
tember of  this  year. 

JAMES  P.  McCULLEY,  MD,  who  joined 
The  University  of  Texas  Health  Science 
Center  at  Dallas  last  year  as  an  associ- 
ate professor,  has  assumed  leadership 
of  the  department  of  ophthalmology  as 
professor  and  chairman.  Dr  McCulley 
succeeds  JOHN  R.  LYNN,  MD,  who 
has  chaired  the  department  since 
1966. 


JAMES  A.  ADKINS,  Austin,  has  been 
named  acting  commissioner  of  the 
Texas  Department  of  Mental  Health 
and  Mental  Retardation.  Assistant  com- 
missioner of  the  department  since  Feb- 
ruary 1 978,  Mr  Adkins  will  serve  until 
the  board  names  a permanent  commis- 
sioner to  succeed  JOHN  J.  KAVANAGH, 
MD,  who  has  resigned.  Mr  Adkins,  an 
attorney,  is  the  former  chief  of  the  de- 
partment’s legal  and  claims  section. 

BROOKS  F.  BOCK,  MD,  Austin,  has 
been  elected  vice  president  of  the 
board  of  directors  of  the  American  Col- 
lege of  Emergency  Physicians  (ACEP). 
A member  of  ACEP  since  1973,  Dr 
Bock  has  been  treasurer  since  1 979 
and  a member  of  the  board  since  1 978. 
He  has  served  as  chairman  of  the  Con- 
tinuing Medical  Education  Committee, 
the  Symposium  Planning  Committee, 
and  the  Section  on  Education. 


Investment  performance  for  TMA  Members’  Retirement  Plan  and  Trust 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physicians  enrolling  in  the  program,  comparative  performance  for  investments  are  listed. 
The  figures  will  be  updated  on  a monthly  basis  and  are  for  comparative  purposes  only.  Most  daily  newspapers  list  up-to-date  values  on  mutual  funds.) 


Illustration  of  10/31/81  value  of  $10,000  investment  made  one,  three,  and  five  years  ago. 

Equity  Funds 

10/31/80 

Date  of  Investment 
10/31/78 

10/31/76 

Mercantile  Bank  R-10  Stock  Fund 

$ 9,850 

$18,938 

$19,369 

T.  Rowe  Price  Growth  Stock  Fund 

$ 9,448 

$13,371 

$13,572 

Income  Funds 

Mercantile  Bank  HR-10  Fixed  Income  Fund 

$10,397 

$10,058 

$10,992 

Rowe  Price  New  Income  Fund 

$10,487 

$11,543 

$12,959 

Current  yields  on  interest  bearing  options. 


Mercantile  Bank  Time  Deposits 
2Vz  Years  ($500  minimum) 

3 Years  ($100  minimum) 

6 Months  ($10,000  minimum) 

Rowe  Price  Prime  Reserve  Fund 
For  the  7 days  ending  1 1 /9/81 
Approximate  unit  prices  as  of  10/31/81 : 
Mercantile  Bank  HR-10  Stock  Fund 
Mercantile  Bank  HR-10  Fixed  Income  Fund 


13.161%  (Through  11/16/81) 
8.000% 

13.161%  (Through  11/16/81) 

14.60% 

$20.53 

$15.03 
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TEXAS  MEDICINE 


FOR 

PROFESSIONAL  PROTECTION 

EXCLUSIVELY 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 


CONTACT  TEXAS  FIELD  REPRESENTATIVES 


Dallas  Office 

ARTHUR  F.  ENNIS,  JR.,  BRUCE  C.  CRIM, 
KEITH  H.  PRINCE  and  CHARLES  F.  CURTICE 
Suite  415  Medical  Tower,  71 2 N.  Washington, 
Dallas  75246 
(214)  821-4640 


Houston  Office 

L.  WAYNE  KIRK  and  M.  LEE  GUNTER 
7887  Katy  Freeway,  Suite  255,  Houston  77024 
(713)  682-8024 

San  Antonio  Office 
MICHAEL  C.  ROLLANS 

Suite  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 
(512)  344-5901 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 
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U KNOW  IT  S REALLY 
X1ETY  SYMPTOMS 

is  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


BHMK 


ROCHE 
S X 

Please  see  summary  of  product  information  on  the  following  page. 


VALIUM® (diazepam /Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mai  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d,  to  q.i.d  ; alcoholism,  10  mg  t.i.d,  or  q i d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders.  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients . 2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children  1 to  2'/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

‘/Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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With  the  GSRTEMP2, 
our  patients  teach  themselves 


relax. 


Now  there’s  a new  way  to  man- 
age stress-related  symptoms  and  condi- 
tions. The  GSR  2 biofeedback  system,  a 
relaxation  program  that  lets  your  patients 
teach  themselves  to  control  stress. 

Extensive  clinical  document- 
ation confirms  the  value  of  biofeedback 
therapy  in  stress  management.  The 
GSR  2 is  unique.  It’s  hand-held,  battery- 
operated,  and  totally  self-contained, 
so  your  patients  can  use  it  anywhere, 
anytime. 

The  idea  behind  the  GSR  2 

is  simple.  Changes  in  skin  resistance, 
indicating  alterations  in  sympathetic 
nervous  system  activity,  are  monitored 
through  built-in  sensors  and  translated 
into  an  audible  tone.  Provided  with  a 
constant  read-out  of  changing  stress 
levels,  your  patient  learns  through  prac- 
tice to  develop  the  strategies  necessary 
to  lower  the  tone  and  thereby  relax. 


These  relaxation  skills  can  then  be 
utilized  to  handle  daily  stress. 

The  GSR  2 is  used  worldwide 
in  thousands  of  hospitals  and  clinics,  both 
on  its  own  and  as  an  adjunct  to  conven- 
tional therapy,  in  the  control  of  stress- 
related  symptoms  and  conditions. 

The  GSR  2 biofeedback  relaxation 
system  includes  a monitor,  30-minute 
learning  system  on  tape  cassette  or  record, 
instruction  booklet,  and  earphone  for 
private  listening. 

GSR/TEMP  2 

Stress  also  causes  peripheral  vas- 
culature constriction  resulting  in  tem- 
perature changes.  These  are  registered 
by  the  TEMP  2 through  a thermistor 
probe  placed  on  a finger,  and  indicated 
to  a resolution  greater  than  ,1°F  (.05°C) 
either  visually  on  a meter  or  audibly 
through  the  GSR  2. 

Intended  both  for  clinical  and  home 
use,  the  GSR  /TEMP  2 includes  the  GSR 
2 system  plus  thermistor,  read-out  meter 
for  both  skin  resistance  and  temperature, 
gasteiy,  remote  monitoring  electrodes, 
ssSfiMIt  and  carrying  case. 


Naturally. 


What  Doctors  Say: 

* Our  GSR  / TEMP  2 is  working  very 
well  in  teaching  relaxation . . . and  is 
used  to  show  patients  that  their 
thoughts  and  feelings  have  physi- 
ological consequences.  * 

MichaelS.  Gaylor,  M.D.,  Director, 

Behavioral  Medicine  Unit,  Dartmouth  Medical  School. 

* I am  very  impressed  with  the  re- 
sults achieved  with  the  GSR  2. * 

Arthur  D.  Hardy,  M.D.,  Psychiatrist, 

Menlo  Park,  California. 

* Highly  impressed  by  the  simplicity 
and  functionality  of  its  design ...  an 
excellent  method  of  teaching  deep 
relaxation.  * 

W.J.  Norys,  M.D.,  Psychiatrist, 

Calgary,  Alberta. 

* It  fits  well  with  my  treatment 
plans  for  my  patients  suffering  from 
debilitating  anxiety,  depression, 
headaches  (both  migraine  and  ten- 
sion), various  phobias,  and  other 
psychophysiological  maladies.  * 

Maurice  M.  Small,  Ph.D.,  Psychologist, 

Concord,  New  Hampshire. 

* Many  clients  who  offered  initial 
resistance  to  learning  and  practic- 
ing relaxation  at  home  have  suc- 
ceeded with  the  GSR  2.  * 

John  C.  Wright,  Ph.D.,  Associate  Professor  of  Psychology, 
University  of  Montreal. 

Mail  to:  Thought  Technology  Ltd.,  2180  Belgrave  Ave., 
Suite  44,  Montreal,  Quebec,  Canada  H4A  2L8 
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15  Day  Free  Examination 

I may  return  any  of  the  equipment  within  15  days  for  a 
complete  refund.  Full  one  year  guarantee. 

All  prices  quoted  are  in  U.S.  funds. 

Please  send  me GSR  2 kits  at  $49.95  each 

(plus  $2.95  shipping  and  handling). 

I prefer Cassette LP  record 

Optional  equipment: 

Thermistor  $17.95  Meter  $16.95 

Carrying  case  $12.95 Electrodes  $12.95 

(Add  $1.00  per  item  for  shipping  and  handling). 

Please  send  me GSR/TEMP  2 complete  systems  at 

$99.95  each  (plus  $4.95  shipping  and  handling). 

Quebec  residents  add  8%  sales  tax.  Postage  and  handling 
outside  North  America.  GSR  2 — $6.00; 

GSR/TEMP  2-$12.00 

All  U.S.  orders  sent  from  our  N.Y.  warehouse  via  U.P.S. 
1 am  interested  in  quantity  prices. 

NAME 

ADDRESS 

APT 

CITY 


STATE 


ZIP 


Method  of  payment: 

Credit  Card  No 

SIGNATURE 


.Check Money  Order. 

.Master  Charge Visa 

Expiry  Date_ 


.Am.  Ex. 


An  interview  with  Rep  Bill  Messer 


Many  say  that  Bill  Messer,  a conservative  Democrat  from 
Belton,  at  age  30  is  one  of  the  most  able  young  legislators  to 
come  along  in  years.  Texas  Monthly,  in  its  July  article  on  the 
“10  Best’’  legislators  noted  that  in  just  two  terms  he  is  “far 
ahead  of  his  sophomore  classmates  in  influence,  achieve- 
ment and  intuitive  understanding  of  the  subtle  tides  and 
rhythms  of  the  House.’’ 

Representative  Messer  is  one  of  two  House  sponsors 
of  the  Medical  Practice  Act.  He  and  Rep  Lynn  Nabers  of 
Brownwood  guided  the  legislation  which  re-created  the 
Texas  State  Board  of  Medical  Examiners  through  the  regular 
and  special  sessions  of  the  67th  Legislature.  Messer  held 
strong  against  pressures  placed  upon  him  in  the  House 
when  he  was  confronted  with  the  issues  of  hospital  priv- 
ileges for  osteopaths  and  permitting  optometrists  to  use 
diagnostic  drops. 

In  the  following  interview,  Messer  discusses  his  views  on 
how  medicine  and  politics  will  interact  in  the  future  and  of- 
fers some  advice  on  how  physicians  can  be  more  effective 
in  the  Legislature. 


Texas  Medicine:  You  were  placed  on  the  firing  line  in  the 
House  of  Representatives  in  sponsoring  the  Medical  Practice 
Act.  As  one  who  has  defended  medicine  against  those  who 
are  constantly  challenging  it,  do  you  see  medicine  in  a state 
of  flux?  What  issues  do  you  see  from  the  political  viewpoint 
that  will  challenge  medicine  in  the  future? 


Reo  Bill  Messer 


Rep  Messer:  For  the  short  term,  I don’t  think  medicine  will 
face  any  major  problems — at  least,  nothing  like  it  has  faced 
during  the  last  couple  of  years  (referring  to  medical  malprac- 
tice and  Sunset.)  For  the  short  term,  medicine  won’t  have  as 
high  a profile  before  the  Legislature. 

However,  for  the  long  term,  I think  the  medical  community 
is  already  moving  in  the  right  direction  by  taking  action  on  the 
consumers’  interest  in  the  professions.  The  Board  of  Medi- 
cal Examiners  (BME)  has  been  documenting  consumer  com- 
plaints, and  has  been  responsive  to  these  complaints.  Per- 
haps in  the  near  future,  frivolous  law  suits  will  be  the  biggest 
problem.  However,  this  is  one  area  where  medicine  is  not 
alone.  All  professions  are  facing  the  increase  in  frivolous 
suits.  This  may  be  our  next  social  issue. 

Texas  Medicine:  In  just  a brief  amount  of  time,  you  have 
become  part  of  the  inner  circle  of  politics.  Could  you  briefly 
recount  your  beginnings  in  politics?  How  does  your  philoso- 
phy of  politics  differ  from  following  the  “party  line”? 

Rep  Messer:  My  father  died  in  an  accident  when  I was 
three.  My  grandfather,  a district  county  judge,  was  very  close 
and  took  on  the  father  role.  We  hunted,  fished,  and  farmed 
together.  At  an  early  age,  I learned  his  passion  for  politics  on 
a local  and  county  level.  From  the  age  of  nine,  I followed 
politics  the  way  other  boys  my  age  followed  baseball  and 
football. 

My  philosophy  of  government  brought  politics  into  focus. 

In  Congress,  the  structure  is  along  party  lines  and  seniority. 
However,  the  Texas  House  is  organized  along  philosophical 
lines.  The  ruling  coalition  elects  the  speaker.  While  we  have 
conservatives,  liberals,  and  those  in  the  middle,  we  had  a 
conservative  speaxer  because  the  conservative  Democrats 
and  conservative  Republicans  joined  together.  A great  deal 
of  power  goes  to  the  speaker. 

I ran  as  a Democrat  and  can  be  as  partisan  as  I want  to 
be  in  the  campaign.  Once  elected,  however,  I feel  my  respon- 
sibility is  to  the  1 4Vz  million  Texans  I represent.  For  instance, 
in  the  redistricting  process,  I tried  to  be  fair  to  minorities  and 
others.  I felt  the  redistricting  map  should  reflect  the  makeup 
of  the  electorate.  This  is  my  highest  priority.  But  we  can  use 
the  party  system  as  a structure  in  getting  elected.  I think  for 
the  most  part,  people  are  ticket  splitters,  and  that’s  good. 
That’s  the  way  it  should  be. 

Texas  Medicine:  The  Texas  Medical  Association  was  sym- 
pathetic to  the  pressures  placed  on  you  during  the  legislative 
session,  especially  in  the  special  conference  committee. 
What  was  going  on  in  your  mind  when  negotiations  broke 
down?  Did  you  think  the  speaker  would  kill  SB  31 5? 

Rep  Messer:  I did  not  think  he  would  kill  the  bill.  I knew  we 
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were  caught  in  a position  of  not  getting  a bill  out,  however,  my 
feeling  was  that  having  no  bill  was  better  than  having  a bad 
bill.  The  TMA  representatives  were  in  agreement  with  me.  It 
would  have  been  hard  for  anyone  to  take  the  blame  for  no 
'reenactment  of  the  Board  of  Medical  Examiners,  so  we  knew 
( that  ultimately,  we  would  get  a bill  out.  And,  no  one  wanted 
the  blame  for  causing  a special  session. 

Personally,  I knew  that  I wouldn’t  get  crossways  with  the 
' speaker.  We  have  many  areas  of  disagreement,  however, 
personally  we  are  close  friends.  He  is  powerful,  and  redis- 
, tricting  at  that  point  had  not  been  concluded.  So  we  bent  over 
backwards  to  show  our  good  faith  in  the  negotiations  pro- 
cess. We  wanted  to  show  other  members  of  the  Special  Con- 
ference Committee  and  in  the  House  and  Senate  our  support 
for  redistricting. 

Texas  Medicine:  Could  you  give  your  impressions  as  to  how 
TMA  responded  to  the  situation  caused  by  the  Medical  Prac- 
tice Act.  What  do  you  think  physicians  need  to  know  about 
the  politics  of  that  situation,  or  generally,  when  they  go  to  the 
Legislature? 

Rep  Messer:  The  Texas  Medical  Association  did  a good  job 
in  handling  the  situation  of  the  Medical  Practice  Act.  They 
started  the  Sunset  educational  process  early  on,  worked 
throughout  the  interim.  They  had  pretty  much  covered  the 
legitimate  issues  that  should  have  come  up  before  the  Sun- 
set Commission.  The  issues  were  reduced  to  a couple  of 
choices,  and  in  time,  the  Sunset  process  ruled  to  the  advan- 
tage of  medicine. 


What  wasn’t  expected — the  issues  of  eye  drops  and  os- 
teopathic medicine — didn’t  really  have  anything  to  do  with 
the  Board  of  Medical  Examiners.  These  issues  got  away  from 
the  Sunset  intent.  In  many  ways,  Sunset  has  become  a ve- 
hicle for  amendments.  There  was  no  way  we  could  have  ex- 
pected the  speaker  to  raise  the  issue  of  eyedrops.  However, 
when  this  issue  did  come  up,  physicians  handled  it  and  re- 
acted well.  Perhaps  I should  have  perceived  earlier  how  set 
the  speaker  was  on  this  particular  issue.  His  interest  in  the 
bill  surprised  us. 

One  of  the  problems  with  the  Texas  Medical  Association 
is  its  set-up.  You  don’t  have  a small  board  of  directors.  You 
have  a House  of  Delegates  and  a Council  on  Legislation. 

This  is  a larger  group  to  work  with  compared  with  other  orga- 
nizations. However,  when  the  Association  had  to  get  mobi- 
lized, this  set-up  didn’t  work  badly. 

From  the  experience  of  the  Medical  Practice  Act  we. 
learned  much  that  can  be  applied  to  the  future.  The  main 
point  is  that  the  Association  has  to  keep  individual  doctors 
educated  on  the  issues.  This  must  be  done  on  a weekly  basis 
to  develop  expertise.  We  learned  that  if  we  were  to  counter 
the  Health  Freedom  Council,  we  would  be  more  effective 
if  physicians  appeared  before  committees  to  comment  on 
changes.  The  press  is  more  ready  to  print  a physician’s  com- 
ments as  news,  and  the  public  is  more  likely  to  accept  that 
point  of  view.  The  physicians  have  to  be  aware  of  the  issues. 

Texas  Medicine:  Throughout  the  session,  physicians  were 
accused  of  being  uncompromising.  Is  medicine  unique  in 
that,  in  a patient  situation,  there  is  often  no  room  for  compro- 


Reps  Lynn  Nabers  and  Bill  Messer  sponsored  the  Medical  Practice  Act  on  the  House  side. 
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mise?  Is  this  a buzzword?  Or  did  you  feel  medicine  was  in- 
deed being  uncompromising? 

Rep  Messer:  You  are  uncompromising  if  you  hold  a position 
simply  for  the  sake  of  holding  a position:  you  are  unprincipled 
if  you  do  not  hold  out  for  a position  you  believe  in.  It  would 
have  been  simple  arrogance  if  physicians  had  been  hard- 
edged  saying  this  is  the  only  way  it  can  be.  During  the  Medi- 
cal Practice  Act,  decisions  were  made  on  many  issues.  If 
medicine  had  compromised  itself  any  more,  it  would  have 
bent  its  principles.  However,  by  considering  what  was  best 
for  the  public,  medicine  was  able  to  determine  the  best  policy 
to  support. 

Part  of  the  problem  lies  in  that  legislators  have  so  many 
issues  to  address  during  the  regular  session.  In  the  special 
session,  you  could  see  the  issues  better.  We  had  fewer  prob- 
lems with  press  coverage.  The  legislators  could  see  that  phy- 
sicians had  good  reasons  not  to  compromise.  Their  interest 
was  in  the  good  health  of  their  patients. 

Texas  Medicine:  Do  you  feel  there  should  be  any  differen- 
tiation among  health  providers,  or  should  it  be  left  up  to  the 
public  to  investigate  to  whom  they  go  for  medical  care? 

Rep  Messer:  With  health  care  delivery  changing  so  quickly,  I 
don’t  think  it  is  realistic  for  a patient  to  shop  around  for  medi- 
cal services  as  he  would  for  commodities.  I feel  it  is  a legi- 
timate government  function  to  say  who  is  competent  to  prac- 
tice. The  public  expects  someone  who  calls  himself  or  herself 
a doctor,  to  be  able  to  provide  certain  things.  We  need  some 
standards  for  these  professionals. 

The  standing  order  issue  is  a good  example.  It  is  best  that 
the  law  not  be  spelled  out  to  say  what  a physician  can  and 
cannot  delegate.  The  general  guidelines  are  good.  Let  the 
individual  physician  decide  what  he  or  she  can  entrust  to  oth- 
ers. This  will  exercise  the  full  capability  of  each  individual.  We 
don't  want  to  compartmentalize  too  much.  Nor  do  we  want  to 
go  over  to  the  Health  Freedom  Council  point  of  view  and  li- 
cense those  who  choose  to  become  licensed,  and  allow  any- 
one else  to  practice  at  the  public's  risk.  We  shouldn’t  go  back 
to  that  kind  of  medicine.  If  we  are  going  to  say  that  a phy- 
sician is  able  to  diagnose  and  treat,  he  or  she  must  have 
proven  skills  and  competency.  The  public  should  be  able  to 
expect  that  much. 

Mary  Lange 

Assistant  Editor,  Texas  Medicine 


* Editor’s  note:  During  the  closing  hours  of  the  67th  regular  session,  legislators 
in  both  Houses  were  trying  to  negotiate  acceptable  positions  on  numerous  bills 
before  the  clock  struck  twelve  midnight.  As  it  turned  out,  the  redistricting  issue 
also  was  taken  up  later  during  the  Special  Session. 
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DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  "yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  01 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  MD,  Houston,  Chairman 
(713)  461-2646 

David  C.  Eiland,  Jr.,  MD,  Galveston 
(713)  765-4776 

Michael  J.  Healy,  MD,  Dallas 
(214)  661-7653 

Lowell  J.  Kepp,  Jr.,  MD,  Corpus  Christi 
(512)854-2651 

Kenneth  L.  Orten,  MD,  Tyler 
(214)597-3541 

George  Schlagenhauf,  MD,  San  Antonio 
(512)  696-4667 

Sandra  Steinbach,  MD,  Dallas 
(214)  363-8445 

Richard  L.  Weddige,  MD,  Lubbock 
(806)  743-2804 

Mrs.  Horace  Trippet,  Auxiliary  Representative 
(817)  752-9494 

Philip  McElvaine,  MD,  Resident  Representative 
(915)533-0280 

Ed  Siedel,  Student  Representative 
(713)  524-4502 


TEXAS  MEDICINE 


Warning:  A Malpractice  Suit  May 
Be  Dangerous  To  Your  Reputation. 


When  that  non-meritorious  claim 
happens  to  you,  will  your  insurance 
company  act  to  save  your  reputation  or 
to  save  expense  money  for  the 
company? 

If  you’re  an  owner/insured  of  API  — the 
doctor’s  company  — you’ll  have  TOTAL 
SUPPORT  No  other  company  in  Texas 
or  Arkansas  has  a better  record  for 
preserving  its  members’  practice  and 
reputation.  API’s  claim  staff  and 
attorneys  are  specialists  at  defending 
doctor’s  malpractice  claims  — attested 
to  by  our  record  of  favorable  judgements 
in  every  one  of  our  court  cases. 


Call  or  write  now.  Get  the  API  support 
team  on  your  side. 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 

A MEMBER  OF  THE  API  GROUP 

4099  McEWEN  ROAD,  SUITE  200  • DAI  LAS,  TEXAS  75234  • (214)  386-6400 
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New  from  Janssen  Pharmaceutica: 
Introducing  a promising  new  approach 
to  coccidioidomycosis  therapy 


TM 

TABLETS 


the  first  and  only  orally  effective. 
broad-spectrum  antifungal  agent. 

NIZORAL  (ketoconazole)  is  clinically  effective  against  the  major  yeast 
and  fungal  pathogens.  For  C.  immitis,  the  average  MIC  is  less  than 
1 ng/m\.  Absorption  of  ketoconazole  is  rapid;  mean  peak  plasma 
levels  of  approximately  3.5 jug/ ml  are  reached  within  1-2  hours 
following  a single  200  mg  tablet.  Development  of  resistance  to 
NIZORAL  has  not  yet  been  reported. 


“...a  promising  new  drug  for 
treatment  of  coccidioidomycosis.”1 

Clinical  studies  employing  200  to  400  mg  NIZORAL  per  day  have 
shown  a combined  response  rate*  of  35%  after  26  (median)  weeks  of 
therapy;  (at  this  point,  however,  69%  of  patients  were  still  being 
treated).  Most  patients  were  severe  and  chronic  cases,  either  failures 
on  or  intolerant  to  amphotericin  BJ  (Recommended  minimum 
treatment  is  180  days.) 


. .can  be  safely  administered 
for  prolonged  periods...”3 

Freedom  from  long-term  toxicity  permits  use  of  extended  therapeutic 
courses  of  NIZORAL,  when  indicated,  and  provides  an  extra  margin 
of  safety  in  presumptive  antifungal  therapy.  Long-term  administration 
has  revealed  no  organ  toxicity  and  no  consistent  changes  in 
important  hematological  or  biochemical  values.  Infrequent,  transient 
increases  in  serum  liver  enzymes  have  been  seen.  Adverse  reactions 
were  generally  minor  and  only  rarely  required  withdrawal  of  therapy. 


Top:  Cutaneous  lesion,  disseminated 
coccidioidomycosis,  before  therapy. 

Bottom:  Lesion  markedly  resolved  after  oral 
NIZORAL  therapy;  photographed  at  18  monl 


once-a-day  oral  regimen 
fosters  compliance... facilitates  use 
both  in  and  out  of  the  hospital. 


Includes  cases  in  remission  or  markedly  improved  (no  evidence  of  active  disease);  both  mycological  and 
clinical  criteria  were  considered  in  measuring  overall  response. 

For  further  informatio  1 on  NIZORAL  write:  Professional  Services, 

Janssen  Pharmaceutica  Inc.,  501  George  St.,  New  Brunswick,  N.J.  08903. 

See  the  facing  page  for  Complete  Prescribing  Information. 


© Janssen  Pharmaceutica  Inc.  1981 


JANSSEN 


PHARMACEUTICA 


JPI-209 


MEW  orally  effective 

NIZOR4* 

ketoconazole 


TABLETS 


One  tablet  a day  provides 
broad-spectrum  antimycotic  efficacy 


DESCRIPTION 

\IIZORAL"  (ketoconazole)  is  a synthetic  broad-spectrum  antifungal  agent 
ivailable  in  scored  white  tablets,  each  containing  200  mg  ketoconazole, 
Cetoconazole  is  c/s- 1 -acetyl-4-[4-[[2-(2,4-dichlorophenyl)-2-(  1 H-  imidazol-1  - 
'lmethyl)-1,3-dioxolan-4-yl]methoxy]phenyl]piperazine  and  has  the  following 
structural  formula 


NIZORAL”  is  a white  to  slightly  beige,  odorless  powder,  soluble  in  acids,  with  a 
nolecular  weight  of  531  44. 

CLINICAL  PHARMACOLOGY 

vlean  peak  plasma  levels  of  approximately  3 5 ug  ' ml  are  reached  within  1 to  2 
lours,  following  oral  administration  of  a single  200  mg  dose  taken  with  a meal. 
Subsequent  plasma  elimination  is  biphasic  with  a half-life  of  2 hours  during  the 
irst  10  hours  and  8 hours  thereafter.  Following  absorption  from  the  gastroin- 
estmal  tract.  NIZORAL’"  is  converted  into  several  inactive  metabolites  The 
napr  identified  metabolic  pathways  are  oxidation  and  degradation  of  the 
midazole  and  piperazine  rings,  oxidative  O-dealkylation  and  aromatic 
nydroxylation.  About  13%  of  the  dose  is  excreted  in  the  urine,  of  which  2 to  4% 
s unchanged  drug.  The  major  route  of  excretion  is  through  the  bile  into  the 
ntestinal  tract.  In  vitro,  the  plasma  protein  binding  is  about  99%,  mainly  to  the 
albumin  fraction.  Only  a negligible  proportion  of  NIZORAL’"  reaches  the 
/erebral  spinal  fluid.  NIZORAL’"  is  a weak  dibasic  agent  and  thus  requires 
acidity  for  dissolution  and  absorption. 

NIZORAL’"  is  active  against  clinical  infections  with  Candida  spp.,  Coccid- 
ioides  immitis.  Histoplasma  capsuiatum,  Paracoccidioides  brasiliensis.  and 
Phialophora  spp  Development  of  resistance  to  NIZORAL’"  has  not  yet  been 
reported. 

The  following  preclinical  data  are  available,  however,  their  clinical  significance 
is  unknown.  NIZORAL’"  is  active  in  vitro  against  dermatophytes,  dimorphic 
fungi,  eumycetes,  yeasts,  actinomycetes,  phycomycetes  and  various  other 
fungi  In  animal  models,  activity  has  been  demonstrated  against  Candida  spp  , 
dermatophytes  (Trichophyton  spp  . Microsporum  spp.  Epidermophyton  floc- 
cosum).  Blastomyces  dermatitidis,  Histoplasma  capsuiatum,  Malassezia 
lurtur,  Coccidioides  immitis.  and  Cryptococcus  neoformans. 

Mode  of  Action:  In  vitro  studies  suggest  that  NIZORAL’”  impairs  the  synthesis 
of  ergosterol,  which  is  a vital  component  of  fungal  cell  membranes.  Tests  in 
animals  suggest  this  mechanism  is  not  important  in  mammalian  cells 
INDICATIONS  AND  USAGE 

NIZORAL’"  is  indicated  for  the  treatment  of  the  following  fungal  infections: 
candidiasis,  chronic  mucocutaneous  candidiasis,  oral  thrush,  candiduria, 
coccidioidomycosis,  histoplasmosis,  chromomycosis,  and  paracoccidioido- 
mycosis NIZORAL’’  should  not  be  used  for  fungal  meningitis  because  it 
penetrates  poorly  into  the  cerebral-spinal  fluid 

For  the  initial  diagnosis,  the  infective  organism  should  be  identified;  however, 
therapy  may  be  initiated  prior  to  obtaining  laboratory  results. 

CONTRAINDICATIONS 

NIZORAL”  is  contraindicated  in  patients  who  have  shown  hypersensitivity  to 
the  drug. 

WARNINGS 

In  female  rats  treated  three  to  six  months  with  ketoconazole  at  dose  levels  of 
80  mg  / kg  and  higher,  increased  fragility  of  long  bones,  in  some  cases  leading 
to  fracture,  was  seen.  The  maximum  "no-effect"  dose  level  in  these  studies 
was  20  mg/kg  (2.5  times  the  maximum  recommended  human  dose).  The 
mechanism  responsible  for  this  phenomenon  is  obscure.  Limited  studies  in 
dogs  failed  to  demonstrate  such  an  effect  on  the  metacarpals  and  ribs 
PRECAUTIONS 

General:  In  four  subjects  with  drug-induced  achlorhydria,  a marked  reduction 
in  NIZORAL”  absorption  was  observed.  NIZORAL”  requires  acidity  for 
dissolution.  If  concomitant  antacids,  anticholinergics,  and  FI2-blockers  are 
needed,  they  should  be  given  at  least  two  hours  after  NIZORAL”  administra- 
tion In  cases  of  achlorhydria,  the  patients  should  be  instructed  to  dissolve 
each  tablet  in  4 ml  aqueous  solution  of  0.2  N HCI.  For  ingesting  the  resulting 
mixture,  they  should  use  a glass  or  plastic  straw  so  as  to  avoid  contact  with  the 
teeth.  This  administration  should  be  .followed  with  a cup  of  tap  water 
Drug  Interactions:  There  is  no  evidence  for  clinically  significant  interaction 
with  oral  anticoagulant  or  oral  hypoglycemic  agents. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  The  dominant 
lethal  mutation  test  in  male  and  female  mice  revealed  that  single  oral  doses  of 
NIZORAL"  as  high  as  80  mg  kg  produced  no  mutation  in  any  stage  of  germ 
cell  development  The  Ames’  Salmonella  microsomal  activator  assay  was  also 
negative. 


Pregnancy:  Teratogenic  effects:  Pregnancy  Category  C NIZORAL”  has 
been  shown  to  be  teratogenic  (syndactylia  and  oligodactylia)  in  the  rat  when 
given  in  the  diet  at  80  mg/kg/day,  (10  times  the  maximum  recommended 
human  dose).  However,  these  effects  may  be  related  to  maternal  toxicity, 
evidence  of  which  also  was  seen  at  this  and  higher  dose  levels. 
Nonteratogemc  effects:  NIZORAL”  has  also  been  found  to  be  embryotoxic  in 
the  rat  when  given  in  the  diet  at  doses  higher  than  80  mg/kg  during  the  first 
trimester  of  gestation. 

In  addition,  dystocia  (difficult  labor)  was  noted  in  rats  administered  NIZORAL™ 
during  the  third  trimester  of  gestation.  This  occurred  when  NIZORAL"  was 
administered  at  doses  higher  than  10  mg/kg  (higher  than  1.25  times  the 
maximum  human  dose). 

It  is  likely  that  both  the  malformations  and  the  embryotoxicity  resulting  from 
the  administration  of  NIZORAL”  during  gestation  are  a reflection  of  the 
particular  sensitivity  of  the  female  rat  to  this  drug.  For  example,  theoral  LDsoOf 
NIZORAL”  given  by  gavage  to  the  female  rat  is  166  mg/kg.  whereas  in  the 
male  rat  the  oral  LD50  is  287  mg/kg. 

Nursing  IVfothers:  Since  NIZORAL”  is  probably  excreted  in  the  milk,  mothers 
who  are  under  NIZORAL”  treatment  should  not  breast-feed  the  child. 
Pediatric  Use:  Safety  in  children  under  two  years  of  age  has  been  docu- 
mented in  a limited  number  of  cases. 

ADVERSE  REACTIONS 

NIZORAL”  is  usually  well  tolerated  Most  adverse  reactions  reported  have 
been  mild  and  transient  and  have  only  rarely  required  withdrawal  of  therapy. 
The  most  frequent  adverse  reactions  were  nausea  and/or  vomiting,  which 
occurred  in  approximately  3%  of  patients.  Abdominal  pain  was  reported  in 
approximately  1.2%  of  patients:  pruritus  in  approximately  1.5%  of  patients. 
The  following  have  been  reported  in  less  than  1%  of  patients  headache, 
dizziness,  somnolence,  fever  and  chills,  photophobia,  and  diarrhea.  Infre- 
quent, transient  increases  in  serum  liver  enzymes  have  been  seen. 
OVERDOSAGE 

In  the  event  of  accidental  overdosage,  supportive  measures,  including  gastric 
lavage  with  sodium  bicarbonate,  should  be  employed. 

DOSAGE  AND  ADMINISTRATION 

Adults:  The  recommended  starting  dose  of  NIZORAL”  is  a single  daily 
administration  of  200  mg  (one  tablet).  In  very  serious  infections  or  if  clinical 
responsiveness  is  insufficient  within  the  expected  time,  the  dose  of  NIZORAL” 
may  be  increased  to  400  mg  (two  tablets)  once  daily. 

Children: 

Children  weighing  20  kg  or  less: 50  mg  (14  tablet)  once  daily 

Children  weighing  20-40  kg:  1 00  mg  ('/>  tablet)  once  daily 

Children  weighing  over  40  kg: 200  mg  (1  tablet)  once  daily 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  tests 
indicate  that  active  fungal  infection  has  subsided  Inadequate  periods  of 
treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinical 
symptoms  Minimum  treatment  for  candidiasis  is  one  or  two  weeks.  Patients 
with  chronic  mucocutaneous  candidiasis  usually  require  maintenance  ther- 
apy. Minimum  treatment  for  the  other  indicated  systemic  mycoses  is  six 
months 

HOW  SUPPLIED 

NIZORAL”  is  available  as  white,  scored  tablets  containing  200  mg  of 
ketoconazole  debossed  "JANSSEN  " They  are  supplied  in  bottles  oT  60 
tablets. 

U S.  Patent  Pending  May  1981 

NDC  50458-220-06  (60  tablets) 


Manufactured  by:  For: 

Janssen  Pharmaceutica  n.v.  Janssen  Pharmaceutica  Inc. 

B-2340  Beerse,  Belgium  New  Brunswick,  New  Jersey  08903  USA 
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pulmonary  coccidioidomycosis  with  ketoconazole.  Reviews  of  Infectious 
Diseases  2 (4):  656-660,  1980.  2.  Data  on  file,  Janssen  Pharmaceutica.  3. 
Graybill  JR.  Lundberg  D,  Donovan  W,  et  al:  Treatment  of  coccidioidomycosis 
with  ketoconazole:  Clinical  and  laboratory  studies  of  18  patients.  Reviews  of 
Infectious  Diseases  2 (4):  661-673, 1980. 
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Comprehensive  financial  planning  most  usually  includes  leasing  (instead  of  buying)  your  automobile,  laboratory,  clinic  & 
office  equipment  as  well  as  a professionally  organized  Cash  flow,  Risk  management.  Tax  reduction,  Estate  & Investment 
planning  program. 

Many  years  experience  funding  leases  for  Doctors  reflects  repayment  liabilities  limited  to  minimum  exposure,  therefore 
eliminating  the  need  for  normal  reserve  accounts  for  losses  and  high  lease  fees;  in  fact,  lease  funding  through  American 
Medi-Lease  requires  No  Down-Payment  and  monthly  repayment  is  approximately  30  percent  less  than  time-credit  install- 
ments, offering  Both  the  lowest  investment  cost  and  lowest  monthly  expense.  We  will  assist  you  in  authoritatively  con- 
structing the  best  possible  lease  for  you  individually,  keeping  consistent  with  a residual  that  would  provide  for  "turn-over" 
every  two  or  three  years  if  desirable. 


American  "Medi-Lease"  Automobile  Plan  - 

LEASE:  Lease  to  you  individually  or  to  your  corporation,  not  requiring  any  (up  front)  monies  or  security  deposits. 

TAXES:  All  taxes  and  registration  charges  may  be  included  in  the  monthly  rental,  thereby  eliminating  any  out-of-pocket 
costs. 

TERMS:  24,  36,  48,  and  60  months  terms  on  applicable  imports  and  domestics.  (Example:  Mercedes,  Porsche,  Datsun 

280  ZX,  Audi,  Rolls  Royce,  Volvo,  Large  domestics,  4-wheel  drive  vehicles,  Vans,  and  Motor  Homes.) 

INVESTMENT  TAX  CREDIT:  Investment  Tax  Credit  may  be  passed  to  each  lessee  through  "American  'Medi-Lease'  Plan". 

ACCOUNTING:  All  lease  payments  due  on  either  the  1st.  or  1 5th.  of  the  month  eliminating  calendar  referral  for  disburse- 
ment of  funds,  and  documentation  furnished  for  passing  the  Investment  Tax  Credit  to  the  Leasee. 

INSURANCE:  Any  corporate  or  individual  family  policy  is  acceptable  and  we  will  provide  current  recommended  companies 
for  possible  cost  savings. 

SERVICE  Situations  pertaining  to  service  adjustments  not  covered  by  written  terms  of  warranties  may  be  handled  in  part 
by  making  a request  to  American  "Medi-Lease"  as  we  assure  leasees  have  the  most  convenient  and  best  service  affordable. 


TURN-OVER  All  lease  terms  are  authoritatively  constructed  to  provide  for  "turn  over"  to  another  new  vehicle  approxi- 
mately every  two  years  without  additional  investment. 

MANAGEMENT  SERVICE:  Available  authorized  tax  information  and  financial  planning  through  American  Medi-Group 
Management. 


EXAMPLE  LEASE  RATES 

Based  on  current  1982  prices  and  availability.  Most  are  luxury  equipped  to  include  AM-FM  stereo  radios, 

air  conditioning  and  power  assets. 


Volkswagen,  Rabbit 

Honda  Accord  4 dr. 

Toyota,  Celica  GT  Cpe. 

Cutlass/Regal 

Riviera 

BMW-320i 


189.00  per  month 

221.00  per  month 

218.00  per  month 

235.00  per  month 

380.00  per  month 

350.00  per  month 


Datsun  280-ZX 
Audi,  5000s 
Porsche,  924 
Mercedes,  240  Diesel 
Cadillac  Eldorado 
Mercedes,  380  SL 


350.00  per  month 

396.00  per  month 

485.00  per  month 

460.00  per  month 

490.00  per  month 

835.00  per  month 


RATES  FOR  ALL  MAKES  AND  MODELS  ON  REQUEST 


We  lease  any  make  Car,  or  Recreational  Vehicle,  both  import  and  domestic,  hassle  free,  you  tell  us  what  you  want  (make, 
model,  color  and  equipment)  and  we'll  find  and  del iver  it  to  you,  at  your  office  or  ours,  or  to  your  residence  at  your  request. 


Southwest  Region 
1-800-292-7703 


eyyirxbn. 


Home  Office 

6950  N.  Central  Expressway 
Dallas,  Texas  75206 
(214)  750-5700 
Toll  Free  1-800-442-6005 

Delivery  Anywhere  In  Texas 


Southeast  Region 
1-800-442-6067 
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WHAT  IS  FINANCIAL  MANAGEMENT  ? 

Reaching  your  practice  and  financial  goals  requires  a systematic  approach  that  coordinates  each  aspect  of  manage- 
ment and  financial  techniques  into  a total  plan  of  action.  Goal  oriented  planning  is  American  "Medi-Group"  Management's 
response  to  your  need  for  a comprehensive  planning  process.  Financial  Management  is  an  intelligent  course  of  action  for  the 
physician  who  recognizes  that  he  and  his  family  are  at  least  as  important  as  his  practice. 

There  are  two  basic  underlying  principles  of  sound  financial  planning: 

• • Creating  new  capital. 

• • Developing  and  preserving  existing  capital. 

Because  of  the  simplicity  of  these  principles,  it  is  sometimes  assumed  that  money  management  itself  is  simple.  This 
is  not  true.  There  are  too  many  considerations  to  permit  an  over-simplified  approach. 

The  complexities  of  financial  management  are: 

• Risk  of  practice  reverses. 

• Funding  of  business  agreements. 

• Retirement  plan  design  and  administration. 

• Cash  flow  management. 

• Risk  management. 

• Income  tax  reduction. 

• Estate  planning. 

• Investment  planning. 

The  key  to  successful  financial  management  is  the  balance  of  risk  and  reward.  In  1748,  Benjamin  Franklin  wrote, 
"Money  is  of  a prolific  generating  nature.  Money  can  beget  money,  and  its  off-spring  can  beget  more." 

Each  of  the  components  of  financial  management  should  be  carefully  reviewed  and  a timetable  for  action  developed. 
A financial  plan  has  no  value  unless  it  is  implemented.  Financial  management  at  Americen  Medi-Group  Management  is  com- 
prehensive and  objective.  We  derive  no  commission  income,  but  are  compensated  on  a fee  only  basis.  Each  plan  written  by 
our  staff  of  practice  consultants,  financial  planners,  Certified  Public  Accountants  and  Attorneys  is  custom  designed  for  the 
client's  unique  set  of  circumstances. 

For  information  on  Practice  and  Personal  Financial  Management,  call  for  a no  obligation  conference. 
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Jerry  M.  Lewis,  MD,  Psychiatrist  in  Chief,  Timberlawn  Psychiatric  Hospital,  PO 
Box  11288,  Dallas,  TX  75223 


The  depressed 
adolescent  and  the 
family 

Unless  they  make  specific  inquiries,  physicians  may  fail 
to  detect  significant  depression  in  children  and  adoles- 
cents who  present  with  a wide  variety  of  complaints. 
When  depression  is  discovered  in  children  and  adoles- 
cents, its  management  can  be  enhanced  by  the  physi- 
cians’ knowledge  of  the  patient’s  family.  Increased 
sensitivity  to  depressive  disorders  and  awareness  of  the 
family’s  role  in  the  patient’s  depression  may  enable  the 
physician  to  prevent  a suicide. 


A 1 3-year-old  girl  was  brought  to  her  pediatrician  by  her 
mother  who  reported  concern  about  the  child's  irritability, 
temper  outbursts,  and  withdrawal  from  friends.  The  girl's 
school  performance  had  declined  recently,  and  her  study 
habits  had  deteriorated. 

A 1 5-year-old  boy  was  accompanied  by  both  parents  when 
seen  by  the  family  physician.  He  had  become  truant,  in- 
creasingly impulsive,  and  aggressive.  The  parents  man- 
ifested marital  conflict  by  frequent  sarcastic  interruptions  of 
each  other  and  by  marked  disagreement  in  their  observa- 
tions of  the  son’s  behavior. 

A woman  reported  that  her  1 7-year-old  daughter  seemed 
sad  since  her  boyfriend  had  left  for  college.  She  had  lost  her 
appetite,  was  having  difficulty  sleeping,  and  had  lost  interest 
in  school  and  extracurricular  activities.  The  interview  with  the 
girl  revealed  her  to  be  underproductive.  Responding  to 
focused  questioning,  she  acknowledged  a preoccupation 
with  death. 

An  1 8-year-old  boy  was  brought  to  the  family  physician  be- 
cause of  increasing  fatigue  of  several  months’  duration.  He 
denied  other  symptoms,  complaining  only  of  “being  tired”  all 
the  time.  As  a consequence  of  the  fatigue,  he  resigned  from 
his  high  school  soccer  team  and  spent  much  of  his  time 
resting  alone  in  his  room. 

Each  of  these  clinical  vignettes  contains  sufficient  clues  to 
alert  the  physician  to  the  possibility  of  an  underlying  depres- 

Presented  at  the  meeting  of  the  American  Academy  of  Pediatrics,  Section  on 
Adolescent  Health,  Detroit,  Mich,  Oct  27,  1980. 
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sive  disorder.  In  such  instances,  the  physician  should  inter- 
view the  patient  to  determine  if  a depressive  disorder  exists, 
and  if  such  a disorder  is  found,  the  physician  should  ask  spe- 
cific questions  to  assess  the  patient’s  suicidal  potential. 

Depression  in  adolescents 

Although  systematically  collected  longitudinal  data  on  non- 
clinical  groups  of  adolescents  at  various  stages  of  develop- 
ment are  not  available,  several  factors  suggest  that 
depressive  disorders  are  more  common  among  adolescents 
than  previously  thought.  The  few  studies  of  such  groups  of 
adolescents  suggest  that,  although  adolescent  turmoil  does 
not  appear  to  be  a normative  experience,  many  adolescents 
report  brief  and  usually  reactive  mood  disturbances.' 2 
Whether  there  is  a relationship  between  these  self-reports  of 
brief  mood  disturbances  and  the  propensity  for  frank  depres- 
sive disorders  is  not  known. 

The  study  of  children  and  adolescents  referred  for  psychi- 
atric care  shows,  however,  that  the  frequency  of  depressive 
disorders  is  underestimated  in  such  cases  unless  the  physi- 
cian asks  specific  questions  to  uncover  depressive  disor- 
ders.3 Depressed  children  and  adolescents  have  been 
shown  to  rate  themselves  as  depressed  when  a simple  in- 
ventory of  the  symptoms  of  depression  is  used,  but  depres- 
sive disorders  may  not  be  recognized  in  as  many  as  60%  of 
cases,  unless  the  clinician  poses  the  appropriate  questions. 

Other  evidence  concerns  recent  trends  in  suicide  rates  for 
adolescents.  Suicide  cuts  across  all  diagnostic  categories  in 
adolescent  patients  (with  some  observers  noting  the  highest 
prevalence  in  those  with  schizophrenic  disorders).  From 
1961  to  1975  the  age-adjusted  national  suicide  rate  in- 
creased 22%.  This  included  a much  higher  rate  of  increase 
(131%)  among  adolescents  (15-24  years).4  Despite  prob- 
lems of  underreporting,  adolescent  suicide  is  clearly  one  of 
the  leading  causes  of  death  for  this  age  group  and  an  urgent 
public  health  problem.  In  1 975,  for  example,  4,736  suicides 
were  reported  for  the  15-24  year  age  group.5  It  is  not  difficult 
to  imagine  the  magnitude  of  public  and  professional  re- 
sponse that  would  occur  if  all  of  those  suicides  had  been 
accomplished  in  one  city  and  on  one  day.  Undoubtedly,  there 
would  be  redoubled  efforts  to  increase  the  sensitivity  of 
physicians  to  the  presence  of  depressive  disorders  in 
adolescents. 

Another  response  would  be  to  challenge  previously  held 
assumptions,  eg,  that  classical  major  depressive  disorders 
do  not  occur  during  childhood  and  early  adolescence,  but 
emerge  only  in  late  adolescence  after  the  solidification  of  per- 
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sonality  structure.  Recent  studies  of  clinical  phenomenology 
put  that  assumption  to  rest.  Utilizing  a specific  inquiry  for  de- 
pressive symptoms  and  noting  depressive  behavior  and  irri- 
tability during  the  interview,  Carlson  and  associates  showed 
that  more  than  one-fifth  of  children  (ages  7- 17  years)  seen 
in  a psychiatric  outpatient  setting  had  a major  depressive  dis- 
order.3 In  a related  study,  40  adolescents  hospitalized  for  ma- 
jor depressive  disorders  were  studied  with  specific  interview 
schedules  for  depressive  disorder.6  The  results  demonstrate 
that  the  subtypes  of  major  depressive  disorders  seen  in 
adults  (ie,  endogenous,  retarded,  and  psychotic  depression) 
also  occur  in  adolescents. 

Another  assumption  is  that  depression  presents  itself  dur- 
ing childhood  and  adolescence  by  a wide  variety  of  nonaffec- 
tive  symptoms.  In  particular,  a variety  of  behavior  disorders, 
somatic  complaints,  and  school  problems  have  been  thought 
to  mask  the  presence  of  underlying  depression,  but  newer 
data  obtained  through  careful  attention  to  clinical  phenome- 
nology challenge  this  assumption.3  These  children  have  sev- 
eral concurrent  psychiatric  disorders,  most  often  previously 
existing  behavior  disorders.  For  clinicians  to  focus  on  the  be- 
havior disturbances  without  specifically  searching  for  evi- 
dence of  a concurrent  depression  may  result  in  overlooking 
the  presence  of  serious  depressive  disorders  in  such  pa- 
tients. The  mask,  as  pointed  out  by  Carlson  and  Cantwell, 
is  very  thin,  if  present.3 

The  message  is  clear  for  the  physician:  The  presence  of 
significant  depression  in  children  and  adolescent  patients 
may  be  seriously  underestimated  unless  specific  clinical  in- 
quiries are  focused  on  the  following  symptoms:  (1 ) sadness, 
unhappiness,  and  irritability;  (2)  low  self-esteem,  self-de- 
precation, hopelessness,  and  suicidal  ideation;  (3)  disturbed 
concentration  and  decreased  school  performance;  (4)  de- 
creased motor  activity,  social  withdrawal,  and  increased 
aggressiveness;  (5)  fatigue,  sleep  problems,  enuresis  or  en- 
copresis,  anorexia  and  weight  loss,  and  physical  complaints; 
(6)  hyperactivity,  behavior  problems,  and  anorexia  nervosa. 
Not  all  patients  with  some  of  these  symptoms  will  have  a 
depressive  disorder,  but  some  will.  Failure  to  attend  that  pos- 
sibility may  lead  to  less-than-adequate  treatment  and  an  in- 
creased likelihood  of  suicide. 

The  family  and  adolescent  depression 

The  physician’s  knowledge  of  the  adolescent  patient's  family 
may  assist  in  the  management  of  the  depressive  disorder. 
The  importance  of  such  knowledge  in  understanding  adoles- 
cent psychopathology  has  been  emphasized  by  two  related 


developments  within  psychiatry:  family  system  research  and 
family  therapy.  Family  system  research  has  documented 
that,  in  addition  to  genetic  and  developmental  variables, 
concurrent  family  transactions  often  play  a crucial  role  in 
predisposing,  precipitating,  and  sustaining  adolescent 
psychopathology. 

Families  of  adolescents  with  psychiatric  syndromes  have 
been  studied  and  contrasted  with  normal  families.  The  fam- 
ilies are  studied  by  bringing  family  members  together  and 
asking  them  to  discuss  certain  topics  or  to  solve  a verbal 
problem.  The  discussion  is  recorded,  and  their  communica- 
tion is  analyzed  by  assessing  several  variables,  including  the 
distribution  of  power  within  the  family,  the  presence  and 
quality  of  closeness  among  family  members,  the  clarity  of  the 
family  communication,  the  range  of  feelings  expressed,  the 
responsiveness  of  family  members  to  each  other’s  mes- 
sages, the  family  mood,  the  effectiveness  of  the  family’s 
problem-solving  efforts,  and  the  level  of  conflict  within  the 
family.  These  variables  allow  the  researcher  or  clinician  to 
appraise  the  level  of  family  competence.  The  major  empha- 
sis in  this  approach  is  to  promote  a family  discussion  in  which 
the  clinician  does  not  participate  but  observes  the  family  dis- 
cussion, paying  particular  attention  to  the  specific  variables 
noted. 

Our  own  research  suggests  the  clinical  advantage  of  as- 
sessing families  along  a continuum  of  competence. 8-13  At 
one  end  of  this  continuum  are  families  who  accomplish  the 
two  cardinal  tasks  of  families  with  adolescent  children:  pro- 
ducing autonomous  children  and  stabilizing  the  personalities 
of  the  parents.  These  are  called  healthy  or  well-functioning 
families.  Next  on  the  continuum  are  families  that  are  com- 
petent but  pained.  They  appear  to  produce  healthy,  auto- 
nomous children,  but  do  less  well  in  stabilizing  parental 
personalities.  Most  often  the  mother  expresses  the  pain  in 
the  system,  presenting  with  anxiety,  depression,  and  somatic 
complaints.  Clearly  dysfunctional  families  are  of  three  types, 
and  it  is  these  families  that  often  include  symptomatic  ado- 
lescents. These  families  are  commonly  seen  by  clinicians 
and  will  be  described  briefly.  The  “dominant-submissive” 
family  is  thoroughly  controlled  by  one  dominant  parent  who 
makes  every  family  decision  and  rules  the  family  with  heavy- 
handed  authoritarianism.  The  submissive  parent  either  ac- 
cepts passively  a child-like  role  or  enters  coalitions  with  one 
or  more  children  who  either  covertly  or  overtly  oppose  the 
dominant  parent.  There  is  little  closeness  in  such  families 
(save  within  the  coalitions),  and  the  family  mood  is  often  hos- 
tile or  depressed.  Communications,  although  clear,  are  rarely 
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spontaneous,  and  problem-solving  is  entirely  in  the  hands  of 
the  dominant  parent,  allowing  little  chance  for  family  negotia- 
tion. Conflict  and  expression  of  feelings  tend  to  be  subdued 
or  masked. 

The  second  type  of  dysfunctional  family  is  the  chronically 
conflicted  family.  In  such  families,  the  parents  have  not  re- 
solved the  issue  of  power  and  continue  to  battle  each  other 
for  the  upper  hand;  every  family  decision  or  crisis  brings  with 
it  another  round  in  the  chronic  warfare  between  the  parents 
over  who  has  the  right  to  decide  what.  The  children  are 
drawn  into  the  conflict — frequently  first  on  one  side  and  then 
the  other.  The  blaming  of  others  is  common,  and  the  mood  of 
the  family  is  most  often  hostile,  manipulativeness  common, 
and  problem-solving  grossly  ineffective.  These  are  not 
pleasant  families  to  be  in,  and  children  often  leave  home 
prematurely. 

At  the  most  dysfunctional  end  of  the  continuum  are  the 
severely  disturbed,  chaotic  families  that  do  not  accomplish 
either  of  the  two  central  tasks  of  the  family. 

These  brief  descriptions  are  meant  only  to  suggest  the  fla- 
vor of  these  types  of  families.  Dysfunctional  families  are 
readily  recognizable  in  clinical  practice  and  are  associated 
with  an  increased  likelihood  that  one  or  more  family  mem- 
bers will  become  symptomatic.  A wide  variety  of  psychiatric 
syndromes  will  be  seen,  including  adolescents  with  depres- 
sive disorders.  The  finding  that  a depressed  adolescent  is 
a member  of  a clearly  dysfunctional  family  compels  the  phy- 
sician to  consider  how  much  of  the  adolescent's  depression 
is  a direct  response  to  family  turmoil.  Clinical  experience 
suggests  that  the  likelihood  of  adolescent  depression 
is  increased  when  there  is  a strong  alliance  between 
the  adolescent  and  the  submissive  spouse  in  a dominant- 
submissive  family.  Often  this  is  a mother-child  coalition 
aligned  against  a dominant,  controlling  father.  Recent  re- 
search suggests  that  daughters  involved  in  such  a familial 
conflict  and  coalition  may  be  more  susceptible  to  depression 
when  they  enter  college.14 

In  either  the  dominant-submissive  or  the  chronically  con- 
flicted family,  the  likelihood  of  concurrent  family  conflicts  con- 
tributing to  the  adolescent's  depression  is  increased  if  the 
adolescent  has  become  a scapegoat  in  the  family.  “Scape- 
goating” diverts  attention  from  a more  serious  family  problem 
(most  often  severe  parental  marital  conflict).  All  that  is  “bad” 
or  wrong  with  the  family  is  projected  to  the  member  who 
“volunteers"  for  that  role  by  behavior  that  invites  negative 
projections. 

Often  the  depressed  adolescent  is  unable  to  tell  the  physi- 
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cian  that  his  or  her  depression  is  related  to  parental  conflict. 

In  these  instances,  the  role  of  parental  conflict  in  the  depres- 
sive disorder  may  be  inferred  initially  from  observation  of  the 
family  system.  Other  adolescents,  however,  are  able  to  relate 
their  depressive  disorders  to  the  family  conflict;  the  physician 
should  not  dismiss  such  information  simply  because  the  pub- 
lic view  of  the  family  is  not  congruent  with  the  adolescent’s 
report.  Direct  observation  of  the  family  as  a system  will  allow 
a more  discriminating  evaluation. 

Another  factor  important  in  understanding  childhood  de- 
pressive disorders  is  parental  suicidal  ideation.  A recent 
report  noted  that  children  from  families  with  a depressed 
parent  with  suicidal  ideation  were  more  apt  to  have  suicidal 
ideation  themselves.15  These  families  were  described  as  ex- 
periencing chronic  tension  from  marital  concerns,  parental 
separations,  and  parental  intrapsychic  conflicts.  The  inves- 
tigators concluded  that  some  children  in  such  families  main- 
tain their  attachment  to  the  family  by  identifying  with  parents’ 
affective  states.  These  concepts  translate  into  a clinical  sug- 
gestion: If  a depressive  disorder  is  found  in  a child  or  an  ado- 
lescent, the  physician  should  consider  interviewing  both 
parents  to  ascertain  whether  either  is  suicidal. 

A third  aspect  of  the  family  which  may  be  useful  is  a care- 
ful family  pedigree  focusing  on  the  presence  of  depression, 
mania,  alcoholism,  or  antisocial  behavior  in  either  first-  or 
second-degree  relatives.  The  knowledge  that  the  depressed 
adolescent  patient  is  from  a family  with  a heavy  genetic  load- 
ing for  major  depressive  disorders  can  help  establish  diag- 
nosis and  therapeutic  approach.  Of  particular  interest  is 
confirmation  of  genetic  loading  in  the  families  of  adolescent 
patients  who  have  behavior  disorders  but  no  evidence  of 
clinical  depression.  Our  clinical  experience  and  long-term 
follow-up  study  suggest  that  some  of  these  disturbed  adoles- 
cents may  develop  classical  bipolar  disease  five  to  ten  years 
after  the  behavior  disorder  becomes  apparent.  The  pos- 
sibility of  a trial  of  lithium  treatment  for  such  adolescent  be- 
havior disorder  patients,  although  not  yet  supported  by  rigor- 
ous clinical  research,  should  be  considered. 

The  evaluation  of  suicidal  potential  in 
depressed  adolescent  patients 

There  is  a growing  clinical  impression  that  the  suicidal  poten- 
tial of  each  child  or  adolescent  patient  with  psychiatric  symp- 
toms should  be  assessed  systematically,  regardless  of  the 
nature  of  the  symptoms.  It  is  imperative  that  the  physician 
inquire  about  suicidal  thoughts  before  the  initial  session  is 
completed.  The  failure  to  do  so  may  result  in  overlooking  the 
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suicidal  risk  and  in  some  instances  may  precede  the  tragic 
death  of  the  patient. 

Skillful  questioning  of  the  patient  about  thoughts  of  suicide 
do  not  inspire  suicidal  ideation;  rather,  many  depressed  ado- 
! lescents  with  such  thoughts  are  relieved  to  explore  the  issue 
with  someone.  The  questioning  about  suicide  can  be  under- 
taken in  numerous  ways. 

I begin  my  inquiry  with  general  questions  about  death 
wishes.  (“Have  you  wished  that  you  were  dead?”  or  “Has  the 
thought  of  dying  occurred  to  you?”)  Regardless  of  the  re- 
sponse, I ask  the  patient  whether  suicidal  thoughts  have 
been  present.  ("Have  you  thought  of  killing  yourself?”  or 
“Does  the  thought  of  suicide  enter  your  mind?”) 

If  the  patient  acknowledges  suicidal  ideation,  it  is  crucial  to 
proceed,  to  ask  the  patient  whether  he  or  she  has  thought  of 
how  to  commit  suicide.  “Have  you  thought  of  a way  to  do  it?” 
or  “Have  your  thoughts  gone  on  to  how  you  would  kill  your- 
self?” will  generally  open  this  area  to  discussion.  If  the  pa- 
tient has  considered  a specific  method  of  suicide,  it  is 
important  to  inquire  about  the  presence  of  an  actual  suicide 
plan.  (“Have  you  worked  out  the  details  of  how  you  would  do 
it?”)  Finally,  it  is  crucial  to  know  whether  or  not  the  patient 
i has  the  means  of  suicide  available.  (One  might  ask,  "Do  you 
i have  a gun?”  or  “How  many  pills  have  you  saved?”) 

Other  lines  of  questioning  may  augment  the  clinician  s un- 
derstanding of  the  suicide  risk,  but  this  brief  approach  usually 
suffices  for  a quick  appraisal.  Following  the  inquiry,  the  physi- 
cian can  classify  the  patient  as  depressed,  but  without  suici- 
dal risk;  depressed,  with  uncertain  suicidal  risk;  or  de- 
pressed, with  definite  suicidal  risk.  For  patients  without  risk, 
the  clinician  can  provide  outpatient  treatment.  Patients  with 
definite  suicidal  risk  need  immediate  protection  which  may 
| take  several  forms,  but  should  include  the  possibility  of  emer- 
gency hospitalization.  The  difficult  patients  are,  of  course, 
those  about  whom  the  clinician  is  uncertain.  One  approach  is 
to  share  the  uncertainty  with  the  patient  and  request  the  pa- 
tient’s help  in  clarifying  the  risk.  “I  find  myself  uncertain  about 
how  much  a risk  you  are  to  yourself  right  now.  What  do  you 
think?”  is  an  appropriate  question,  if  the  clinician  remains 
uncertain  or  feels  intuitively  that  the  patient  is  at  greater  risk 
than  what  is  acknowledged,  it  is  wise  to  take  protective 
measures. 

Conclusion 

Physicians  should  search  for  depressive  disorders  in  their 
adolescent  patients,  assess  the  role  of  family  factors  in  such 
disorders,  and  evaluate  systematically  the  suicide  risk  for  de- 


pressed adolescents.  Doing  so  may  be  life-saving  for  some 
patients. 
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Group  D Salmonella 
thoracic  aortitis:  a case 
report 

Salmonella  Group  D as  a cause  of  mycotic  aneurysm  in 
the  thoracic  aorta  is  unusual,  but  we  have  encountered 
such  a case.  The  patient  was  a 65-year-old  man  with  dia- 
betes who  was  hospitalized  after  complaining  of  chills 
and  night  sweats.  An  aneurysm  was  detected  and  re- 
sected, but  the  patient  died  six  days  later  of  cardiovas- 
cular collapse  secondary  to  Salmonella  bacteremia.  This 
case  emphasizes  the  need  to  consider  Salmonella  Group 
D as  a possible  cause  of  similar  cases. 


Although  mycotic  aneurysms  caused  by  salmonella  orga- 
nisms are  considered  rare,1  and  even  fewer  cases  involving 
the  thoracic  aorta  have  been  reported, 2-5  we  have  docu- 
mented a case  involving  a 65-year-old  man  with  diabetes. 

Case  report 

A 65-year-old  white  man  with  adult-onset  diabetes  was  ad- 
mitted to  a county  hospital  following  four  days  of  “flu,”  chills, 
and  night  sweats.  Other  symptoms  included  nausea,  vomit- 
ing, and  decreased  appetite.  He  denied  having  dysuria  or 
hematuria. 

Physical  examination  showed  tenderness  to  palpation  of 
the  left  midclavicular  region  in  the  fourth  and  fifth  intercostal 
spaces,  radiating  to  the  back  and  accentuated  by  deep  in- 
spiration. The  lungs  were  clear,  no  bruit  was  heard,  heart 
sounds  were  normal,  and  abdominal  examination  showed  no 
abnormalities.  The  patient  s temperature  at  admission  was 

37.6  C,  but  the  remainder  of  the  history  and  physical  was 
noncontributory.  On  admission  the  hemoglobin  level  was 

1 1 .6  grams,  white  blood  cell  count  7,400  with  78%  seg- 
mented neutrophils,  18%  lymphocytes,  3%  monocytes,  1% 
eosinophils;  blood  cultures  were  negative.  Urinalysis  and 
urine  culture  were  negative.  Initial  chest  roentgenogram 
showed  platelike  atelectasis  in  the  left  lower  lung  field. 

Spiking  nighttime  temperatures  of  38.9  C to  40.6  C were 
recorded  on  the  second  day  of  hospitalization.  On  the  third 
day,  pain  developed  in  the  patient’s  left  arm,  chest,  and  back, 
and  he  complained  of  left  infraclavicular  and  subscapular 


tenderness.  Blood  culture  now  turned  positive  for  Salmonelk 
Group  D,  and  therapy  with  ampicillin  was  started. 

On  the  fifth  hospital  day,  his  chest  pain  increased  and  was 
aggravated  by  respiration.  A repeat  chest  roentgenogram 
now  showed  widening  of  the  upper  mediastinum,  suggesting 
a dissecting  aneurysm  (Fig  1 ).  Bronchoscopy  and  bronchial 
washings  seemed  normal,  but  sputum  culture  indicated  the 
presence  of  Staphylococcus  aureus  and  Salmonella  enter- 
itidis  (Group  D). 

An  arteriogram,  conducted  on  the  patient’s  eighth  day  of 
hospitalization,  was  considered  normal  (Fig  2),  but  we  re- 
examined the  subtraction  film  and  found  a small  saccular 
aneurysm  to  the  left  of  the  aortic  arch.  Mild  hemoptysis  de- 
veloped at  this  time.  The  mediastinal  widening  continued  to 
increase  (Fig  3). 

Twelve  days  after  he  was  admitted,  the  patient  underwent 
a second  arteriogram,  this  one  showing  a definite  saccular 
aneurysm  of  the  descending  thoracic  aorta  starting  at  the 
level  of  the  left  subclavian  artery  (Fig.  4).  In  surgery,  on  the 
same  day,  the  aneurysm  was  resected  and  a Dacron  bypass 
graft  inserted  between  the  ascending  aorta  and  the  abdomi- 
nal aorta.  Surgery  was  well  tolerated  in  spite  of  massive 
blood  loss  requiring  14  units  of  blood  replacement. 

Salmonella  organisms  were  cultured  from  the  surgical 
specimen.  Chloromycetin  in  a 6-gram  daily  dosage  was 
given  intravenously  to  treat  the  salmonella  infection,  but  the 
patient  remained  febrile.  Subsequently,  renal  function  deteri- 
orated rapidly  and  on  the  sixth  day  after  surgery — the  twelfth 
day  of  hospitalization — the  patient  died.  Death  was  attributed 
to  cardiorespiratory  collapse  secondary  to  Salmonella 
bacteremia. 

Discussion 

Sixteen  cases  of  mycotic  aneurysm  occurring  in  the  thoracic 
aorta  have  been  reported;25-6  four  of  these  involved  infection 
with  salmonella  organisms.2-5  One  of  the  four  patients  with 
Group  D Salmonella  in  the  thoracic  aorta  did  not  undergo 
surgery,  but  survived  for  two  years  on  medical  treatment 
alone.  Data,  however,  indicate  that  the  prognosis  for  patients 


1 . A standard  chest  film  obtained  five  days  after  admission  shows  a widened 
left  superior  mediastinum 
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with  this  disorder  is  quite  poor,  regardless  of  surgical  inter- 
vention. 

Clinical  presentation  of  the  patient  with  an  infected  aortic 
aneurysm  is  fairly  constant:  most  patients  have  fever,  high  or 
normal  white  blood  cell  count,  and  pain,  and  many  have  a 
pulsatile  mass.  Often  the  clinician  can  elicit  a history  of  infec- 
tion and  weight  loss,  or  a source  of  sepsis  can  be  discovered. 
In  patients  with  diabetes  or  osteomyelitis,  Salmonella  is  a 
common  causative  agent.  Other  patients  especially  suscepti- 
ble to  aortic  aneurysm  are  those  who  have  undergone  vas- 
cular surgery  or  trauma,  patients  with  arteriosclerotic  heart 
disease  with  a source  of  sepsis,  and  drug  abusers.  Once  an 
aneurysm  is  suspected,  angiography  is  essential.7 

Basic  treatment  requires  cultures  before  and  during  sur- 
gery and  six  weeks  of  antibiotic  coverage  based  on  sen- 
sitivity studies.7  The  most  effective  antibiotics  for  salmonella 
are  chloramphenicol  and  ampicillin. ’ Wide  debridement  of  in- 
fected tissue  with  an  extra-anatomic  bypass,  if  possible,  is 
generally  recommended.7 
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3.  Portable  chest  film  showing  increasing  widening  of  the  superior 
mediastinum. 


2.  Arch  aortogram  two  days  later. 
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4 Repeat  arch  aortogram  showing  an  obvious  aneurysm 
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OUT  PATIENT  SERVICES: 

• SPINAL  CARE  PROGRAM 

12  hour  intensive  format  includes  testing,  evalua- 
tion, education  and  training. 

• TRANSCUTANEOUS  ELECTRICAL  NERVE 
STIMULATION 

Includes  evaluation,  application  and  follow  up. 

• PSYCHOLOGICAL  INTERVENTION 

Services  include  testing,  evaluation,  consultations 
and  treatments. 

• BIOFEEDBACK 

Psychophysiological  evaluation  and  retraining. 

All  services  rendered  by  licensed  physical  therapist, 
registered  occupational  therapist,  clinical  psychologist. 

Physician  referral  only. 

Written  reports  back  to  referring  physicians. 

FOR  INFORMATION  OR  REFERRALS: 

NORTH  TEXAS  BACK  INSTITUTE 
3900  W.  15th  St.,  Suite  408 
Plano,  TX  75075 
(214)  867-2720 


CVCL4PEN  ■ W (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicillin 
class  and  its  use  should  be  confined  to  these  indications . Treatment 
of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta-hemolytic 
streptococci 

Bronchitis  and  pneumonia  caused  byS.  pneumoniae  (formerly 
D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D. 
pneumoniae ) and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H.  in- 
fluenzae * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respi- 
ratory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E . coli  and  P . mirabilis  infec- 
tions other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of  sen- 
sitivity testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  indica- 
tions listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is  ef- 
ficacious for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylactoid) 
reactions  have  been  reported  in  patients  on  penicillin.  Al- 
though anaphylaxis  is  more  frequent  following  parenteral 
use,  it  has  occurred  in  patients  on  oral  penicillins.  These  reac- 
tions are  more  apt  to  occur  in  individuals  with  history  ©f  sen- 
sitivity t©  multiple  allergens.  There  are  reports  ©f  patients 
with  history  of  penicillin  hypersensitivity  reactions  wh©  ex- 
perienced severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  penicillin  therapy,  carefully  in- 
quire about  previous  hypersensitivity  reactions  to  penicillins, 
cephalosporins  and  other  allergens.  If  allergic  reaction  oc- 
curs, discontinue  drug  and  initiate  appropriate  therapy.  Seri- 
ous anaphylactoid  reactions  require  immediate  emergency 
treatment  with  epinephrine.  Oxygen,  I.V.  steroids,  airway 
management,  including  intubation,  should  also  be  adminis- 
tered as  indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs,  fake 
appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are,  exercise  caution  when 
cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated.  As 
with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
Ywrticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and 
eosinophilic.  These  reactions  are  usually  reversible  on  discontinu- 
ation of  therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have  been 
reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bacte- 
rial eradication  is  evidenced.  In  Group  A beta-hemolytic  strep- 
tococcal infections,  at  least  10  days'  treatment  is  recommended  to 
guard  against  risk  of  rheumatic  fever  or  glomerulonephritis.  In 
chronic  urinary  tract  infection,  frequent  bacteriologic  and  clinical 
appraisal  is  necessary  during  therapy  and  possibly  for  several 
months  after.  Persistent  infection  may  require  treatment  for  sev- 
eral weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DQSA©E  AND  ADMINISTRA- 
TION in  package  insert). 


Dosage  (Give 

in  equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q. i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.i.d.f 

50  to  100  mg/kg/dayf 

Skin  S Skin 
Structures 

250  mg  to  500  mg 
q.i.d.f 

50  to  100  mg/kg/day  t 

Urinary  Tract 

500  mg  q.i.d. 

100  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
■[depending  on  severity 
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Mean  blood  levels  in  mcg/ml  after  250  mg 
cydacillin  single  oral  dose 
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Time  (hours  after  administration) 


Fewer  episodes  of  diarrhea  and  rash 
than  with  ampicillin  in  studies  to  date. 

Efficacy  proven  in  the  treatment 
of  bronchitis,  pneumonia,  and  upper 
respiratory  infections^ 

In  117  patients,  73  with  bronchitis/pneumonia 
caused  by  S.  pneumoniae  and  44  with  streptococcal 
sore  throat  caused  by  Group  A beta-hemolytic 
streptococcus,  CYCLAPEN®-W  achieved  a clinical 
response  rate  of  100%!  Bacterial  eradication  was 
95%  and  86%  respectively. 


Rapid,  virtually  complete  absorption  from  Gl  tract 
Exceptionally  high  peak  blood  levels  — 3 times 
greater  than  ampicillin  (Clinical  efficacy  may  not 
always  correlate  with  blood  levels.) 

Rapidly  excreted  unchanged  in  urine  — 

IV2  times  faster  than  ampicillin 


+ Due  to  susceptible  organisms. 

See  important  information  on  facing  page. 


‘Based  on  Ta  V2  values  for  single  oral  doses  of  500  mg  cydacillin 
tablet  and  500  mg  ampicillin  capsule.  Data  on  file,  Wyeth  Laboratories. 

Copyright©  1980,  Wyeth  Laboratories.  All  rights  reserved. 
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CVCL4PEN  - W 

/ I • 1 1 • \ 250  and  500  mg  Tablets 

(cydacillin)  ^ 

more  than  just  spectrum 


rather  have  t 
original? 


This  statuette  of  Tutankhamun.  as  the 
god  Horus  of  Lower  Egypt,  has  been  re 
produced  many  times—  often  in  solid 
gold  replicas  worth  thousands.  The 
original,  however,  remains  priceless. 


he  original  dipyridamole. 


Persantine 

(dipyridamole) 


uring  the  17  years  that  Persantine 
as  been  used  for  long-term  therapy  of 
ironic  angina  pectoris*  physicians 
ave  developed  an  increasing  familiar- 
/ with  this  drug.  This  familiarity  is 
iflected  in  a steady  growth  in 
ersantine  use  during  those  years. 


Clinicians  today  have  extensive  ex- 
perience with  dipyridamole,  and  this 
experience  has  been  derived  from 
one  compound. 

Persantine. ..from  Boehringer 
Ingelheim  Ltd.  The  original 
dipyridamole. 


The  original 
dipyridamole. 

Persantine^  (dipyridamole) 

Chronic  Angina  Pectoris 

Tablets  of  25  mg  and  75  mg 


‘INDICATIONS — Based  on  a review 
of  this  drug  by  the  National 
Academy  of  Science-National 
Research  Council  and  /or  other 
information,  FDA  has  classified  the 
indication  as  follows: 

"Possibly”  effective:  For  long-term 
therapy  of  chronic  angina  pectoris. 
Prolonged  therapy  may  reduce  the 
frequency  or  eliminate  anginal 
episodes,  improve  exercise  toler- 
ance, and  reduce  nitroglycerin 
requirements.  The  drug  is  not  in- 
tended to  abort  the  acute  anginal 
attack. 

Final  classification  of  the  less-than- 
effective  indications  requires  fur- 
ther investigation. 


CONTRAINDICATIONS— No  specific 
contraindications  are  known. 
PRECAUTIONS — Since  excessive 
doses  can  produce  peripheral  vasodi- 
lation, the  drug  should  be  used 
cautiously  in  patients  with  hypo- 
tension. Persantine  tablets,  25  mg, 
contain  FD&C  Yellow  No.  5 (tartrazine) 
which  may  cause  allergic-type  reac- 
tions (including  bronchial  asthma)  in 
certain  susceptible  individuals.  The 
incidence  of  sensitivity  is  generally 
low,  but  frequently  seen  in  patients 
with  aspirin  hypersensitivity. 

ADVERSE  REACTIONS—  Adverse 
reactions  are  minimal  and  transient  at 
recommended  dosages.  Instances  of 
headache,  dizziness,  nausea,  flushing, 
weakness  or  syncope,  mild  gastroin- 
testinal distress  and  skin  rash  have 
been  noted  during  therapy.  Rare  cases 
of  what  appeared  to  be  an  aggravation 
of  angina  pectoris  have  been  reported, 
usually  at  the  initiation  of  therapy.  On 
those  uncommon  occasions  when  ad- 
verse reactions  have  been  persistent 
or  intolerable,  withdrawal  of  medica- 
tion has  been  followed  promptly  by 
cessation  of  undesirable  symptoms. 
DOSAGE  AND  ADMINISTRATION— 
The  recommended  dosage  is  50  mg 
three  times  a day,  taken  at  least  one 
hour  before  meals.  In  some  cases 
higher  doses  may  be  necessary  but  a 
significantly  increased  incidence  of 
side  effects  is  associated  with  in- 
creased dosage.  Clinical  response 
may  not  be  evident  before  the  second 
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Thanks  to  Medicaid, 
Johnny  is  healthy. 


Early  Periodic  Screening,  Diagnosis  and 
Treatment  Program  — an  important  part 
of  Medicaid. 

Because  of  it,  Johnny’s  physician 
discovered  a potentially  dangerous 
problem  in  time  for  effective  treatment. 

Texas  Medicaid.  It’s  a program  that  helps 
people  like  Johnny.  And,  thanks  to 
efficient  and  dependable  administration 
by  Electronic  Data  Systems,  it  works. 


As  the  administrator  of  the  Texas 
Medicaid  Program,  EDS  pays  claims  in  an 
average  of  seven  days.  If  a physician 
encounters  a problem  or  has  a question, 
EDS  Medicaid  professionals  find 
solutions. 

Many  Texas  physicians  make  a 
commitment  to  themselves  and  the 
people  of  their  community.  That’s  why 
they  participate. in  Medicaid. 

For  enrollment  information  call 
NATIONAL  HERITAGE  INSURANCE  CO. 

TOLL  FREE  1-800/252-9224. 

National  Heritage  is  EDS. 


EDS 


EDS.  Excellence  In  Medicaid  Management. 


H.  Reginald  McDaniel,  MD 

H Reginald  McDaniel.  MD,  PO  Box  689,  Grand  Prairie.  TX  75051 


Dad  Cupp 

At  1 00  years  of  age,  Charles  Cupp  is  the  oldest  Texas 
physician,  and  probably  the  oldest  in  the  United  States. 
He  was  born  and  raised  in  Texas  where  he  returned  to 
practice  medicine  following  his  graduation  from  Tulane 
University  School  of  Medicine  and  two  years  of  research 
there.  He  introduced  state-of-the-art  medicine  to  vari- 
ous Texas  boom  towns  during  his  63  years  of  medical 
practice  and  today  continues  his  study  of  nutrition.  This 
“time  capsule”  of  his  life  is  based  on  the  biography,  Dad 
Cupp,  by  Dr  Cupp’s  son,  Albert. 


Many  cornerstones  of  prominent  buildings  contain  a hollow, 
inner  chamber  in  which  objects  typical  of  the  time  were 
placed.  It  usually  is  envisioned  that,  long  after  those  who 
brought  the  building  into  existence  are  gone,  eyes  of  some 
future  generation  will  open  the  “time  capsule"  and  examine 
mementos,  pictures,  and  records  of  former  times.  Such  is  the 
nature  of  the  1 21  -page  book  entitled,  Dad  Cupp,'  by  Albert 
Cupp,  which  contains  a loose  chronology  of  the  life  and  ex- 
periences of  the  author’s  father,  Charles  Daniel  Cupp,  MD, 
the  oldest  living  graduate  of  Tulane  University  School  of  Med- 
icine and  probably  the  oldest  Texas  physician.  It  is  a folksy 
series  of  stories  and  thoughts  of  a centenarian  who  attends 
church  regularly  and  loyally  attends  his  weekly  Lions  Club 
meeting. 

Charles  Cupp  was  born  Feb  4,  1 881 , in  West-Central 
Texas  near  the  banks  of  Jim  Ned  Creek  in  Coleman  County. 
His  father,  James,  taught  school,  raised  sheep,  and  served 
as  a military  physician  in  the  Civil  War,  though  he  had  no 
formal  medical  training.  James  Cupp  had  married  Janette 
Butler  in  Louisiana  where  he  had  ended  his  journey  to  the  ’49 
California  Gold  Rush  because  he  fell  ill  with  scurvy. 

In  1 890,  when  Charles  was  9 years  old,  his  family  moved 
to  a cotton  farm  2Vz  miles  east  of  Huron  near  Whitney,  Tex. 
Until  then  he  had  been  taught  by  his  father  and  mother  at 
home,  but  he  entered  Cedar  Creek  School  at  this  time.  When 
he  was  1 2 he  got  his  first  job  off  his  father's  farm  grinding 
cane  for  molasses.  He  negotiated  exchanging  his  80c-per- 
day  wages  for  two  gallons  of  molasses,  which  he  sold  in  town 
for  80©  a gallon,  exhibiting  an  early  ability  to  improve  his 
circumstances. 

As  an  older  youth,  Charles  left  home  with  a friend  to  seek 


better  employment,  traveling  to  Beaumont  where  both  got 
jobs  in  a machine  shop.  Here  he  first  heard  of  getting  further 
education  by  correspondence. 

In  1 903  Charles  Cupp  journeyed  to  Douglas,  Ariz,  to  seek 
employment  in  the  copper  mining  boom  of  that  time.  He 
worked  by  day  in  the  smelter  and,  at  night,  studied  for  a 
correspondence  course  from  the  Scranton  School  of 
Pennsylvania. 

Then,  one  night  in  1 903,  an  accident  occurred  that  would 
mark  young  Cupp  for  life.  He  had  taken  a shortcut  across  a 
hill  to  his  boarding  house  when  an  underground  tunnel  for 
tracks  from  the  smelter  collapsed  under  him.  He  found  him- 
self underground  in  a narrow  passage  with  cars  carrying 
spent  molten  ore  coming  at  him.  He  jumped  three  cars,  but 
the  fourth  snagged  his  foot  and  dumped  its  load  on  him.  In 
addition  to  deep  burns  over  much  of  his  face,  body,  and  legs, 
he  lost  all  the  fingers  on  his  right  hand  and  experienced  ex- 
tensive scarring  and  lifelong  problems  with  his  legs.  The 
mine  doctor  said  the  young  man  would  not  live  through  the 
night,  but  Cupp  refused  to  die.  He  denied  permission  to  am- 
putate his  legs  when  dead  tissue  became  extensive,  and  he 
endured  multiple  skin  grafts  provided  by  33  miners.  Having 
been  hospitalized  for  three  months  and  disfigured  with  ke- 
loids, he  returned  to  Huron,  Tex,  to  recuperate  for  18  months 
at  his  parents'  farm. 

The  most  unsightly  keloids  and  scarring  were  on  his  face. 
He  journeyed  to  Kansas  City  to  live  with  his  brother  and  re- 
ceived a series  of  operations  to  revise  hypertrophic  scarring. 
A Dr  Blair,  for  whom  he  has  undying  appreciation,  not  only 
revised  his  scars  but  split  and  revised  the  stump  of  his  right 
arm  to  make  it  more  useful.  This  medical  care  took  six 
months.  Cupp  enrolled  in  the  University  of  Kansas  at  Law- 
rence to  complete  his  premedical  requirements,  and  went  on 
to  finish  his  first  two  years  of  basic  science  in  medical  school. 
To  cover  expenses,  young  Charles  worked  on  his  brother  s 
farm,  delivered  newspapers,  and  waited  tables. 

While  pursuing  premedical  studies  in  Kansas,  he  asked 
Anny  Virginia  Richards  of  Fort  Graham,  near  Whitney,  to 
marry  him.  Charles  overcame  a major  Red  River  flood  to  ar- 
rive in  Texas  on  time  for  the  ceremony  held  June  9,  1 908. 
Anny  returned  to  Kansas  with  him  to  be  beside  him  as  he 
completed  his  schooling,  but  when  their  first  child  was  due, 
she  went  to  her  parents'  home  at  Fort  Graham.  For  over  a 
year  the  mother  and  child  lived  with  the  grandparents  while 
Charles  worked  at  multiple  odd  jobs  in  Kansas  to  complete 
the  first  two  years  of  medical  school. 

In  the  fall  of  1 91 0,  Cupp  was  admitted  to  Tulane  University 
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School  of  Medicine.  He  lived  alone  in  a New  Orleans  board- 
ing house,  delivering  newspapers  and  working  part-time  on 
the  wharf,  loading  and  unloading  ships  to  pay  for  his  medical 
school  and  living  costs  while  his  wife  and  child  stayed  at  Fort 
Graham.  (About  this  time  young  Cupp  recalls  he  was  asked 
by  a dock  hand  why  he  was  working  so  hard,  and  he  replied, 
“This  job  offers  me  the  opportunity  to  go  to  school  and  the 
incentive  to  stay  there.”)  In  1912  Charles  Cupp  became  a 
medical  doctor,  and  was  hired  by  Tulane  School  of  Medicine 
to  teach  anatomy  and  do  research  at  a salary  of  $1 ,200  per 
year.  He  sent  for  his  wife  and  their  two-year-old  child.  In  1 91 3 
their  second  son  was  born  in  Touro  Infirmary.  While  at  Tulane 
Dr  Cupp  studied  the  structure  of  red  blood  cells,  publishing 
material  on  the  red  cells  in  the  animal  kingdom.  Shortly 
thereafter,  he  was  found  to  have  tuberculosis;  he  resigned 
his  faculty  position  and  traveled  by  train  to  Hillsboro,  Tex,  and 
then,  by  horse  and  buggy,  ten  miles  west  to  Peoria  where  he 
opened  an  office  in  their  home  in  1914. 

In  a farmhouse  converted  to  an  office-home,  Dr  Cupp 
brought  to  the  rural  Hill  County  area  the  foreshadowings  of 


1 . C.D.  Cupp  (seated  at  the  head  of  the  table)  as  a first-year  medical  student 
in  the  anatomy  laboratory  at  the  Kansas  School  of  Medicine  He  later  moved 
to  New  Orleans  where  he  completed  his  clinical  medical  training. 
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modern  medicine.  (He  introduced  the  first  microscope,  blood 
pressure  manometer  and  hemacytometer  for  estimating  the 
number  of  red  cells  in  the  blood.)  Seven  “doctors"  were  in 
nearby  Whitney  at  that  time,  none  having  had  formal  medical 
training.  Initially,  the  local  doctors  accused  him  of  going  off  to 
school  to  fool  people  with  fancy  gadgets,  but  his  ability  be- 
came more  respected  when  one  doctor  brought  him  a "urine 
specimen”  to  analyze.  Dr  Cupp  correctly  informed  him  that 
the  sample  was  vinegar.  Shortly  thereafter  he  assisted  Dr 
Ives  from  Whitney  in  removing  an  1 8-pound  tumor  from  a 
woman.  (The  patient  did  not  live,  but  the  preserved  specimen 
was  displayed  in  the  Page  Drug  Store  window  of  Whitney 
which  added  awe  and  respect  for  the  new  doctor.) 

Dr  Cupp  was  enticed  into  moving  from  Peoria  to  Whitney 
with  one  of  the  established  doctors  and  practiced  above  the 
Pierce  Drug  Store.  He  was  turned  down  for  military  service  in 
World  War  I,  but  was  offered  a tour  with  the  Red  Cross  in 
Russia.  Dr  Cupp  reportedly  claimed  that  he  was  needed 
more  in  Texas. 

In  August  of  1 91 9 an  oil  discovery  drew  the  Cupp  family  to 
Desdemona,  a Texas-boom  town  remembered  by  Albert 
Cupp  for  its  mud,  or  dust,  and  ubiquitous  flies.  A bigger  oil 
find  occurred  in  Breckenridge.  Many  patients  and  companies 
moved  to  that  new  boom  town,  and  the  Cupps  followed  in  the 
late  summer  of  1 920.  Development  was  so  primitive  that  the 
family  lived,  and  the  doctor  initially  practiced,  in  a tent.  Soon 
they  moved  to  a “shotgun”  oil  field  shack.  In  1 921  Dr  Cupp 
started  a hospital  on  the  second  floor  of  a business  building 
and  purchased  the  first  x-ray,  ultraviolet,  and  diathermy  units 
in  that  region  of  the  state.  Radium  was  too  expensive  to  pur- 
chase, but  in  1926  he  began  renting  the  material  from  an 
Illinois  concern  and  introduced  that  method  for  the  treatment 
of  tumors. 

Numerous  stories  and  anecdotes  of  unusual  and  interest- 
ing patients  are  recorded  by  Albert  Cupp.  One  gains  the 
impression  that  the  material  fortunes  of  the  Cupp  family 
reached  an  apex  during  the  Breckenridge  oil  boom  with  tales 
to  match  the  prosperity.  The  family  built  a big  new  house  and 
purchased  a car  with  four-wheel  brakes. 

In  1 931  the  companies  and  oil  field  workers  began  to  pull 
out  and  move  to  the  new  oil  strike  in  East  Texas.  The  Cupps 
followed  soon,  moving  to  Kilgore  for  the  summer  of  1 931 , but 
quickly  transferring  to  Tyler  that  fall.  Dr  Cupp  established  a 
hospital  in  that  city  in  about  1 933.  It  was  a private  hospital 
that  also  accepted  county  patients  on  a per  diem  basis.  But 
Dr  Cupp  moved  again,  answering  the  call  of  yet  another 
boom.  North  American  Aviation  Company  was  building  a 
plant  in  Grand  Prairie,  and  people  from  Texas  rural  areas 
were  moving  there. 

There  was  a significant  building  shortage  in  Grand  Prairie, 
and  only  after  some  difficulties  a clinic  was  opened  in  1 941 
on  Main  Street.  The  growing  city  of  Grand  Prairie  attracted 
previous  patients  from  areas  in  which  Dr  Cupp  had  practiced 
years  before,  and  he  came  to  care  for  second  and  third  gen- 
erations of  his  patients  from  East  and  West  Texas. 

In  1 968  his  wife,  Anny,  died.  In  response,  Dr  Cupp  in- 
creased his  staff,  seemingly  to  keep  himself  busy,  and  kept 
office  hours  for  1 2 hours  per  day,  seven  days  a week.  The 
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records  of  this  truly  remarkable  man,  collected  and  published 
by  his  son,  indicate  that  his  father  saw  64  patients  and  col- 
lected $430  cash  on  his  94th  birthday.  In  October  of  1 974, 
however,  he  retired. 

On  any  Thursday  one  can  see  Dr  Cupp,  1 33  pounds,  5'6" 
tail,  a silver-haired  antique  going  to  his  Lions  Club,  and  he 
never  misses  lunch  at  the  Presbyterian  Church,  partaking  of 
the  fellowship  and  nutrition  offered  by  the  Meals  on  Wheels 
program.  His  retirement  in  1 974,  following  60  years  of  active 
general  practice,  has  seen  Dr  Cupp  travel  to  Austin  to  lobby 
for  his  pet  legislative  project:  He  wants  legislation  passed  to 
channel  water  from  the  Missouri  or  Mississippi  river  into  the 
dry  areas  of  western  Oklahoma  and  Texas.  He  sees  it  as 
essential  for  future  agriculture  of  the  region  and  vital  to  the 
dinner  tables  of  the  entire  nation.  He  lectures  to  retired 
groups  on  proper  diet  and  his  secrets  for  longevity.  As  he 
approaches  a century  of  energetic  life,  Dr  Cupp’s  steps  do 
not  bound  as  they  once  did.  Vision  and  hearing  have  lost 
their  acuity,  but  his  inner  drive,  demonstrated  as  a young 
man  on  a farm  near  Whitney,  to  become  educated  and  serve 
humanity,  has  not  been  lost  nor  his  inner  vision  gone  dim. 

REFERENCES 

1 . Cupp  A:  Dad  Cupp.  Wichita  Falls,  Nortex  Press,  1 977. 


2.  C.D.  Cupp,  MD,  at  his  microscope  in  1914.  At  the  time  this  photo  was 
taken,  Dr  Cupp  was  a professor  of  anatomy. 


3.  C.D.  Cupp,  MD,  in  his  newly  opened  clinic  in  Grand  Prairie,  1 941 . 


4.  Dr  Cupp,  two  weeks  before  his  1 00th  birthday. 
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Renal  failure  induced 
by  radiographic 
contrast  media 

Roentgenologic  investigation  using  contrast  media  for 
angiography,  computerized  tomography,  intravenous 
pyelography,  and  cholangiography  provides  important 
diagnostic  information.  Acute  renal  failure  following 
contrast  radiography  is  an  infrequent  complication  in 
the  general  hospital  population,  but  is  a significant  prob- 
lem in  certain  patients.  Risk  factors  include  diabetes 
mellitus,  multiple  myeloma,  hyperuricemia,  hepatic  in- 
sufficiency, renal  insufficiency,  recent  multiple  contrast 
procedures,  and  advanced  atherosclerosis.  Evaluation 
and  planning  reduce  the  risk  of  acute  renal  failure  follow- 
ing radiographic  contrast  investigative  studies,  while 
awareness  of  the  potential  problem  allows  rapid  recogni- 
tion and  early  treatment. 


Renal  failure  induced  by  radiographic  contrast  media  is  a 
complication  of  modern  diagnostic  technology.  Brooks  de- 
scribed intra-arterial  injection  of  contrast  material  in  1924.1 
That  same  year,  Graham  and  Cole  reported  cholecystogra- 
phy using  orally  ingested  radiocontrast  material.2  Since  these 
pioneering  efforts  occurred,  techniques  and  applications  of 
radiocontrast  procedures  have  evolved  for  use  in  nearly  all 
branches  of  medicine  and  in  a variety  of  patients  and  disease 
processes.  Renal  failure  following  a radiocontrast  procedure 
is  a complication  that  may  be  more  common  than  generally 
recognized. 

In  1979,  Byrd  and  Sherman  reviewed  24  episodes  of  acute 
renal  failure  resulting  from  12,000  radiocontrast  procedures, 
an  incidence  of  0. 1 5%.  In  their  series,  angiography  resulted 
in  a 0.5%  incidence,  while  Swartz  and  associates  reported  a 
12%  incidence  following  abdominal  aortography  in  109  pa- 
tients.34 Intravenous  urography  and  computerized  tomogra- 
phy accounted  for  a 0.15%  incidence  each,  and  oral  chole- 
cystography caused  renal  failure  less  frequently.  Recent 
experience  with  eight  cases  prompted  a review  of  factors 
involved  in  radiocontrast-induced  renal  failure.  The  true  inci- 
dence is  probably  considerably  higher  than  0.1 5%  with  re- 
cent reports  suggesting  a progressive  increase  in  frequency 
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perhaps,  resulting  from  greater  awareness  of  this  problem.5 

These  eight  patients  underwent  common  radiocontrast 
procedures,  including  intravenous  urography,  computerized 
tomography,  and  arteriography.  Each  patient  experienced  ini- 
tial oliguria  with  azotemia  and  rising  creatinine  levels  after  24 
hours.  The  death  of  four  patients  resulted  from  multiple  asso- 
ciated conditions  aggravated  by  acute  renal  failure.  Renal 
function  in  the  remaining  patients  either  returned  to  normal  or 
was  slightly  impaired.  The  presentations  and  courses  of 
these  cases  are  not  unusual,  but  they  do  emphasize  that 
many  factors  must  be  considered  before  ordering  radio- 
contrast  procedures  for  elderly  patients. 

The  patients  in  which  renal  failure  is  likely  to  develop  after 
radiocontrast  procedures  may  be  characterized  in  terms  of 
risk  factors. 

That  patients  more  than  60  years  old  are  more  susceptible 
to  renal  failure  may  reflect  underlying  vascular  changes  that 
have  occurred  with  aging,  or  it  may  represent  the  superim- 
posed effects  of  dehydration  and  nephrotoxicity  of  contrast 
agents  on  an  age-related  decrease  in  renal  mass  and  corti- 
cal blood  flow.3-67 

Preexisting  renal  insufficiency  with  a blood  urea  nitrogen 
level  greater  than  30  mg/dl  or  a serum  creatinine  level  of  1 .8 
mg/dl  or  more,  is  probably  the  single  greatest  contributor  to 
radiocontrast-induced  renal  failure.  For  purposes  of  identifi- 
cation, renal  failure  may  be  defined  as  an  increase  in  blood 
urea  nitrogen  of  50%  (or  20  mg/dl)  or  in  serum  creatinine  of 
50%  (or  1 mg/dl)  within  48  hours  of  the  procedure.4 

Patients  with  diabetes  mellitus  (with  or  without  normal  re- 
nal function  determined  by  laboratory  studies)  are  at  in- 
creased risk  because  of  underlying  renal  damage  with 
impaired  reserve.  Van  Zee’s  report  indicates  nearly  100%  in- 
cidence of  renal  failure  in  diabetics  with  a base-line  serum 
creatinine  level  greater  than  4.5  mg/dl.8 

Dehydration  probably  increases  the  risk  of  renal  failure  in 
susceptible  patients  by  exacerbating  existing  abnormalities 
such  as  marginal  renal  function,  diabetes  mellitus,  or  multiple 
myeloma.3 

Multiple  myeloma  is  generally  considered  a risk  factor  as 
are  hyperuricemia  and  proteinuria.  Multiple  contrast  proce- 
dures and  large  doses  of  contrast  material  may  contribute  to 
morbidity.9 

The  exact  pathogenesis  of  renal  failure  induced  by  con- 
trast media  has  not  been  established;  however,  a variety  of 
mechanisms  have  been  proposed. 

Hemodynamic  abnormalities  resulting  from  injection  of  hy- 
pertonic solution  have  long  been  implicated  as  a cause.  Kro- 
vetz  and  associates  studied  intra-aortic  injection  of  isotonic 
and  hypertonic  saline  and  dextrose  solutions  and  contrast 
solutions  in  dogs.  Infused  isotonic  solutions  caused  no  sig- 
nificant changes,  but  hypertonic  saline  in  a range  of  31 0 to 
2,660  milliosmole  per  liter  caused  hypotension  lasting  longer 
than  one  minute.  Injection  of  contrast  media  ranging  from 
1 ,360  to  2,660  milliosmole  per  liter  produced  systemic  ar- 
terial hypotension  persisting  an  average  of  three  minutes.10 

Direct  administration  of  contrast  media  into  the  renal  artery 
has  been  shown  in  studies  to  cause  a transient  increase  in 
renal  blood  flow.  The  increase,  however,  was  followed  in  35 
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to  50  seconds  by  a prolonged  decrease  in  flow  characterized 
by  a 76%  to  125%  increase  in  renal  vascular  resistance  last- 
ing up  to  two  minutes.”  12  This  vasoconstrictive  phase  oc- 
curred only  in  the  renovascular  bed  while  cerebral,  coronary, 
and  peripheral  vascular  beds  responded  with  vasodilata- 
tion.'314 Injection  of  isotonic  sodium  iodide  produced  changes 
similar  to  isotonic  saline,  leading  to  the  conclusion  that  os- 
molarity  rather  than  iodine  content  accounts  for  the  hemo- 
dynamic changes  observed.10 

As  well  as  suggesting  altered  hemodynamics  caused  by 
vasoconstriction-vasodilatation,  Derrick  and  associates  re- 
ported crenation,  spherocyte  formation,  and  pliability 
changes  in  the  presence  of  contrast  materials,  and  related 
these  phenomena  to  hypertonicity.  Sludging  and  decreased 
renal  microcirculatory  blood  flow  may  be  an  effect  of  these 
changes  contributing  further  to  ischemia.20 

Nephrotoxicity  of  contrast  agents  was  implied  by  Talner's 
group  in  studies  which  showed  increased  excretion  of  lactic 
dehydrogenase,  serum  glutamic  oxaloacetic  transaminase, 
and  creatine  prosphokinase  that  could  not  be  accounted  for 
by  osmotic  diuresis  or  by  the  presence  of  cells  in  the  urine. 
Acetrizoate,  diatrizoate,  and  iothalamate  solution  were  equi- 
molar, but  acetrizoate  produced  prolonged  enzyme  excretion 
implying  nephrotoxic  properties  unrelated  to  osmolarity.15 
Histologic  studies  of  piglets  and  infants  dying  after  cardiac 
catheterization  revealed  similar  changes — medullary  nec- 
rosis and  proximal  tubular  vacuolation — suggesting  a direct 
toxic  effect  on  renal  tubules.16 

Enhancement  of  uric  acid  excretion  by  proximal  and  distal 
convoluted  tubular  cells  is  caused  by  iodinated  contrast  ma- 
terials, especially  cholecystographic  precipitation  of  urate  in 
the  tubular  lumen  resulting  in  obstruction  and  renal  tubular 
cell  damage.17 

Bence-Jones  protein  precipitation  with  intratubular  ob- 
struction has  been  observed  in  patients  with  multiple 
myeloma  who  received  older  contrast  agents.18  Berdon, 
Schwartz,  and  Becker  proposed  that  contrast  exposure  could 
precipitate  Tamm-Horsfall  protein,  which  is  a major  constitu- 
ent of  renal  tubular  casts  and  may  occur  in  normal  patients. 

In  the  setting  of  dehydration  and  relative  oliguria  with  specific 
urine  protein  and  electrolyte  concentrations,  a viscid  gel  may 
form  blocking  tubular  urine  flow.19 

Probably  a rare  cause  of  renal  failure  is  an  immunologic  or 
allergic  reaction  as  suggested  by  Kleinknecht  and  associates 
in  studies  of  a patient  with  serum  antibodies  against  sodium 
iothalamate.  They  concluded  that  the  triiodinated  benzene 
nucleus  was  responsible  for  these  findings  after  positive  re- 
actions with  similar  titers  and  drug  concentrations  were  found 
with  triiodinated  agents,  including  methylglucamine  iothala- 
mate and  salts  of  diatrizoate.21  These  reactions  pose  a more 
serious  problem  in  renal  transplant  recipients  Light  noted 
changes  of  renal  function  identical  to  graft  rejection  within 
one  to  four  days  of  drip  infusion  urography  in  22  of  34  renal 
transplant  recipients.  Twenty  improved  with  intravenous 
methylprednisone  rejection  therapy.22 

Clinical  manifestations  of  radiocontrast-induced  renal 
failure  are  similar  regardless  of  the  mechanism  of  injury. 
Oliguria  is  evident  within  24  hours  of  the  procedure,  and  is 


usually  of  relatively  short  duration,  lasting  two  to  five  days 
and  accompanied  by  rising  blood  urea  nitrogen  and  serum 
creatinine  levels.  Within  seven  days,  the  BUN  and  serum 
creatinine  levels  have  peaked  with  gradual  return  to  normal 
or  near-normal  levels.3"59 

Diagnosis  is  aided  by  a high  index  of  suspicion  when 
oliguria  is  observed  following  a radiocontrast  procedure.  A 
nephrogram  present  24  hours  after  a procedure  may  be 
helpful  in  recognizing  this  problem  in  about  50%  of  these  pa- 
tients.23 The  most  reliable  method  is  to  determine  serial 
serum  creatinine  determinations  for  three  days  following  con- 
trast exposure  in  high-risk  patients. 

Treatment  consists  of  fluid  and  electrolyte  management 
during  the  oliguric  and  diuretic  phases  and  elimination  of 
nephrotoxic  drugs.  The  short  course  of  the  illness  contributes 
to  a relatively  low  5%  to  1 0%  mortality  and  rare  need  for 
dialysis.3"59 

Guidelines  for  prevention  of  radiocontrast-induced  renal 
failure  were  proposed  by  Byrd  and  Sherman  and  consist  of 
careful  assessment  of  risk  versus  benefit  for  every  contrast 
procedure,  especially  in  high-risk  patients.  Dehydration 
should  be  avoided,  and  a dose  of  0.88  grams  of  iodine  per 
kilogram  of  body  weight  is  probably  the  limit  for  exposure  in 
patients  with  renal  insufficiency.  Patients  who  have  suffered 
one  episode  of  renal  failure  after  a contrast  procedure  should 
be  considered  very  high  risk  for  a subsequent  episode,  and 
further  contrast  studies  should  be  avoided  if  possible.  High- 
risk  patients  should  be  considered  for  alternate  diagnostic 
procedures  such  as  ultrasonography  or  computerized  to- 
mography without  contrast.  Multiple  contrast  procedures  in  a 
brief  interval  should  be  avoided.3 

Radiocontrast-induced  renal  failure  is  not  entirely  avoid- 
able. It  is,  however,  probably  a much  greater  problem  than 
generally  recognized.  High-risk  patients  are  identifiable,  and 
proper  evaluation  and  planning  should  reduce  the  risk  of  this 
complication.  Awareness  of  the  potential  problem  allows 
early  recognition  and  treatment. 
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Residential  Treatment 

Residential  treatment  has  be- 
come highly  specialized  in  the 
field  of  mental  health.  It  is  a 
specific  treatment  modality  for 
those  who  need  a totally  planned 
and  structured  environment. 

The  Brown  Schools  has  de- 
veloped a wide  range  of  profes- 
sional services  that  can  be 
utilized  to  implement  an  indi- 
vidually planned  residential 
treatment  program.  The  degree 
of  structure  and  protection,  the 
intensity  of  therapy,  the  methods 
of  education  and  training  are 
controlled  and  modified  with  the 
resident’s  changing  needs. 

Professionals  in  the  areas  of 
psychiatry,  psychology,  nursing, 
social  work,  education,  pre- 
vocational  training,  speech 
pathology,  and  recreation  have 
developed  expertise  in  the  spe- 
cific area  of  residential  treat- 
ment. Each  service  area  is  de- 
signed as  a component  of  an 
integrated  therapeutic  milieu. 

The  three  residential  treatment 
centers  of  The  Brown  Schools 
provide  complete  programming 


for  those  in  need  of  twenty-four 
hour  care.  Services  are  available 
for  children,  adolescents,  and 
adults  with  emotional  distur- 
bance, mental  retardation,  and 
neurological  impairment.  Two 
small  group  homes  in  Austin 
provide  for  reintegration  into  the 
community  and  complement  the 
services  offered  in  the  other 
centers.  For  information,  write: 
Director  of  Admissions/ 
Department  K-l 
The  Brown  Schools 
P.O.  Box  4008, 

Austin,  Texas  78765. 

Toll  Call:  (512)  478-6662 
Out  of  State  Free:  (800)  531-5305 
From  Texas  Free:  (800)  252-5404 
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PRESCRIBED  FOR  DOCTORS  NATIONWIDE. 


DIAGNOSIS: 

Difficulty  in  obtaining  relevant  continuing 
medical  education,  endless  meetings,  crowded 
hotels,  escalating  travel  costs,  lost  office  time. 

TREATMENT: 

THE  TEXAS  MEDICAL  ASSOCIATION/ 
SOUTHERN  MEDICAL  ASSOCIATION  TELE- 
COURSE SYSTEM,  the  most  advanced  video- 
tape education  program  in  medicine.  Fully 
accredited. 

DOSAGE: 

You  select  programs  designed  especially  for 
your  practice,  from  12  new  telecourses  pro- 


vided each  month.  This  is  the  most  current 
learning  system  available,  with  over  144  new 
program  selections  each  year. 

APPLICATION: 

Absorb  in  the  comfort  of  your  home  or  office. 

ACTION: 

Stabilizes  the  cost  of  CME.  Maintains  control 
of  meetings  attended.  Reduces  lost  income 
from  empty  offices.  Provides  documented 
accreditation  records. 

SIDE  EFFECTS: 

Fully  Tax  Deductible. 


PRESCRIPTION  INFORMATION: 

Annual  subscription  is  only  $600  for  1 2 monthly 
Telecourses  with  accompanying  protocols  and 
self-assessment  tests.  You  keep  all  videotapes 
and  receive  yearly  accreditation  documentation. 


THE  TEXAS  MEDICAL  ASSOCIATION/ 
SOUTHERN  MEDICAL  ASSOCIATION 
TELECOURSE  SYSTEM 

Call  Toll  Free  1-800 -874 -9740  for  more  information 
and  for  details  on  our  money  back  guarantee. 

Co-Sponsored  by  CELE  TEiEATCH 
229  Beverly  Parkway  Pensacola,  Florida  32505 ’ 


CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Epidemiology  of  affective  disorders:  a reexamination 
and  future  directions.  Jeffrey  H.  Boyd,  MD,  and  Myrna  M. 
Weissman,  PhD.  American  Medical  Association,  Archives 
of  General  Psychiatry,  vol  38,  September  1981 , pp  1039- 
1046. 

Epidemiologic  studies  of  depression  have  been  difficult  to  in- 
terpret because  of  differing  case  definitions  and  variation  in 
diagnostic  procedures  between  studies.  The  authors  review 
data  from  recent  epidemiologic  studies  in  which  the  new  re- 
search diagnostic  techniques  were  used.  The  authors  have 
divided  the  data  into  studies  of  depressive  symptoms,  bipolar 
disorder,  and  nonbipolar  depression.  An  effort  is  made  to  in- 
tegrate the  findings  of  older  studies  in  light  of  this  new  classi- 
fication. Using  this  classification,  there  is  less  variation  in 
epidemiologic  rates  (point  prevalence,  incidence,  and  lifetime 
risk)  than  has  been  noted  in  previous  reviews.  Future  direc- 
tions of  research  are  also  discussed. 


Paget  disease:  a review  of  current  knowledge.  Boy 

Frame,  MD,  and  Geoffrey  M.  Marel,  MB.  The  Radiological 
Society  of  North  America,  Radiology , vol  141 , October  1981 , 
pp  21-24. 

An  overview  of  the  current  knowledge  on  Paget  disease  is 
presented.  Recent  advances  include  a better  understanding 
of  its  etiology,  pathogenesis,  and  effects  on  bone  structure 
and  function.  The  clinical  and  radiologic  features  are  dis- 
cussed, as  are  some  new  ideas  on  treatment  protocol.  The 
therapeutic  agents  considered  include  calcitonin,  disodium 
etidronate,  and  mithramycin. 

Treatment  of  hyper-  and  hypothyroidism.  I.  Ross  Mc- 
Dougall,  MD,  ChB,  PhD.  American  College  of  Clinical 
Pharmacology,  Journal  of  Clinical  Pharmacology,  vol  21 , 
August-September  1 981 , pp  365-384. 

Hyperthyroidism  usually  results  from  excess  secretions  of 
thyroid  hormones  from  the  thyroid.  By  far  the  most  common 
cause  is  Graves'  disease,  but  other  common  thyroidal  condi- 
tions are  single  toxic  nodule  and  multinodular  toxic  goiter. 
Subacute  thyroiditis  and  silent  thyroiditis  in  some  series  ac- 
count for  5%  to  1 0%  of  cases,  but  this  is  considerably  greater 
than  the  author’s  experience.  Causes  of  hypersecretion  of 
thyroid  hormones,  such  as  metastatic  functioning  thyroid  car- 
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cinoma  and  struma  ovarii,  and  thyrotropin  overproduction  by 
placental  tumors,  pituitary  adenomas,  or  other  malignant 
cancers  have  been  well  reviewed.  Since  they  are  very  rare, 
they  are  not  covered  in  this  review. 

This  article  deals  with  the  management  of  the  first  three 
disorders,  but  because  Graves'  disease  is  the  commonest 
cause  of  hyperthyroidism  in  the  United  States,  most  of  the 
discussion  is  directed  specifically  toward  this  disorder.  Firstly 
current  knowledge  of  the  etiology  of  Graves’  disease  and  its 
natural  history  is  reviewed.  Secondly,  the  drugs  that  can  be 
used  to  treat  hyperthyroidism  and  their  site  of  action  are  out- 
lined. Thirdly,  their  pharmacology  and  mechanisms  of  action 
are  described  in  detail  and  their  clinical  use  in  specific  set- 
tings discussed.  A review  of  radioiodine  therapy  follows. 


Ventricular  septal  rupture:  a review  of  clinical  and  phys- 
iologic features  and  an  analysis  of  survival.  Martha  J. 
Radford,  MD;  Robert  A.  Johnson,  MD;  Willard  M.  Daggett,  Jr, 
MD;  John  T.  Fallon,  MD,  PhD;  Mortimer  J.  Buckley,  MD;  Her- 
man K.  Gold,  MD;  and  Robert  C.  Leinbach,  MD.  American 
Heart  Association,  Circulation,  vol  64,  no  3,  1981 , pp  545- 
553. 

In  our  hospital  during  1971-1 975,  we  cared  for  41  patients 
with  postinfarction  ventricular  septal  rupture.  Cardiogenic 
shock  developed  after  septal  rupture  in  55%  of  these  pa- 
tients. Shock  was  unrelated  to  site  of  infarction,  extent  of  cor- 
onary artery  disease,  left  ventricular  ejection  fraction,  or 
pulmonary-to-systemic  flow  ratio,  but  mean  pulmonary  artery 
pressure  was  lower  in  shock  than  in  nonshock  patients. 
These  observations  suggest  that  shock  was  produced  mainly 
by  right  ventricular  impairment.  Perioperative  survival  was 
much  higher  in  patients  who  did  not  have  shock  pre-oper- 
atively  (1 4 of  1 7 [82%])  than  in  those  who  did  (three  of  1 1 
[27%]).  Magnitude  of  shunt,  left  ventricular  ejection  fraction, 
extent  of  coronary  artery  disease,  and  performance  of  aor- 
tocoronary bypass  grafting  were  not  distinctly  correlated  with 
perioperative  survival.  After  a minimum  four-year  follow-up, 
76%  of  the  perioperative  survivors  are  alive,  and  none  suffer 
more  than  New  York  Heart  Association  functional  class  II  dis- 
ability. All  13  unoperated  patients  (1 1 in  shock)  died  within 
three  months. 
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If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
cal!  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.A.W.,"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 

your  state. 


John  D.  Bryer,  President  ^ 
Boots  Pharmaceuticals,  Inc. 


Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  an 
edema  and  bronchospastic  reactivity  to  aspirin  or  o> 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINC 
WARNINGS:  Anaphylactoid  reactions  have  occu: 
in  patients  hypersensitive  to  aspirin  (see  CONTRAIf 
CATIONS).  Peptic  ulceration  and  gastrointest 
bleeding,  sometimes  severe,  have  been  repor 
Peptic  ulceration  and  gastrointestinal  bleeding,  so 
times  severe,  have  been  reported.  Peptic  ulcerat 
perforation,  or  gastrointestinal  bleeding  can  end  fat 
however,  an  association  has  not  been  establisr 
Rufen  should  be  given  under  close  supervision  to  patk 
with  a history  of  upper  gastrointestinal  tract  diset 
and  only  after  consulting  the  ADVERSE  REACTIOi 

In  patients  with  active  peptic  ulcer  and  active  rheu 
toid  arthritis,  nonulcerogenic  drugs,  such  as  g< 
should  be  attempted.  If  Rufen  must  be  given,  the  pati 
should  be  under  close  supervision  for  signs  of  ul 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visi 
scotomata,  and/or  changes  in  color  vision  have  been 
ported.  If  developed,  discontinue  Rufen  and  adminii 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  v 
Rufen;  caution  should  be  used  in  patients  with  a hist 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prole 
bleeding  time.  Use  with  caution  in  patients  with  intrir 
coagulation  defects  and  those  taking  anticoagular 

Patients  should  report  signs  or  symptoms  of  gastre 
testinal  ulceration  or  bleeding,  blurred  vision  or  of 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  in: 
ficiency,  patients  on  prolonged  corticosteroid  thera 
this  therapy  should  be  tapered  slowly  when  adding  Rut 
DRUG  INTERACTION:  Coumarin-type  anlicoagulai 
The  physician  should  be  cautious  when  administer 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blc 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rut 

should  not  be  taken  during  pregnancy  nor  by  nurs 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  react 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epig 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distre 
nausea  and  vomiting,  indigestion,  constipation,  abdo 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  a 
flatulence).  Central  Nervous  System:  dizziness*,  het 
ache,  nervousness.  Dermatologic:  rash*  (includi 
macuiopapular  type),  pruritus.  Special  Senses:  tinnit 
Metabolic:decreased  appetite,  edema,  fluid  retenti< 
Fluid  retention  generally  responds  promptly  to  dr 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bier 
ing  and/or  perforation,  hemorrhage,  melena.  Cent 
Nervous  System:  depression,  insomnia.  Dermatolc 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mu 
forme.  Special  Senses:  amblyopia  (see  PRECAUTION 
Hematologic:  leukopenia,  decreased  hemoglot 
and  hematocrit.  Cardiovascular  congestive  he 
failure  in  patients  with  marginal  cardiac  functic 
elevated  blood  pressure. 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liv 
function.  Central  Nervous  System:  paresthesias,  h 
lucinations,  dream  abnormalities.  Dermatologic:  a 
pecia,  Stevens- Johnson  syndrome.  Special  Sense 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologl 
hemolytic  anemia,  thrombocytopenia,  granulocytoper 
bleeding  episodes.  Allergic:  fever,  serum  sickne: 
lupus  erythematosus  syndrome.  Endocrine:  gyr 
comastia,  hypoglycemia.  Cardiovascular:  arrhythmi 
(Sinus  tachycardia,  bradycardia,  and  palpitation 
Renal:  decreased  creatinine  clearance,  polyuria,  az 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shot 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urir 
alkaline  diuresis  may  benefit. 
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Pioneers  in  medicine  for  the  family 


DOSAGE  AND  ADMINISTRATION:  Rheumatoid  l 
thritis  and  osteoarthritis,  including  flareups  of  chror 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  n 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  witho 
prescription. 


♦Data  on  file. 
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Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 
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Asa  M.  Hubbard,  M.D.  Anesthesiologist 


“BILLING  USED  TO  TAKE  ALL  DAY. 
NOW,  IT  TAKES  ONLY  TWO  HOURS.” 

'When  1 purchased  the  APS  III  Management  System,  I got  a 
lot  more  than  I paid  for  or  expected.  In  addition  to  the  com- 
puter itself,  my  office  staff  has  continuously  received  the  full 
service  and  dedication  of  the  American  Professional  Service 
organization. 

"1  have  been  particularly  pleased  with  the  speed  of  the 
system.  For  example,  billing  used  to  take  all  day  — now  it 
takes  only  two  hours. 

'What’s  more,  APS  has  always  responded  in  a timely  manner 
to  questions  or  problems  that  have  come  up  — from  complex 
system  questions  to  simple  ones  such  as  changing  a printer 
ribbon.  APS  has  a strong  commitment  to  customer 
satisfaction.” 

Using  the  APS  III  is  like  having  a practice  management 
consultant  always  available.  It  is  designed  exclusively  for 


physicians  — it’s  not  a “warmed  over”  general  purpose 
business  system. 


Give  us  a call  and  let  us  show  you  how  to  improve  the  effi- 
ciency and  reduce  the  cost  of  your  practice  administration. 


AMERICAN  PROFESSIONAL  SERVICES,  INC. 

A MEMBER  OF  THE  API  GROUP 


Volume  77  December  1981 


4099  McEWEN  ROAD,  SUITE  200  ■ DALLAS,  TEXAS  75234  ■ (214)  386-6400 
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dose  your  eyes, 
low  have  someone 

read  this  to  you. 

You  are  blind.  A student.  Facing  four  years  of  college. 

With  about  thirty-two  textbooksto  read.  Plus  fifty  supplemental  texts. 

How  are  you  going  to  manage? 

With  Recording  forthe  Blind.  Since  1951 , we've  helped  over  53,000  blind, 
perceptually  and  physically  handicapped  students  get  through  school. 

By  sending  them  recordings  of  the  books  they  need  to  read.  Free. 

Recording  for  the  Blind  is  non-profit,  and  supported  by  volunteers  and 
contributions  from  people  like  you  who  can  imagine  what  it's  like  to  be  blind. 

Your  tax-deductible  donation  will  help  our  students  meet  their 
educational  goals.  We'd  all  be  grateful. 

If  you  want  to  know  more  about  us,  write: 


Recording  for  the  Blind,  Inc., 

an  educational  lifeline. 

Station  E,  215  East  58th  Street.,  New  York,  New  York  10022, 

[212)751-0860. 
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MEDICINE  & THE  LAW 


PHYSICIAN  DELEGATION: 

A SURVEY  OF  NEW  STATUTORY  PROVISIONS 

During  the  1981  legislative  session,  the  delegation  of  medi- 
cal acts  by  licensed  physicians  to  nonphysicians  was  ad- 
dressed. The  following  article  capsulizes  the  statutory 
language  now  found  in  the  Texas  Medical  Practice  Act,  the 
Nurse  Practice  Act,  the  Optometry  Act,  the  Texas  Pharmacy 
Act,  and  related  statutes  as  they  pertain  to  the  delegation 
issue. 


The  Texas  State  Board  of  Medical  Examiners  continues  to  be 
the  state  regulatory  body  which  licenses  and  regulates  physi- 
cians in  Texas  under  the  new  Texas  Medical  Practice  Act. 
Included  in  the  new  act  are  provisions  for  regulating  physi- 
cian delegation  of  medical  tasks  to  nonphysicians.  The 
Board  of  Medical  Examiners  is  charged  with  interpreting 
these  provisions. 

In  the  "Findings  and  Purposes"  section  of  the  act,  the  in- 
tent of  the  Legislature  is  expressed: 

. . . the  individual  physician  should  be  given  the  greatest 
opportunity  to  exercise  his  best  independent  profes- 
sional judgment  in  deciding  what  medical  acts  can  be 
safely  delegated;  therefore,  rules  of  the  board  regulating 
delegation  should  have  the  purpose  of  promoting  such 
exercise  of  professional  judgment  and  decision  by  not 
containing,  except  as  absolutely  necessary,  global  pro- 
hibitions or  restrictions  on  delegation  of  medical  acts.1 
In  other  words,  safe  delegation  of  medical  acts  is  to  be  en- 
couraged by  the  board  in  its  rule-making. 

Under  the  “Construction”  section  of  the  new  act,  detailed 
provisions  are  included  which  address  the  delegation  issue.2 
In  general,  any  medical  act  which  can  be  safely  delegated, 
can  be  delegated  unless  a specific  statute  states  otherwise. 
One  such  provision  prohibits  delegation  to  a person  who 
holds  “himself  out  to  the  public  as  being  authorized  to  prac- 
tice medicine.”3  Additionally,  one  of  the  grounds  for  license 
revocation  is  the  delegation  of  medical  acts  to  a person  the 
physician  knows  or  has  reason  to  know  is  not  qualified  by 
training,  experience,  or  licensure  to  perform.4  Another  ground 
for  license  revocation  is  “failing  to  supervise  adequately  the 
activities  of  those  acting  under  the  supervision  of  the  physi- 
cian.”5 Finally,  a physician’s  license  is  subject  to  revocation 
for  "aiding  and  abetting,  directly  or  indirectly,  the  practice  of 
medicine  by  any  person,  partnership,  association,  or  corpo- 
ration not  duly  licensed  to  practice  medicine  by  the  board.”6 

Drug  administration 

Specific  authority  is  stated  in  the  act  to  delegate  to  properly 
trained  persons  the  medical  acts  of  administering  or  provid- 
ing dangerous  drugs  in  the  physician's  office,  . . as  or- 


dered by  the  physician  which  are  used  or  required  to  meet 
the  immediate  needs  of  the  physician’s  patients.”7 

The  delegation  of  such  tasks  can  be  accomplished  through 
physician  orders,  standing  medical  orders,  standing  delega- 
tion orders,  or  other  orders  as  defined  by  the  State  Board  of 
Medical  Examiners.  These  terms  were  used  in  the  very  de- 
tailed earlier  rule-making8  of  the  board  which  the  Texas  at- 
torney general  found  to  be  proper  during  the  legislative 
session.9  In  that  previous  rule-making,  the  board  defined 
"physician’s  orders”  as  those  for  an  individual  patient; 
“standing  medical  orders”  as  those  for  patients  already  seen 
by  the  physician  and  for  whom  other  continuing  care  and  pro- 
cedures are  indicated;  and  “standing  delegation  orders”  as 
those  written  in  accordance  with  the  board's  rules  for  a pa- 
tient population  not  previously  examined  by  the  physician  but 
who  may  exhibit  specific  diseases  or  symptoms. 

Delegation  in  licensed  facilities 

Physicians  can  also  delegate  the  administering  or  providing 
of  dangerous  drugs  to  persons  working  in  a facility  licensed 
by  the  State  Board  of  Pharmacy.10  Four  “classes"  of  phar- 
macies will  be  licensed  under  the  new  Texas  Pharmacy  Act.11 
The  delegation  of  the  provision  or  administration  of  drugs  has 
occurred  in  such  facilities  as  family  planning  clinics  under 
standing  orders.  These  clinics  now  will  need  a “Class  D"  li- 
cense from  the  State  Board  of  Pharmacy  in  order  for  a physi- 
cian’s agent  to  administer  or  provide  dangerous  drugs  under 
a physician’s  order  to  the  patients  they  treat.  Such  a license 
will  not  necessarily  require  a licensed  pharmacist  to  be  pres- 
ent at  all  times.  However,  “continuous  supervision”  must  be 
provided  by  the  pharmacist  “according  to  the  needs  of  the 
pharmacy.’’12 

Although  the  State  Board  of  Pharmacy  will  be  issuing 
regulations  concerning  the  provision  of  drugs  in  Class  D 
pharmacies,  the  following  excerpt  from  its  newsletter  is 
instructive: 

...  for  certain  dangerous  drugs,  the  agent  of  the  physi- 
cian and  pharmacist  will  be  able  to  write  the  name  and 
date  on  the  label  of  a dangerous  drug  prepackaged  by 
the  consultant  pharmacist  and  supply  the  drug  to  the  pa- 
tient. Additionally,  the  act  of  providing  is  subject  to  super- 
vision by  the  consulting  pharmacist.13 

Just  as  the  physician  is  not  free  to  provide  drugs  to  per- 
sons not  his  patients,  the  licensed  “Class  D"  clinic  will  not  be 
able  to  fill  prescriptions  for  the  general  public.  According  to 
the  Board  of  Pharmacy,  “Class  D pharmacies  may  only  pro- 
vide dangerous  drugs  to  patients  of  the  respective  clinic 
when  such  drugs  are  prescribed  either  directly  or  through 
standing  medical  orders  by  a physician  employed  by  the 
clinic.”14 

Hence,  the  statutory  frame  has  been  adopted  for  rule- 
making  by  the  Boards  of  Pharmacy  and  Medical  Examiners, 

65 


Volume  77  December  1981 


outlining  a mechanism  for  physician  and  pharmacist  supervi- 
sion of  clinics  staffed  full  time  by  nurses  and  others,  with  only 
part-time  physician  and  pharmacist  involvement.  The  boards 
will  draw  in  the  detailed  picture  through  their  rule-making  au- 
thority, in  an  attempt  to  assure  proper  and  safe  practices  for 
patients  treated  at  these  facilities. 

Public  health  departments 

Special  provisions  are  included  for  the  operation  of  public 
health  departments  for  the  prevention  or  treatment  of  specific 
communicable  diseases  or  health  conditions  as  required 
by  law.  Physicians  may  delegate  to  properly  trained  and 
qualified  individuals  in  a public  health  department  the  acts  of 
administering  or  providing  dangerous  drugs  . . as  ordered 
by  the  physician  that  are  used  or  required  to  meet  the  needs 
of  the  patients.”15 

This  delegation  can  occur  through  physician's  orders, 
standing  medical  orders,  standing  delegation  orders,  or  other 
orders  defined  by  the  Board  of  Medical  Examiners. 

In  order  to  comply  with  the  Texas  Pharmacy  Act,  it  would 
appear  that  the  facility  operated  by  a public  health  depart- 
ment would  need  to  be  licensed  as  at  least  a "Class  D” 
pharmacy,  before  dangerous  drugs  could  be  provided  or 
administered.  No  doubt  this  will  be  covered  by  rule-making 
by  both  the  pharmacy  and/or  medical  boards. 

Nurses — special  considerations 

Special  rules  may  be  developed  to  cover  physician  delega- 
tion of  medical  acts  to  licensed  nurses  in  addition  to  the  pro- 
visions covering  physician  delegation  to  all  nonphysicians. 
This  is  because  the  Nurse  Practice  Act  provides  for  a method 
by  which  the  Board  of  Nurse  Examiners  may  “recommend” 
to  the  Board  of  Medical  Examiners  the  adoption  of  rules  relat- 
ing to  physician’s  delegating  medical  acts  to  licensed 
nurses.16 

The  Board  of  Nurse  Examiners  may  also  recommend  that 
nurses  be  distinguished  on  the  basis  of  special  training  and 
education.  Presumably,  less  supervision  would  be  required 
by  the  physician  when  delegating  medical  tasks  to  a nurse 
with  advanced  training  in  a particular  field  when  that  training 
is  relevant  to  the  act  being  delegated. 

In  an  apparent  effort  to  reference  the  more  permissive  fed- 
eral requirements  on  the  use  of  nurse  practitioners  in  patient 
care  settings,  the  Nurse  Practice  Act  includes  in  this  same 
section  the  following  guiding  language: 

The  Board  of  Nurse  Examiners  in  recommending  rules 
and  Texas  State  Board  of  Medical  Examiners  in  acting 
on  recommended  rules  shall  act,  to  the  extent  allowable 
under  state  and  federal  statutes  and  regulations,  so  as 
to  permit  the  state  to  obtain  its  fair  share  of  federal  funds 
available  for  the  delivery  of  health  care  in  this  state.17 


Optometrists  special  too 

A special  provision  was  also  included  in  the  Medical  Practice 
Act  to  permit  an  optometrist,  under  a physician’s  standing 
order,  to  use  “topical  ocular  pharmaceutical  agents”  for  othe 
than  therapeutic  purposes.18  This  authority  was  sought  by 
some  optometrists  to  permit  them  to  more  effectively  screen  j 
for  eye  disease.  Patients  so  screened  will  be  referred  to  the 
delegating  or  other  qualified  physician  for  definitive  diagnosii 
and  treatment. 

Based  on  “sound  medical  judgement,”  the  physician  may 
either  delegate  or  refuse  to  delegate  to  an  optometrist  the 
authority  to  use  topical  ocular  agents.  The  Board  of  Medical 
Examiners  is  developing  the  form  of  the  standing  delegation 
order  to  be  used  by  the- physician  when  delegating  medical 
tasks  to  an  optometrist  in  the  course  of  its  rule-making. 

Emergency  care 

A special  provision  recognizing  the  role  of  emergency  medi- 
cal personnel  certified  by  the  Texas  Department  of  Health  is 
also  included  in  the  act.19  This  provision  recognizes  the  dele- ! 
gation  by  physicians  of  authority  to  perform  medical  acts  to 
such  qualified  personnel  in  providing  emergency  care  under 
the  overall  supervision  of  a physician. 

The  pharmacist’s  discretion 

If  the  physician  chooses  to  do  so,  he  or  she  may  permit  the 
pharmacist  to  substitute  a lower-priced  generically  equivaleni 
drug  product  for  the  brand  name  drug  he  or  she  prescribes.20 ! 
Under  the  new  Texas  Pharmacy  Act,  on  Jan  1 , 1 982,  all  writ- 
ten prescriptions  must  contain  two  signature  lines  of  equal 
prominence,  side  by  side,  at  the  bottom  of  the  form.  Under 
either  line,  the  words  “product  selection  permitted”  or  “dis- 
pense as  written”  must  be  printed.  If  the  physician  signs  his 
name  over  the  “product  selection  permitted”  caption,  the 
pharmacist  may  substitute  the  drug  prescribed  for  a less  ex- 
pensive “generically  equivalent  drug.”  In  effect,  the  physician 
may  permit  the  pharmacist  to  select  the  specific  drug  for  his 
patient. 

If  the  prescription  is  orally  transmitted,  unless  specifically 
advised  to  the  contrary,  the  pharmacist  is  free  to  substitute  a 
less  expensive  generically  equivalent  drug  for  the  drug  pre- 
scribed. Since  physicians  may  now  designate  agents  to  com- 
municate prescriptions  to  pharmacists  by  telephone,21  care 
should  be  taken  to  advise  these  agents  when  they  should 
state  that  generic  substitution  is  not  permitted. 

Amazing  grace  for  the  delegatee 

The  responsibility  for  determining  whether  or  not  delegation 
of  the  authority  to  perform  a medical  act  under  all  these  pro- 
visions is  still  with  the  physician.  In  fact,  the  physician  is  held 
to  a higher  standard  than  is  his  or  her  delegatee,  in  recogniz- 
ing whether  or  not  the  delegation  is  lawful  and  proper.  It  is  the 
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lelegatee  that  is  provided  some  protection  from  being 
harged  with  the  unlawful  practice  of  medicine,  not  the 
physician: 

A person  to  whom  a physician  has  delegated  a medical 
act  to  perform  is  not  guilty  of  practicing  medicine  without 
a license  unless  the  person  acts  with  knowledge  that  the 
delegation  and  action  thereunder  is  a violation  of  this 
Act.22 

Responsibility  and  freedom  go  together.  Physicians,  after 
Sunset,23  still  have  the  freedom  to  practice  medicine  and  to 
decide  how  best  to  utilize  their  limited  time  and  maximize  the 
utilization  of  nonphysician  professionals.  Much  of  what  has 
been  enacted  reflects  common  sense  and  common  practice 
today.  Physicians  should  have  little  difficulty  accepting  the 
Refinements  resulting  from  Sunset,  and  exercising  responsi- 
bly their  earned  freedom  to  practice  good  medicine  for  their 
; patients.  Patients  in  Texas  will  continue  to  benefit  from  the 
expanding  talents  and  skills  of  physicians  and  other  health 
professionals  in  the  years  to  come. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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The  Truth 
About  55  mph 

AS  TOLD  BY  A TEXAS 
STATE  TROOPER 


There’s  been  a lot  said  about  the  55  mph 
speed  limit.  But  I’d  like  to  add  something  based 
on  my  23  years  on  the  road  as  a Texas  State 
Trooper. 

The  law  was  passed  to  save  gasoline,  and  it 
has  done  just  that.  But  we  discovered  another 
benefit-the  lower  speed  saves  lives. 

Why,  in  1975,  16  per  cent  fewer  people  were 
killed  because  Texans  were  trying  to  slow 
down.  But  since  then,  we  have  started  driving 
faster  again  on  our  freeways  and  state 
highways.  In  1980,  4,424  people  were  killed. 
That’s  an  all-time  record. 

Now  I’m  not  trying  to  scare  you.  But  I’ve 
learned  that  a person's  chances  for  getting  kill- 
ed increase  with  higher  speed,  and  driving  too 
fast  is  one  of  our  leading  highway  killers. 

Why  gamble  by  driving  a little  faster  to  get 
where  you’re  going?  Slower  speed  gives  you 
more  time  to  react. ..precious  time  to  avoid 
danger  and  stop  your  car  or  truck.  In  fact,  com- 
pared with  55  mph,  your  chance  of  being  killed 
in  a crash  at  70  mph  is  more  than  doubled! 

I hope  you’ll  remember  what  I've  said  the  next 
time  you  drive.  I don’t  want  to  have  to  tell  your 
family  that  you  have  been  killed  in  a traffic  acci- 


dent. 


Thank  you 


(a  message  from  this  newspaper  and  the  Texas 
Department  of  Public  Safety) 
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Editor's  Note:  Texas  physicians,  almost  anyone  would 
agree,  are  a special  breed.  They  work  hard  at  doctoring— 
but  they  also  have  many  other  interests,  hobbies,  and  skills 
In  this  series,  Texas  Medicine  highlights  the  many  faces  of 
Texas  physicians.  In  this  issue,  we  visit  Texas'  oldest 
physician. 


He  maintains  that  “skinny  people  live  longer"  than  fat  peo- 
ple— an  average  of  ten  years  longer,  in  fact — and  that  fat 
people  can  become  skinny  by  eating  a big  breakfast,  lunch, 
and  a light  dinner,  or  no  dinner  at  all.  Once  his  colleagues 
accept  that  fact,  he  says,  a major  failure  in  his  life  will  be 
corrected  and  he  can  then  complete  his  second  century  of 
life  which,  he  promises,  will  be  devoted  partly  to  diverting 
water  through  a canal  system  to  parched  areas  of  Texas. 

Charles  Cupp,  1 00  years  old  now,  is  featured  in  a special 
article  (page  51)  this  month  by  H.  Reginald  McDaniel,  MD, 
whose  biographical  sketches  yield  touches  of  color  from  Dr 
Cupp's  life  and  from  medicine  as  it  was  practiced  in  various 
Texas  boom  towns  during  the  past  century.  His  63  years  of 
practice  coincided  with  some  of  history’s  great  changes  in 
medical  practice — the  discovery  of  vitamins  and  penicillin 
and  sulfa  drugs,  the  development  of  modern  anesthesiology 
and  blood  counts,  the  invention  of  computerized  axial  to- 
mography, and,  one  by  one,  the  dismissal  of  diseases  com- 
mon in  the  early  days:  diphtheria,  malaria,  typhoid  fever, 
yellow  fever,  polio. 

"At  that  time,"  he  recalls  of  the  early  1 900s,  “we  were  just 
getting  into  an  awakening  of  modern  medicine.  We  were  get- 
ting work  done  on  immunology,  such  as  Dr  Pasteur’s  work. 
...  Up  until  that  time,  most  doctors  treated  medicine  by 
symptoms,  not  by  name  of  disease.” 

Just  out  of  medical  school,  Dr  Cupp  accepted  “a  high- 
sounding  title”  and  $1 08  per  month — raised  a year  later  to 
$1 18 — teaching  anatomy  classes  and  researching  blood  cell 
structure  at  Tulane  medical  school,  but  at  those  wages,  no 
wonder  he  moved  on.  His  beloved  research  projects  (He 
wanted  to  know  “what  held  hemoglobin  in  the  erythrocyte,” 
for  example)  would  have  to  wait  until  he  retired,  six  decades 
later.  By  that  time  I had  two  children,  and  when  I’d  come  in  at 
night  my  wife  complained  about  not  having  enough  for  sup- 
per. So  I quit  and  came  to  Texas  to  practice  medicine.”  The 
move  took  him  and  his  family  to  Whitney,  Tex.  What  he  en- 
countered there  was  not  modern  medicine. 

There  was  only  one  pair  of  surgical  gloves  for  seven  doc- 
tors, he  remembers.  And  he  witnessed  some  wariness  on 
the  part  of  one  colleague  who  questioned  the  worth  of  new- 
fangledness— such  as  a stethoscope — in  a medical  practice. 
(They’d  just  put  their  heads  to  the  patient’s  chest  instead  of 
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using  a stethoscope,  Dr  Cupp  says.)  This  was  not,  however, 
his  first  encounter  with  skepticism.  He  had  witnessed  it  as  a 
student  at  Tulane.  It  was  there,  sometime  between  1 91 0 and 
1 91 2,  that  a Tulane  professor  was  so  scorned  for  seeking  a 
nutritional  connection  for  pellagra  that  he  and  his  experi- 
mental chickens  removed  themselves  to  an  obscure  labora- 
tory far  from  the  conventional  crowd.  “At  that  time,  most 
doctors  considered  pellagra  a contagious  disease  like  ty- 
phoid and  pneumonia,”  Dr  Cupp  says. 

Medicine  in  those  days  also  required  the  physician  to 
spend  nights  wherever  the  patient's  needs  demanded.  “That 
was  the  way  we  used  to  do.  That  was  a common  practice. 
They’d  always  find  you  a place  to  sleep  and  something  to  eat. 
They  were  very  appreciative.” 

With  such  hardships,  such  skepticism  and  defenseless- 
ness in  the  face  of  disease,  why  did  he  choose  medicine  as  a 
career? 

“Well,  an  old  country  doctor  had  a pacing  horse,  and  I’d 
see  him  passing  along  the  road  with  a long  coat,  and  he 
looked  so  attractive  that  I just  thought,  ‘Someday  I’m  going  to 
be  a doctor.’  ” There  was  more  to  it  than  the  impressionability 
of  a young  man,  though.  As  H.  Reginald  McDaniel  says  of  Dr 
Cupp,  “His  long  suit  was  giving  of  himself. . . . He's  just  an 
unselfish  person."  And  as  Dr  Cupp  himself  puts  it,  “I  never 
did  discourage  patients,  even  though  they  had  incurable  dis- 
eases. I tried  never  to  discourage  anybody. ...  I treated 
them  as  long  as  they  lived.” 

Dr  Cupp  himself  has  encountered  some  hesitance  to  ac- 
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cept  his  nutritional  writings  which  he  resumed  following  his 
retirement  at  age  94.  The  basis  of  his  theory  is  this:  Obesity 
is  not  significantly  influenced  by  the  amount  of  food  con- 
sumed. Rather,  weight  is  controlled  and  life  lengthened  by 
eating  a heavy  breakfast,  a normal  lunch,  and  a light  din- 
ner— or  no  dinner  at  all.  This  can  also  alleviate  gastric  and 
duodenal  ulcers,  the  doctor  says. 

As  Dr  Cupp  puts  it,  "Eat  a big  breakfast  to  stay  skinny,  a 
big  supper  to  stay  fat,”  or,  "He  who  eats  the  biggest  break- 
fast, whistles  the  loudest  on  the  way  to  work.”  He  has  pub- 
lished technical  explanations  of  the  phenomenon  over  the 
years,  the  most  recent  just  this  year.  Dr  Cupp  has  based  his 
most  recent  publications  on  595  patients  selected  for  the 
study  during  his  clinical  practice. 

“I’d  like  to  get  an  assessment  of  all  people  over  1 00  years 
old  as  to  the  time  they  eat  their  meals.  I think  you'd  find  that 
all  people  who  eat  breakfast  and  light  suppers  live  longer 
than  people  who  eat  supper.  In  my  practice  of  63  years,  I 
know  that  thinner  patients  have  at  least  ten  years  more  of  life 
activity  than  overweight  patients.  That  s the  basis  of  my  work. 
I’ve  been  preaching  that  for  ten  years;  it  just  won’t  go  beyond 
their  eardrums  to  their  brain.  I can’t  get  them  to  believe  it. 

Why  won’t  they  believe  it? 

“Well,  it’s  just  too  simple,"  he  answers.  “They’d  find  the 
basis  of  it  in  high  school  physiology. " 

His  next  project,  once  his  nutritional  theories  are  heard  out, 
is  to  encourage  the  development  of  a tortuous  canal  system 
that  would  carry  water  from  the  Mississippi  River,  across 
parts  of  the  northern  United  States  and  eventually  into  Texas. 
In  1 929,  President  Hoover  authorized  a survey  of  the  flow 
patterns  from  the  Mississippi  and  found  that  water  would  nat- 
urally flow  along  that  strange  course  to  Texas,  and  Dr  Cupp 
contends  the  concept  is  still  valid.  Water  in  the  canal  would 
be  gravity-driven,  would  lessen  flood  problems  along  the  Mis- 
sissippi, and  would  alleviate  agricultural  water  shortages  in 
Texas.  But  that  project,  preempted  by  political  considerations 
during  the  Hoover  administration,  he  says,  will  have  to  wait. 

“I  planned  on  the  first  1 00  years  to  put  this  diet  proposition 
through,  and  then  take  up  the  water  proposition  on  the  sec- 
ond 1 00,”  he  says.  “I’m  taking  all  my  time  on  the  diet  problem 
now.”  And,  some  of  his  time  goes  to  “senior  citizen”  ac- 
tivities, participating  in  exercise  classes  (“I  advocate  exer- 
cise very  much”),  and  listening  to  the  radio  and  to  scientific 
articles  on  cassette  tapes.  He  can’t  read  the  newspaper  or 
medical  journals  now  because  of  failing  eyesight. 

The  old  gentleman  simply  does  not  quit,  a theme  well  de- 
veloped in  Dr  McDaniel’s  article.  From  medical  school,  where 
he  witnessed  the  “dawning  of  modern  medicine,”  to  re- 
search, where  he  began  his  blood  and  nutrition  studies. . . . 
For  more  than  60  years  of  hard  practice  in  a rough  young 
state  beset  by  change  and  boom  towns  and  new  technology, 
the  doctor  continued  to  care  and  to  treat  his  patients  “as  long 
as  they  lived.”  Now,  after  68  years,  he  has  resumed  his  re- 
search on  weight  control,  with  nothing  to  gain  but  the  satis- 
faction of  convincing  a few  skeptics  to  eat  a heavy  breakfast 
and  a light  supper. 

Jim  Busby 

Assistant  Editor,  Texas  Medicine 
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to  the  Disabled  Patient 


• Metroplex  Regional  Spinal  Cord 
Injury  Program 
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Referrals:  214-637-0740 
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Dallas,  Texas  75235 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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Texas  Medicine  is  a scientific,  clinical  journal  published  primarily  for 
members  of  the  Texas  Medical  Association.  In  addition,  it  informs 
members — through  editorials,  news  pages,  and  regular  depart- 
ments— about  medical  events,  legislative  and  governmental  news, 
coming  meetings,  continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Executive  Editor, 

1 905  North  Lamar  Blvd,  Austin  78705.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  two  consultant  specialists 
and  an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
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All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  Executive  Editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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ciation. It  was  prepared  by  Marvin  J.  Stone, 
MD,  chief  of  oncology,  Baylor  Medical  Center, 
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D.  P.  Bonner 

Dickson  Pickett  Bonner,  MD,  a member  of  Cooke  County 
Medical  Society,  died  Aug  1 8,  1 981 , at  age  64. 

Dr  Bonner  had  practiced  urology  in  Gainesville  since  his 
move  there  in  1 974  from  Sherman,  Tex.  He  was  born  in 
Waxahachie  and  attended  Texas  Tech  University  and  The 
University  of  Texas  at  Austin.  In  1 944  he  received  his  medical 
degree  from  Southwestern  Medical  School  in  Dallas.  An  in- 
ternship at  Wichita  Falls  Clinic  and  residency  at  Parkland  Me- 
morial Hospital  in  Dallas  followed  graduation  from  medical 
school.  He  practiced  in  Paris  and  Pampa,  Tex,  before  re- 
turning to  Dallas  in  1 953  for  a residency  at  the  Dallas  Vet- 
erans Administration  Medical  Center. 

Surviving  family  members  include  his  wife,  Mary  Alice 
Brent  Bonner,  Gainesville;  son,  D.  P.  Bonner,  Jr;  and  brother, 
W.  E.  Bonner,  Jr,  Dallas. 

C.  B.  Carter 

Christopher  Bennett  Carter,  MD,  88,  an  honorary  member  of 
Texas  Medical  Association  and  Dallas  County  Medical  So- 
ciety, died  Aug  12, 1981.  Dr  Carter  was  a professor  of  sur- 
gery and  applied  anatomy  for  many  years  at  Baylor  College 
of  Medicine  (then  in  Dallas). 

A Dallas  native,  Dr  Carter  attended  The  University  of 
Texas  at  Austin  before  graduating  from  UT  Medical  Branch  in 
Galveston  in  1 91 9.  He  returned  to  Dallas  to  practice  medi- 
cine and  later  served  as  a surgeon  in  the  US  Army  during 
World  War  II.  He  recruited  the  staff  of  the  Army’s  58th  Evacu- 
ation Hospital,  tor  which  he  was  chief  of  surgery,  serving  in 
North  Africa  and  Italy. 

Dr  Carter  was  named  president  of  the  Baylor  Hospital  staff 
in  1 941  and  became  president  of  the  Texas  Surgical  Society 
in  1954.  He  retired  in  1967. 

He  is  survived  by  his  wife,  Rosine  Carter. 

G.  G.  Dent 

Gene  Gilbert  Dent,  MD,  a Dallas  physician,  died  Aug  7,  1981, 
at  age  33. 

Born  in  Beaumont,  Dr  Dent  was  a 1 970  graduate  of  Lamar 
University  and  a 1 974  graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  served  an  internship  and 
residency  at  Baylor  University  Medical  Center  Hospital  in 
Dallas,  and  began  his  practice,  specializing  in  internal  medi- 
cine, in  1977. 

Survivors  include  his  wife,  Kathryn  Stovall  Dent,  and  son, 
Andrew  Dent,  both  of  Dallas;  parents,  Mr  and  Mrs  I.  O.  Dent; 
sister,  Marilyn  Wright;  and  grandmother,  Lois  Morsworthy,  all 
of  Beaumont;  and  brother,  Rev  Michael  Dent,  Houston. 

D.  J.  Henry 

David  John  Henry,  MD,  a retired  Dallas  physician,  died  Aug 
4,  1981. 
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Dr  Henry,  67,  an  orthopedic  surgeon,  was  born  in  Elko, 
Nev,  but  spent  his  childhood  in  Dallas.  He  received  a bach- 
elor of  science  degree  in  1 936  from  Southern  Methodist  Uni- 
versity and  a medical  degree  in  1 940  from  Baylor  College  of 
Medicine  (Dallas).  After  serving  an  internship  at  Baylor  Uni- 
versity Medical  Center  Hospital,  he  remained  in  Dallas  to 
practice.  During  1941-1 947,  Dr  Henry  served  as  a com- 
mander in  the  US  Navy  in  the  Pacific  and  as  commander  of 
the  medical  detachment  of  the  Dallas  Naval  Air  Station. 

He  is  survived  by  his  wife,  Mary  Kathryn  Ward  Henry, 
Dallas;  daughters,  Sylvia  Frances  Henry,  Dallas;  Nancy 
Snead,  Richardson;  and  Joy  McNeilly,  Plano;  and  two 
grandchildren. 

W.  M.  Jackson 

William  Maurice  Jackson,  MD,  Kerrville,  49,  died  Sept  10, 

1 981 . He  was  a past  president  of  Kerr-Kendall-Gillespie- 
Bandera  County  Medical  Society. 

Dr  Jackson,  a general  surgeon,  was  born  in  Fort  Worth.  He 
received  his  premedical  education  at  Baylor  University  in 
Waco,  and  in  1 956  was  graduated  from  Baylor  College  of 
Medicine.  After  an  internship  at  Walter  Reed  Army  Hospital, 
Dr  Jackson  served  a general  surgery  residency  at  Brooke 
General  Hospital  in  San  Antonio.  He  served  at  Martin  Army 
Hospital,  Georgia;  Bassett  Army  Hospital,  Alaska;  and  Wil- 
liam Beaumont  Army  Medical  Center  in  El  Paso  before  leav- 
ing the  Army  in  1 966.  He  practiced  a year  in  Fort  Worth 
before  moving  to  Kerrville  where  he  practiced  for  14  years. 

Surviving  family  members  include  his  wife,  Patricia  Rudd 
Jackson,  Kerrville;  daughters,  Elizabeth  Jackson-D’Ambrosi, 
Green  Bay,  Wis;  and  Susan  Jackson,  Austin;  sons,  William 
Jackson,  Baylor  University,  Waco,  and  Davis  Jackson,  Kerr- 
ville; and  mother,  Vela  Miles  Jackson,  Kerrville. 

R.  H. Jesse 

Richard  Henry  Jesse,  MD,  head  of  the  department  of  head 
and  neck  surgery  at  The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  died  Aug  1 0,  1 981 . He  was  56. 

Dr  Jesse  held  the  M.  G.  and  Lillie  A.  Johnson  Chair  for 
Cancer  Treatment  and  Research  at  M.D.  Anderson.  He  had 
served  on  the  hospital’s  staff  for  more  than  23  years,  begin- 
ning his  career  as  a surgical  resident  and  becoming  the  first 
head  of  the  department  of  head  and  neck  surgery  in  1 979. 

He  was  a past  president  of  the  Society  of  Head  and  Neck 
Surgeons,  American  Radium  Society,  and  both  the  Harris 
County  Unit  and  Texas  Division  of  the  American  Cancer  So- 
ciety. At  the  time  of  his  death,  Dr  Jesse  was  a director-at- 
large  of  the  American  Cancer  Society,  Texas  Division. 

Born  in  Missoula,  Mont,  he  received  his  medical  degree 
from  the  University  of  Nebraska  College  of  Medicine  in  1 949. 
He  was  a general  practitioner  in  Truman,  Minn,  for  two  years 
before  returning  in  1954  to  complete  his  surgery  residency  at 


TEXAS  MEDICINE 


the  University  of  Nebraska  College  of  Medicine.  In  1957  Dr 
Jesse  moved  to  Houston  for  further  training  in  head  and  neck 
surgery  at  M.D.  Anderson. 

Survivors  include  his  wife,  Marilyn  Roth  Jesse,  Houston; 
son,  Richard  Jesse,  MD,  Temple;  daughters,  Meg  Youens, 
Atlanta,  Tex,  and  Patricia  Jesse,  Denver;  and  three  grand- 
children. 

M.  A.  Leazar 

Marshal  Allan  Leazar,  MD,  a Wharton  obstetrician-gynecolo- 
gist, died  Aug  28,  1981 . 

Dr  Leazar,  52,  was  a native  of  Fredericksburg  and  at- 
tended Southwestern  University  in  Georgetown  and  Texas 
Tech  University  in  Lubbock.  In  1 953  he  was  graduated  from 
Baylor  College  of  Medicine.  Following  an  internship  and  resi- 
dency at  Jefferson  Davis  Hospital  in  Houston,  Dr  Leazar 
served  in  the  US  Air  Force  at  Forbes  AFB,  Kansas.  Return- 
ing to  Texas  in  1 959,  he  began  a practice  in  Wharton.  He  was 
a member  of  the  Wharton-Jackson-Matagorda-Fort  Bend 
County  Medical  Society. 

Surviving  family  members  include  his  wife,  Leona  Duecker 
Leazar,  Wharton;  and  sons,  David  Leazar,  Bay  City,  and 
Brian  Leazar,  Wharton. 

L.  D.  Mitchell 

Lawrence  Du-Wayne  Mitchell,  MD,  56,  a member  of  Walker- 
Madison-Trinity  County  Medical  Society,  died  Aug  7,  1 981 . 

A native  of  Henderson,  Ky,  Dr  Mitchell  spent  his  youth  in 
Huntsville,  Tex.  He  attended  Sam  Houston  State  University 
and  The  University  of  Texas  at  Austin  before  graduating  from 
Baylor  College  of  Medicine  in  1 956.  Following  an  internship 
at  Mid-State  Baptist  Hospital  in  Nashville,  Dr  Mitchell  prac- 
ticed in  Shepherd  and  Anderson,  Texas,  before  returning  to 
Huntsville.  During  1969-1 974,  he  worked  part-time  for  the 
Texas  Department  of  Corrections. 

Survivors  include  his  wife,  Ethel  Clark  Mitchell,  Huntsville; 
son,  Michael  W.  Mitchell,  Conroe;  daughter,  Melissa  A.  Hill, 

J.  B.  Murphy 

Joseph  Bernard  Murphy,  MD,  a retired  Dallas  physician  and 
member  of  Dallas  County  Medical  Society,  died  Aug  1 7 , 

1981 , at  age  71 . 

Born  in  Union  City,  Ind,  Dr  Murphy  attended  Kansas  City 
(Mo)  College  for  two  years.  In  1 934  he  received  his  medical 
degree  from  Loyola  University  School  of  Medicine.  He  re- 
turned to  Indiana  in  1933  to  complete  an  internship  at  St 
Joseph's  Hospital  of  Fort  Wayne.  He  moved  to  Dallas  in  1 938 
to  begin  a practice  of  internal  medicine  which  he  continued 
until  1 957.  He  then  accepted  a position  with  the  federal  gov- 
ernment which  he  held  until  his  retirement  in  1 970.  During 
World  War  II  Dr  Murphy  served  in  the  US  and  Europe  as  a 
colonel  in  the  US  Army. 


He  is  survived  by  his  wife,  Marjorie  Regan  Murphy,  Dallas; 
daughters,  Patricia  Ann  Murphy,  Dallas;  Mary  Eleanor  Gill, 
Annandale,  Va;  and  Martha  Louise  Mulligan,  Downers 
Grove,  III;  and  six  grandchildren. 

G.  H.  Orr 

Guy  Hudson  Orr,  MD,  78,  a retired  Houston  physician,  died 
Aug  14,  1981.  He  was  78. 

Dr  Orr  was  born  in  Waxahachie  but  spent  his  childhood  in 
Oklahoma.  He  received  a bachelor  of  science  degree  in  1 926 
from  Oklahoma  University  and  a medical  degree  in  1930 
from  Washington  University  School  of  Medicine  in  St  Louis. 
He  served  an  internship  in  general  surgery  and  residency  in 
urology  at  the  Long  Island  College  Hospital  in  Brooklyn,  NY. 
He  moved  to  Houston  in  1 934,  practicing  there  for  several 
years  before  entering  the  Navy  in  1941  Serving  until  1945, 

Dr  Orr  was  chief  of  urology  at  Navy  base  hospitals  in  the 
Southwest  Pacific  before  retiring  as  commander.  In  1 946  he 
joined  the  medical  staff  of  the  Veterans  Administration  Hospi- 
tal in  Houston,  from  which  he  retired  in  1966. 

Dr  Orr  is  survived  by  his  wife,  Ava  Lee  Dean  Orr,  Houston; 
and  several  nieces  and  nephews. 

L.  G.  Pawelek 

Louis  Gregory  Pawelek,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  Harris  County  Medical  Society,  died 
Aug  15, 1981. 

Dr  Pawelek,  86,  was  born  in  Karnes  County,  Tex,  and  was 
a 1 91 7 graduate  of  the  University  of  Tennessee  Medical 
School.  As  a lieutenant  in  World  War  I,  Dr  Pawelek  was  the 
youngest  officer  at  the  medical  unit  in  France.  He  moved  to 
Houston  in  1921  and  practiced  medicine  there  for  42  years, 
retiring  in  1963. 

Survivors  include  his  wife,  Mary  Beth  Bugg  Pawelek, 
Houston;  brothers,  I.  L.  Pawelek,  MD,  Houston;  Anthony 
Pawelek,  DDS,  Fulshear,  Tex;  and  C.  B.  Pawelek,  Falls  City, 
Tex;  sister,  Theresa  Clarke,  San  Antonio;  and  numerous 
nieces  and  nephews. 

E.  W.  Rheinheimer 

Edward  William  Rheinheimer,  MD,  an  El  Paso  physician  for 
64  years,  died  Aug  30,  1981 . Dr  Rheinheimer,  91 , was  a past 
president  of  the  El  Paso  County  Medical  Society,  the  City- 
County  Health  Unit,  and  the  Western  Association  of  Railway 
and  Industrial  Surgeons. 

The  lifetime  resident  of  El  Paso  was  graduated  with  pre- 
medical (1914)  and  doctor  of  medicine  (1916)  degrees  from 
Syracuse  University  of  New  York.  After  completing  an  intern- 
ship in  Syracuse,  Dr  Rheinheimer  returned  to  El  Paso  in 
1 91 7 to  begin  private  practice.  He  retired  from  medicine  in 
January  1981 . 

Surviving  family  members  include  his  daughter,  Mary 
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Schumaker,  El  Paso;  sister,  Helen  Barrett,  Morrisville,  Vt; 
three  grandchildren;  and  several  nieces  and  nephews. 

T.  Speed 

Terrell  Speed,  MD,  70,  an  honorary  member  of  Texas  Medi- 
cal Association,  died  Aug  3,  1 981 . A resident  of  Temple  since 
1 935,  Dr  Speed  served  as  a member  of  the  board  of  directors 
of  Scott  and  White  Clinic  from  1 953  until  his  retirement  from 
the  clinic  on  July  1 , 1 976.  During  that  time,  he  was  vice  presi- 
dent of  the  clinic  board  for  1 3 years.  A former  chief  of  staff  of 
the  Santa  Fe  Memorial  Hospital,  Dr  Speed  was  elected  life 
counselor  to  the  governing  board  of  that  hospital  and  as 
medical  director  emeritus  of  the  Santa  Fe  Hospital  Em- 
ployees Association  in  1 976.  A member  of  Bell  County  Medi- 
cal Society,  Dr  Speed  served  as  the  society’s  president  in 
1946. 

Born  in  Greenville,  Tex,  he  spent  his  childhood  in  Naples 
and  Daingerfield,  Tex.  He  was  a 1 932  graduate  of  The  Uni- 
versity of  Texas  and  a 1 935  graduate  of  UT  Medical  Branch 
in  Galveston.  Following  an  internship  and  residency  at  Scott 
and  White  Memorial  Hospital  (1935-1939),  Dr  Speed  was 
appointed  to  the  senior  surgical  staff  there.  During  1 954- 
1967,  he  served  as  chief  of  surgery  at  the  hospital. 

Survivors  include  his  wife,  Helen  Hitt  Speed,  Temple;  son, 
Charles  Terrell  Speed  III,  Littleton,  Colo;  daughter,  Mary  Sue 
Trigg,  Austin;  sisters,  Dorothy  Speed,  Texarkana,  and  Cleo 
Aycock,  Marshall,  Tex;  and  five  grandchildren. 

J.  W.  Terrell 

James  William  Terrell,  MD,  a Wichita  Falls  physician  for  more 
than  20  years,  died  Aug  29,  1 981 . He  was  56. 

Dr  Terrell  was  born  in  Petrolia,  Tex,  and  received  his  pre- 
medical education  at  The  University  of  Texas  at  Austin.  He 
earned  a bachelor  of  science  degree  from  the  University  of 
Arkansas  Medical  School  in  Little  Rock  and  his  doctor  of 
medicine  degree  from  Southwestern  Medical  School  in 
Dallas.  His  internship  was  completed  at  Brackenridge  Hospi- 
tal in  Austin.  Dr  Terrell  entered  the  US  Navy  in  1 943,  serving 
for  two  years.  He  began  his  private  practice  in  Wichita  Falls  in 
1949. 

Surviving  Dr  Terrell  was  his  mother,  Pearl  H.  Terrell, 

Wichita  Falls;  and  brother,  E.  H.  Terrell,  Duson,  La. 

J.  B.  Trible 

John  Bowles  Trible,  MD,  65,  a member  of  Harris  County 
Medical  Society,  died  Aug  29,  1 981 , in  Houston. 

Dr  Trible,  a native  of  Cuero,  Tex,  had  been  a Houston  resi- 
dent for  60  years.  After  attending  Houston  public  schools,  Dr 
Trible  received  a bachelor  of  arts  degree  from  Rice  University 
and  in  1941  was  graduated  from  Tulane  University  School  of 
Medicine  in  New  Orleans.  He  returned  to  Houston  for  an  in- 
ternship at  Jefferson  Davis  Hospital.  During  1 942- 1 949  Dr 
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Trible  served  in  the  US  Navy  Medical  Corps. 

He  is  survived  by  his  mother,  Mrs  John  M.  Trible,  Houston. 

J.  W.  Worsham,  Sr 

John  William  Worsham,  Sr,  MD,  75,  a retired  San  Antonio 
obstetrician-gynecologist,  died  Aug  8,  1 981 . He  was  a former 
vice  president  of  the  Bexar  County  Medical  Society  and 
served  as  chief  of  staff  and  chief  of  obstetrics  and  gynecol- 
ogy at  the  Santa  Rosa  General,  Robert  B.  Green  Memorial, 
and  Baptist  Memorial  hospitals. 

A graduate  of  the  University  of  Richmond  and  the  Medical 
College  of  Virginia,  Dr  Worsham  received  his  MD  degree  in 
1932.  He  practiced  medicine  in  Orange  Grove  and  Kenedy 
before  moving  to  San  Antonio  to  complete  a residency  in 
obstetrics  and  gynecology  at  Santa  Rosa  Medical  Center. 
During  the  1930s,  Dr  Worsham  received  international  recog- 
nition as  one  of  the  first  physicians  to  successfully  deliver  a 
living  child  from  a deceased  mother.  He  delivered  more  than 
5,000  babies  in  the  South  Central  Texas  area  before  retiring 
in  1972. 

During  World  War  II,  Dr  Worsham  served  as  a major  in  the 
US  Army  Air  Corps. 

Surviving  family  members  include  his  son,  John  W.  Wor- 
sham, Jr,  PhD;  and  daughter,  Linda  Lee  McMahon,  both  of 
San  Antonio;  and  one  grandson. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


D.  P.  BONNER 
Gainesville,  1917-1981 

C.  B.  CARTER 
Dallas,  1893-1981 

G.G.  DENT 
Dallas,  1947-1981 

D.  J.  HENRY 
Dallas,  1914-1981 

W.  M.  JACKSON 
Kerrville,  1932-1981 

R.  H.  JESSE 
Houston,  1924-1981 


M.  A.  LEAZAR 
Wharton,  1929-1981 

L.  D.  MITCHELL 
Huntsville,  1925-1981 

J.  B.  MURPHY 
Dallas,  1910-1981 

G.  H.  ORR 

Houston,  1902-1981 

L.  G.  PAWELEK 
Houston,  1895-1981 

E.  W.  RHEINHEIMER 
El  Paso,  1890-1981 


T.  SPEED 

Temple,  1911-1981 

J.  W.  TERRELL 
Wichita  Falls,  1925-1981 

J.  B.TRIBLE 
Houston,  1916-1981 

J.  W.  WORSHAM 
San  Antonio,  1906-1981 


IN  MEMOR1AM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  Trustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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MEDICINE  IN  LITERATURE 


In  the  TMA  Library 

Adams  RD,  Victor  M:  Principles  of  Neurology,  ed  2.  New 
York,  McGraw-Hill  Book  Company,  1981 . 

Ahmed  P (ed):  Coping  with  Medical  Issues:  Pregnancy, 
Childbirth,  and  Parenthood.  New  York,  Elsevier,  1981. 

Bishop  EH,  Bishop  DE  (eds):  Perinatal  Medicine:  Practical 
Diagnosis  and  Management.  Menlo  Park,  Calif,  Addison- 
Wesley  Publishing  Company,  1982. 

Braverman  IM  : Skin  Signs  of  Systemic  Disease,  ed.  2.  Phila- 
delphia, W.  B.  Saunders  Company,  1981. 

Brown  BR  Jr  (ed):  Anesthesia  and  the  Patient  with  Liver  Dis- 
ease. Philadelphia,  F.  A.  Davis  Company,  1981. 

Coakley  D (ed):  Acute  Geriatric  Medicine.  Littleton,  Mass, 
PSG  Publishing  Company,  Inc,  1981. 

Collins  RD:  Dynamic  Differential  Diagnosis.  Philadelphia, 

J.  B.  Lippincott  Company,  1981. 

DiSaia  PJ,  Creasman  WT:  Clinical  Gynecologic  Oncology. 

St  Louis,  The  C.  V.  Mosby  Company,  1 981 . 

Fellner  MJ:  Immunology  of  Skin  Diseases.  New  York, 
Elsevier,  1980. 

Greenberger  NJ:  Gastrointestinal  Disorders:  A Pathophysio- 
logical Approach,  ed  2.  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc,  1981. 

Greene  NM:  Physiology  of  Spinal  Anesthesia,  ed  3.  Bal- 
timore, Williams  & Wilkins,  1981. 

Grossman  Ml  (ed),  Elashoff  JD,  Feldman  EJ:  Peptic  Ulcer:  A 
Guide  for  the  Practicing  Physician.  Chicago,  Year  Book 
Medical  Publishers,  Inc,  1981. 

Hardaway  RM:  Capillary  Perfusion  in  Health  and  Disease. 
Mount  Kisco,  NY,  Futura  Publishing  Co,  1 981 . 

Holman  BL:  Computer-Assisted  Cardiac  Nuclear  Medicine. 
Boston,  Little,  Brown  and  Company,  1981 . 

Iffy  L,  Kaminetzky  HA  (eds):  Principles  and  Practice  of 
Obstetrics  and  Perinatology.  New  York,  John  Wiley  & Sons, 
1981  (2  volumes). 


Jones  JH,  Mason  DK  (eds):  Oral  Manifestations  of  Systemic 
Disease.  London,  W.  B.  Saunders  Company,  1980. 

Korting  GW:  Practical  Dermatology  of  the  Genital  Region. 
Philadelphia,  W.  B.  Saunders  Company,  1981. 

Meyer  JS,  Shaw  T (eds):  Diagnosis  and  Management  of 
Stroke  and  TIAs.  Menlo  Park,  Calif,  Addison-Wesley  Publish- 
ing Company,  1982. 

O’Hara-Devereaux  M,  Andrus  LH,  Scott  CD,  et  al  (eds):  El- 
dercare:  A Practical  Guide  to  Clinical  Geriatrics.  New  York, 
Grune  & Stratton,  1981 . 

Mestwerdt  G,  Moll  R,  Wagner-Kolb  D,  et  al:  Atlas  of  Colpos- 
copy, ed  5.  Philadelphia,  W.  B.  Saunders  Company,  1 981 . 

Mitchell  JP:  Endoscopic  Operative  Urology.  Boston,  Wright, 
1981. 

Robbins  SL,  Angell  M,  Kumar  V:  Basic  Pathology,  ed  3.  Phil- 
adelphia, W.  B.  Saunders  Company,  1981. 

Shimkin  MB:  Some  Classics  of  Experimental  Oncology:  50 
Selections,  1771-1965.  US  Department  of  Health  and  Hu- 
man Services,  NIH  Publication  No  80-2150,  1980. 

Smith  DR:  General  Urology,  ed  10.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981. 

Sutton  D (ed):  A Textbook  of  Radiology  and  Imaging,  ed  3. 
New  York,  Churchill  Livingstone,  1980. 

Tietze  C:  Induced  Abortion:  A World  Review,  1981  ,e d 4. 
New  York,  A Population  Council  Fact  Book,  1 981 . 

Valenta  LJ,  Afrasiabi  MA:  Handbook  of  Endocrine  & Meta- 
bolic Emergencies.  New  York,  Medical  Examination  Publish- 
ing Co,  1981 . 

Walker  Jl:  Clinical  Psychiatry  in  Primary  Care.  Menlo  Park, 
Calif,  1981. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $21.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Allergy 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etier,  MD,  FACA.  FAAA,  FAACIA* 

Richard  H.  Jackson,  MD,  FACA,  FAAA,  FAACIA* 
Warren  J.  Raymer,  MD,  FACA,  FAAA,  FAACIA* 

D.  W.  Waddell.  MD,  FAACIA 
Ramon  Garrido,  MD,  FACA,  FAACIA* 

(Certified  American  Board  of  Pediatrics) 

•Diplomate  American  Board  of  Allergy  <5  Immunology 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
K.  Venugopalan,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Thersa  C.  Queng.  MD 
Waldo  M.  Martinez,  MD 


RESEARCH  ASSOCIATES 
Michael  H,  Smolensky,  PhD 
Alain  Reinberg.  MD,  PhD 
Michael  A.  McCormick,  PhD 
China  Vudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
Calvin  J.  McLerran,  PhD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 


Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Clinics 


Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030;  713  797-0900 


FIFTH  avenue  clinic 

650  Fifth  Avenue,  Fort  Worth,  Texas 


PETER  B.  KAMIN,  MD,  PA 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


MEDICINE 
Sidney  E.  Stout,  MD 
Frank  L.  Bynum.  MD 
Ed  Etier,  Jr.  MD 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  MD 

CONSULTANTS  IN  RADIOLOGY 

Victor  E.  McCall,  MD  Harry  H.  Whipp  MD 

Dixon  Presnail.  MD  J.  David  Duncan,  MD 


HOUSTON  HEADACHE  CLINIC 

Parke  Plaza  Professional  Building,  1213  Hermann  Drive,  Suite  855, 
Houston,  Texas  77004;  713  528-1916 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <S  Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


NEUROLOGY 

Ninan  T.  Mathew,  MD.FRCP,  director 
Mool  P.  Nigam,  MD 


BEHAVIORAL  MEDICINE  & 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 


ELECTROPHYSIOLOGY 
Jeanette  Allen 


BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 


ADMINISTRATION 
Jeannine  Northcutt 
Denise  Whatley 
Sherri  Harbort 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 

Adult  and  Pediatric  Allergy  TMA  Group  Insurance  Programs 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 

. . . Another  service  of  your  association 

TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720 
Telephone  267-63G1 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  MD,  FACS 
).  W.  Tipton,  MD 


GENERAL  AND 
VASCULAR  SURGERY 
J.  E.  Mathews,  MD,  FACS 
N.  Rao,  MD,  FACS,  FICS 


FAMILY  PRACTICE 
Brian  J.  Caplan,  MD 
Peter  Littlewood,  MD 


INTERNAL  MEDICINE 

W.  A.  Riley,  MD,  Rheumatology 

R.  S.  Griilin,  MD,  FACP 

V.  T.  Smith,  MD 

Raj  R.  Patel,  MD 

D.  S.  Park,  MD,  Nephrology 


OBSTETRICS  AND 
GYNECOLOGY 
M.  A.  Porter,  MD 
J.  W.  Kuykendall.  MD 


PEDIATRICS 
B.  R.  Owen,  MD.  FAAP 
R.  Marc  Schwarz,  MD 
I.  M.  Woodall,  MD 
Bernard  Zilberg,  MD 


CONSULTANT  IN  PSYCHOLOGY 
Ron  L.  Cohorn,  Ph.D 


RADIOLOGY  AND 
NUCLEAR  MEDICINE 
Buerk  Williams,  MD 
John  L.  Rhodes,  MD 


PATHOLOGY 
Robert  R.  Rember.  MD 


UROLOGY 

J.  W.  Cowan.  MD,  ABU 
Rudy  I.  Haddad,  MD 


PODIATRY 

Bradford  Glass,  DPM,  ABPS 


CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 
M.  L.  Proler,  MD 


ADMINISTRATION 

R.  L.  Heith,  Administrator 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 

CARDIOLOGY 

Donald  S.  Crumbo,  MD,  FACC 
Charles  L.  Hams,  MD,  FACC.  FACP 
J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC,  FACP 

GASTROENTEROLOGY 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
William  M.  Hensley,  MD 
Charles  S.  Wnite  III,  MD 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Joe  H.  Sample,  Jr.,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Colon  6t  Rectal  Surgery 


ALVIN  BALDWIN,  IR,  MD 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DON  R.  READ,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Colon  and  Rectal  Surgery 
Fiberoptic  Colonscopy 

Medical  City  Dallas,  Suite  319,  7777  Forest  Lane,  Dallas,  Texas  75230; 
Telephone  214  661-7757 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 
Dermatology 

Treatment  of  Skin  Malignancies 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


TMA  Workshops  on  Establishing 
Yourself  in  Medical  Practice 


GERALD  A.  CASIO,  MD,  PA 
Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Scar  Revision,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214  272-5451 


El  Paso 
Dallas 
Galveston 
Houston 


Jan.  19  & 20 
Jan.  21  & 22 
Feb.  16  <5,  17 
Feb.  18  & 19 


Austin  March  9 & 10 

San  Antonio  March  11  & 12 
Houston  March  30  & 31 
Fort  Worth  April  1 & 2 


. . . Another  service  ol  your  Association 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 
Lon  E,  Rogers,  MD 

Adult  and  Pediatric  Dermatology 
Dermatologic  Surgery 

Medical  City  II,  Suit©  2308,  7777  Forest  Lane, 

Dallas,  Texas  75230;  Telephone  214  661-7861 


TMA  Workshops  on  How  to  Improve 
Reimbursement  Through  Proper  Coding 


Fort  Worth 

Dec.  7 

Houston 

Dec.  10 

Dallas 

Dec.  8 

Texarkana 

Dec.  16 

Conroe 

Dec.  9 

Tyler 

Dec.  17 

. . . . Another  service  of  your  Association 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  lo  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  J©  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

714  Landmark  Building  (Formerly  Medical  Arts  Bldg.), 

Downtown  “Overlooking  the  Alamo'*,  70S  E.  Houston  St., 

San  Antonio,  Texas  78205;  telephone  512  222-8851,  512  222-2001 
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JAMES  H.  HERNDON,  JR.,  MD,  FACP 
Dermatology  and 
Dermatologic  Consultation 

Presbyterian  Professional  Building,  II 

8220  Walnut  Hill  Lane,  Suite  408,  Dallas  75231 

Telephone  214  739-5821 


NISAR  AHMED,  MD,  PA 

Fellow  of  American  College  of  Gastroenterology 
Fellow  of  International  Academy  of  Proctology 

Gastroenterology,  Gastrointestinal  Endoscopy 

Park  Plaza  Professional  Building,  1213  Hermann  Drive, 

Suite  360,  Houston,  Texas  77004;  713  520-6010 


Endocrinology  General  Surgery 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld.  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ROBERT  J.  TURNER.  III.  MD,  FACS 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street.  Suite  104 
Fort  Worth.  Texas  76104;  335-8311 


ZAVEN  H.  CHAKMAKJIAN,  MD 
SAMUEL  P.  MARYNICK,  MD 

Practice  Limited  to  Endocrinology  & Metabolism 

3500  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  820-2216 

SAM  S.  MILLER.  MD 
Endocrinology 

Diplomate  Subspecialty  Endocrinology  and  Metabolism 
Diplomate  American  Board  of  Internal  Medicine 
Oak  Hills  Medical  Building,  Suite  905,  7711  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229;  512  696-2700 

DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


SHERWYN  L.  SCHWARTZ,  MD 

Diplomate  American  Boards  of  Endocrinology  and  Internal  Medicine 

Diabetes  and  Glandular  Disease  Clinic 

8042  Wurzbach,  Suite  420,  San  Antonio.  Texas  78229 
512  690-8612 


ERIC  A.  ORZECK,  MD 

Diplomate,  American  Board  of  Internal  Medicine 

Internal  Medicine  & Endocrinology 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

HAND  SURGERY  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Avenue,  Wadley  Tower,  Suite  450, 

Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 
WILLIAM  J.  VAN  WYK,  MD 

Surgery  of  the  Hand 

1400  S.  Main,  Suite  414,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 

SIGURD  C.  SANDZEN.  JR.,  MD.  PA 
Hand  Surgery 
Upper  Extremity  Surgery 
Acute  Trauma  and  Reconstruction 

5959  Harry  Hines  Blvd.,  Suite  1108, 

Dallas,  Texas  75235;  Telephone  214  637-1712 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD.  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606.  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS.  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


TMA  Physician  Placement  Service 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION  • • • Another  service  of  your  association 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 
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Hypnosis 


THE  GLOVER  CLINIC 

Group  Hypnosis  for  Weight  Reduction 
and  Cessation  of  Smoking 

F.  SCOTT  GLOVER.  III.  MD 

Charter  Member  and  Fellow  American  Society  of  Clinical  Hypnosis 
Member,  American  Society  of  Clinical  and  Experimental  Hypnosis 
Fellow,  Academy  of  Psychosomatic  Medicine 

STANLEY  E.  ZAWODNY,  MD 

Member.  American  Society  of  Clinical  Hypnosis 
6104  Windswept,  Houston,  Texas;  713  977-1900 


JAMES  E.  KIRKHAM,  JR.,  MD 
Psychiatry 

Individual  Psychotherapy,  Hypnotherapy  & Hypnoanalysis 

9039  Katy  Freeway,  Bldg.  200.  St.  235,  Houston,  Texas  77024 
713  464-6116 


JAMES  C.  HANCOCK,  MD 
Psychiatry 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Fellow,  American  Psychiatric  Association 
Member,  American  Society  of  Clinical  Hypnosis 
Individual  Psychotherapy,  Hypnotherapy  <£  Hypnoanalysis 
7505  Scyene  Road.  Suite  105,  Dallas.  Texas  75227 
214  381-6316  (metro)  263-1120 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Charles  W.  Simpson.  MD  James  A.  Moody,  MD 

Morris  Sanders.  MD  Jack  Woolf.  MD.  Consultant 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson.  MD  (Retired) 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


JACK  STERN,  MD,  FACS 
GARY  C.  HUTCHISON,  MD,  FACS 
THOMAS  R.  BOULTER,  MD,  FACS 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805.  Dallas.  Texas  75231;  363-8524 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD.  Neurosurgery 
John  T.  O Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso,  Texas  79902 
Telephone  915  532-8901 


DOCTORS  SMITH  AND  WHEELER,  PA 

Ronald  Smith,  MD 
Joe  Ellis  Wheeler,  MD 
Warren  D.  Wilson,  MD 
Richard  O.  Hubbard,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DRS.  CHERRY,  LONG  <S  SCOTT 
NEUROSURGERY  ASSOCIATION 

Glenn  R.  Cherry.  MD.  DABNS.  FACS 
R.  Gordon  Long.  MD,  DABNS.  FACS 
Bennie  B.  Scott,  MD,  DABNS 
John  V.  Coon,  MD 

Neurological  Surgery 

Baylor  Medical  Plaza — 605  Barnett  Tower 

3600  Gaston  Avenue— Dallas.  Texas  75246;  Telephone  214  826-7060 

David  E.  Ostrow,  MD,  FACS 

Diplomate  American  Board  of  Neurological  Surgery 

NEUROLOGICAL  SURGERY 

221  W.  Colorado  Blvd. 

Methodist  Central  Hospital  Professional  Bldg.,  Suite  360 
Dallas,  Texas  75208;  214  941-1840 


Neurology 


DAVID  B.  SPERRY,  MD 

214  750-8881 

ROBERT  M.  DOWBEN,  MD 

214  750-6664 

Adult,  Pediatric  and  Neonatal  Neurology 
EEG,  EMG  and  Evoked  Responses 

5459  La  Sierra  Drive,  Suite  107,  Dallas,  Texas  75231 
(2  blocks  north  of  Presbyterian  Hospital) 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Ir,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  reminds  you  of  these  important  dates: 


February  5-7  Winter  Conference,  Austin 


May  6-9  115th  Annual  Session,  San  Antonio 


82 


TEXAS  MEDICINE 


Ophthalmology 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


HOUSTON  EYE  ASSOCIATES 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue.  Dallas,  Texas  75246 


1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030;  713  790-1100 


Richard  S.  Ruiz,  MD,  FACS 
Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart.  MD.  FACS 
Robert  B.  Wilkins.  MD.  FACS 
Jeffrey  D.  Lanier,  MD.  FACS 
Michael  A.  Bloome,  MD,  FACS 


Paul  C.  Salmonsen,  MD.  FACS 

Richard  L.  Kimbrough.  MD,  FACS 

Charles  A.  Garcia.  MD 

Jack  T.  Holladay,  MD 

John  H.  Drouilhet,  MD 

Sylvan  Brandon,  MD,  FACS.  FICS 

James  D.  Fly,  MD 


Telephone  214  821-4540 


Orthopedic  Surgery 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 
Gary  Edd  Fish,  MD 


H.  H.  Beckering,  MD 
L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R,  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 


A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
John  E.  Graham,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  MD 
C.  A.  Struve,  MD 
William  C.  Newberry,  MD 


3166  Reid  Drive,  Corpus  Christi,  Texas  78404;  Phone  853-7319 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St..  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M<£S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


LOUIS  M.  ALPERN.  MD.  MPH,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

1810  Murchison  Dr..  Suite  202,  El  Paso.  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Richard  A.  Shirley,  MD 

Dan  R.  Sutherland,  MD  R.  Dan  Loyd,  MD 

John  B.  Gunn,  MD  Huntley  G.  Chapman,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 
Telephone  713  988-2020 


TMA  Medical  Student  Loan  Programs 

. . . Another  service  of  your  association 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Car  rental  at  discount  rates 

. . . Another  service  of  your  association 
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ORTHOPAEDIC  CONSULTANTS 
Orthopaedic  Surgery  and  Arthroscopic  Surgery 

Carl  L.  Highgenboien.  MD 
J.  David  Streater,  MD 

7777  Forest  Laos,  Dallas,  Texas  7S230 
Telephone  214  661-7874 


ORTHOPEDIC  FOOT  SURGERY  * DALLAS 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8220  Walnut  Hill  Lane,  Suite  202,  Dallas,  Texas  75231 
Telephone  214  369-4361 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


DILIP  K.  PAL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  MD 
Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  MD 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901;  634-4451 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 


Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology,  Electrophoresis,  Routine 
Chemistry,  Special  Chemistry,  Automated  Chemistry 
(Profiles).  Microbiology,  R.I.A.,  and  Parasitology 


Wilson  G.  Brown,  MD 
S.  Joseph  Skinner,  MD 
Robert  H.  McNeely,  MD 
Elaine  V.  Shalek,  MD 
Edward  T.  Kott,  MD 
Jack  S.  Garland,  MD 


John  R.  Thomas,  MD 
Joe  B.  Haden,  MD 
Enrique  vanSanten,  MD 
R.  Dudley  Kov,  MD 
Humberto  A.  Lara,  MD 


Diplomates  American  Board  of  Pathology 

220  Park  Plaza  Professional  Building,  1213  Hermann  Dr.,  Houston  77004 
16b  Hermann  Professional  Building,  6410  Fannin,  Houston  77030 
Telephones  713  527-5230  and  713  527-5234 


Mailing  containers  on  request — office  pickup  service  in  Houston  area 


3702  20th  Street,  Suite  B,  Lubbock,  Texas  79410  PATHOLOGISTS  MEDICAL  GROUP 

Telephone  806  797-9666  Arthur  L.  Raines,  MD  Richard  McDonald,  MD 

Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

PAUL  J.  VILARDI,  MD,  PA  P.O.  Box  686.  Cleburne.  Texas  76031;  817  645-6523 


Orthopaedic  Surgery  and  Arthroscopic  Surgery 

2950  Interstate  45,  Huntsville,  Texas  77340 
713  291-3459 


Texas  Medicine 

□ 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 
send  for  a copy  of  "Information  for  Authors.” 

Mrs.  Marilyn  Baker.  Executive  Editor, 

TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

I.  S.  Wilkenfeld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  226-2424 


Representing  TMA's  Legislative  Views 


. . . Another  service  of  your  association 


TMA  Members  Retirement  Trust 

. . . Another  service  of  your  association 
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Plastic  Surgery 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen.  MD 
Thomas  M.  Biggs,  MD.  FACS  Ernest  D.  Cronin,  MD 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOHN  B.  PATTERSON,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas;  336-0356 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD 
David  J.  Katrana,  DDS,  MD 
Neal  R.  Reisman,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

DAVID  A.  GRANT,  MD,  FACS 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Aesthetic  & Reconstructive  Plastic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue.  Fort  Worth,  Texas  76104; 
817  335-4752 


VALENTIN  GRACIA,  MD,  PA, 

FACS,  FICS,  DAB 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104;  336-0446 


PATRICK  H.  BECKHAM,  MD  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705;  459-3258 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1318  Clinic  Drive,  Tyler,  Texas  75701;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat#  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr.,  Suit?  420, 

Houston,  Texas  77004;  713  526-6161 


N.  BERKELEY  POWELL,  JR,  MD 
Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1224  Twelve  Oaks  Tower,  4126  Southwest  Freeway. 
Houston,  Texas  77027;  713  960-9422 


JOHN  TAYLOR.  MD 

Plastic  and  Reconstructive  Surgery 

Aesthetic,  Congenital  <&  Hand  Surgery 

3600  Gaston  Ave..  #1157,  Dallas.  Texas  75246 
Telephone  214  826-1000 


MEDICAL  CENTER  PLASTIC  & RECONSTRUCTIVE 
ASSOCIATES.  PA 

Plastic  and  Reconstructive  Surgery 

John  E.  Christ,  MD,  PhD 

6560  Fannin,  Suite  1144,  Houston,  Texas  77030 
Telephone  713  790-6370 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Confidential  counseling  is  available  from 
TMA  Physician  Health  <&  Rehabilitation 
Hotline— 512  477-5575 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

533  Gordon,  Corpus  Christi,  Texas  78404;  855-7359 


. . . Another  service  of  your  association 


Medical  Films  and  Slides 

. . . Another  service  of  your  association 
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Psychiatry 


Pulmonary  Diseases 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
Howard  M,  Burkett,  MD 
fames  K.  Feden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni.  MD 
Carol  A.  Lewis,  MD 


Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
William  W.  Estabrook,  III,  MD 
Anne  Andersen,  MD 


Practice  limited  to 

PSYCHIATRY 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 
Pulmonary  Diseases 

John  R.  Burk,  MD,  FACP 

Mitchell  C.  Kuppinger,  MD,  FCCP 

David  M.  Webb,  MD 

David  R.  Stoop,  MD,  FACP,  FCCP 

W.  Steven  Trombold,  MD 

Suite  137,  Arlington  Medical  Plaza  Building,  801  Road  to 
Six  Flags  West,  Arlington,  Texas  76012;  817  461-0201 

Suite  504,  Doctors  Building,  800  Fifth  Avenue.  Fort  Worth,  Texas  76104 
817  332-7273 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


ROBERT  E.  HAZLEWOOD,  MD 
Psychiatry 

Appointment  by  Physician  Referral 
Medical  Science  Psychiatric  Center 

711  West  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3400  Wheatland  Road,  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


HARRY  A.  CROFT,  MD*  & ASSOCIATES 

•Diplomate  American  Board  of  Psychiatry 

•Diplomate  American  Association  Sex  Educators,  Counselors, 
& Therapists 

Treatment  of  Sexual  Dysfunction 

— Special  programs  for  out  of  town  patients 
— Individual  and  group  treatment  programs 

504  Oak  Hills  Medical  Building,  San  Antonio,  Texas  78229 
512  690-9930  (day  or  night) 


Psychiatry  & Neurology 

STEPHEN  WEISZ,  MD 

Practice  Limited  to  Neurology  and  Psychiatry 

836  Locke  Medical  Building,  6011  Harry  Hines  Blvd. 

Dallas,  Texas  75235;  214  688-0344 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Howard  C.  Coggeshall,  Sr,  MD,  FACP 
William  H.  Schindel,  MD 

RHEUMATOLOGY 

Arthritis  and  Connective  Tissue  Diseases 

8220  Walnut  Hill,  Suite  608,  Dallas,  Texas  75231 
Telephone  214  363-3545 

JAMES  H.  WILD,  MD,  PA 
Rheumatology 

Diplomate  Subspecialty  Rheumatology 
Diplomate  American  Board  of  Internal  Medicine 

Methodist  Plaza  Building,  Suite  117, 

4499  Medical  Drive,  San  Antonio,  Texas  78229; 

512691-0888 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave..  Suite  626,  Fort  Worth,  Texas  76104;  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


TMA  Memorial  Library 

. . . another  service  of  your  association 
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Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD,  FACS 
Grant  F.  Begley,  MD,  FACS 
Hugh  Lamensdorf,  MD,  FACS 
Sidney  A.  Worsham,  MD,  FACS 
Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DONALD  J.  NEESE,  MD,  PA 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

570  Park  Plaza  Professional  Building 

1213  Hermann  Drive,  Houston,  Texas  77030;  713  524-3931 

Suite  207,  Clear  Lake  Professional  Building 

400  Medical  Center  Blvd.,  Webster,  Texas  77598;  713-332-2572 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD 

Donald  J.  Logan,  MD 

Donald  L.  McKay,  MD 

Christopher  D.  Fetner.  MD 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 
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Classified  Advertising 

WANTED:  FAMILY  PRACTITIONER-INTERNIST,  West  Houston  area. 


Physicians  Wanted 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic  with 
lacilities  lor  doing  all  types  ol  surgery  in  new  hospital  as  well  as  oilice 
in  new  clinic  building.  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITIONERS  to 
come  into  a growing  multispecialty  clinic.  Many  benefits  that  only  a 
group  practice  can  provide.  Howard  L.  Mott,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 

267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others  in 
the  department  with  all  new  facilities  in  hospital  and  clinic.  Howard 
L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720;  telephone  915-267-6361. 


WANTED.  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastroenterolo- 
gy, pulmonary  diseases,  rheumatology  or  cardiology  to  join  growing 
multispecialty  clinic.  Excellent  facilities  in  new  clinic  building  adjacent 
to  new  hospital.  Contact  Howard  L.  Mott,  Malone  and  Hogan  Clinic, 
1501  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EXPANDING— 
choice  of  salary  or  fee-for-service  with  guarantee — malpractice  paid — 
Call  713-861-7942  or  write  Greater  Houston  Emergency  Physicians  Asso- 
ciation, 411  West  21st,  Suite  #1,  Houston,  Texas  77008. 


TEXAS,  NORTHEAST  AND  DALLAS.  Emergency  physicians.  Immediate 
openings  available  in  estaolished  ACEP  oriented  group.  Positions  in 
several  communities  available.  Prefer  career-oriented  emergency  MDs. 
Additional  training  and/or  experience  required.  Flexible  schedule,  fee- 
for-service  with  guarantee  and  usual  fringes  including  malpractice  in- 
surance. Write  Jim  Houser,  Emergency  Health  Service  Associates 
3600  Gaston  Avenue,  Suite  503,  Dallas,  Texas  75246  or  call  214-823-6850. 


EMERGENCY  DEPARTMENT  PHYSICIAN  WANTED— Longview,  Texas, 
population  60,000.  Two  hour  drive  east  of  Dallas.  Progressive  commu- 
nity with  beautiful  wooded  geography  and  nearby  lakes.  Need  career 
ACEP  MD.  Malpractice  insurance  supplied.  Fee-for-service  compensa- 
tion. Jim  Houser,  Emergency  Health  Services  Associates,  3600  Gaston 
Avenue,  Suite  503,  Dallas,  Texas  75246;  214-823-6850. 


PHYSICIANS — Major  Houston  clinic  ENT,  OB-GYN  and  orthopedics. 
Other  opportunities  in  corporate  medicine,  occupational  medicine,  pul- 
monary disease  and  family  practice.  For  information  please  call 
Marilyn  Blaker,  713-789-1550,  MEDEX,  5805  Richmond,  Houston,  Texas 
77057.  From  outside  Texas  call  toll-free  800-231-7578. 


BOARD  ELIGIBLE  OR  CERTIFIED  OB-GYN,  below  35  to  join  two  other 
OB-GYN  in  30  man  multispecialty  group  in  town  22,000  with  draw- 
ing area  of  200,000  located  50  miles  from  Dallas.  Salary  guarantee 
leading  to  full  partnership  in  15  months.  Send  resume  to  Ad-993, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  OPPORTUNITIES:  IMMEDIATE  Houston  opportunities  avail- 
able in  all  specialties.  Others  in  metropolitan/rural  Texas.  Compensa- 
tion up  to  490,000  plus  benefits.  Health  Care  Placements,  Inc.,  6250 
Westpark,  Suite  336,  Houston,  Texas  77057;  713-977-6900. 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


WANTED:  DERMATOLOGIST  to  join  growing  multispecialt.y  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Con- 
tact Howard  L.  Mott,  Malone  and  Hogan  Clinic,  1501  West  llth  Place, 
Big  Spring,  Texas  79720;  telephone  916  267-6361. 


THERE  ARE  MANY  EXCELLENT  PRIVATE  PRACTICE  opportunities  in 
the  state  of  Texas.  For  additional  information,  please  send  your  cur- 
riculum vitae  to  Bronstein  and  Associates,  P.O.  Box  42166,  Houston, 
Texas  77042,  or  if  you  wish,  please  call  collect  at  office  713  780-9283  or 
evenings  713  493-9933,  ask  for  Reuben  Bronstein. 


OPPORTUNITY  FOR  ENERGETIC  GP  to  locate  in  city  with  surrounding 
rural  population  3,000.  Equi-distance  Wichita  Falls-Abilene.  Doctor  re- 
tired. Complete  medical  office  and  equipment  ready.  Community  sup- 
port negotiable.  County  hospital  12  miles,  supported  by  taxing  authori- 
ty. Contact  Chamber  ol  Commerce  and  Agriculture,  Munday,  Texas; 
telephone  817-422-4540. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  prob- 
lems. If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551,  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


WANTED:  PEDIATRICIAN,  West  Houston  area.  Telephone  number 
713  467-7400 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281 


Telephone  number  713  467-7400. 


FULL  TIME  OPPORTUNITIES  IN  RURAL  COMMUNITIES  close  to  large 
cities.  We  need  family  practitioners  now  to  move  to  several  locations. 
Minimum  first  year.  Assisted  move,  group  buying  on  supplies,  computer 
billing  system  available.  Call  Dr.  Gregg  now,  214  442-5449  (collect). 


PHYSICAL  MEDICINE  AND  REHABILITATION  RESIDENCY:  Dynamic, 
multi-institutional  university  program  in  Dallas;  comprehensive  cover- 
age of  all  aspects  of  ambulatory  and  inpatient  PM&R.  Contact  Demitri 
George,  MD,  Department  of  Physical  Medicine  and  Rehabilitation,  UT 
Health  Science  Center  at  Dallas,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235;  telephone  214-688-2288.  An  equal  opportunity  affirmative  action 
employer. 


EXCELLENT  OPPORTUNITY  FOR  family  practitioner,  general  surgeon, 
or  internist.  Small,  growing  community  50  miles  from  Austin  seeks 
physician  to  establish  practice.  Income  guarantee.  Clinic  space  avail- 
able near  hospital.  Opportunity  for  solo  or  group  practice.  Send  resume 
or  CV  to  Ad-210,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  FP  ASSOCIATE  in  well  established  FP  clinic,  fully  equipped, 
city  of  4500,  new  hospital  and  new  schools.  Luther  R.  Gohlke,  MD, 
PA,  P.O.  Box  37,  Ranger,  Texas  76470,  817  647-1182. 


BOARD  CERTIFIED  OR  ELIGIBLE  OB-GYN,  urologist,  internist,  psy- 
chiatrist, allergist,  family  practitioner  and  pediatrician  in  established 
multispecialty,  private  practice  setting  in  medium  sized  city  in  Central 
Texas.  Excellent  schools,  churches,  cultural  and  recreational  facilities. 
Openings  available  now.  Please  contact  Ad-219,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB-GYN,  HOUSTON,  TEXAS.  To  associate  with  well  established  prac- 
tice. $60,000  first  year.  Send  curriculum  vitae:  Dr.  Joe  Atlas,  8322  Gulf 
Freeway,  Houston,  Texas  77017;  713  643-2644. 


TREMENDOUS  PRACTICE  OPPORTUNITY  for  internal  medicine,  family 
practice/general  practice,  OB/GYN.  Let  New  Boston  General  Hospital 
set  you  up  a rewarding  practice  in  New  Boston,  Texas.  The  support 
we  will  provide  includes:  We  will  pay  your  personal  relocation  ex- 
pense; we  provide  tax  and  estate  planning;  we  will  arrange  guaran- 
teed income  and  rent-free  office  space  for  you  for  a specific  period 
of  time  to  allow  you  security  while  you  develop  your  practice;  we 
will  assist  you  in  setting  up  your  office;  we  will  introduce  you  to 
members  of  the  local  medical  community  and  our  hospital  staff;  we 
will  do  everything  necessary  to  help  you  set  up  practice.  For  more 
information  and  arranging  an  expense  paid  visit  for  you  and  your 
spouse,  please  phone  or  write:  Administrator,  New  Boston  General 
Hospital,  P.O.  Box  7,  New  Boston,  Texas  75570;  214  628-5531. 


BOARD  CERTIFIED  FAMILY  PRACTICE  MD  or  resident.  Large  practice. 
Professional  association.  Many  fringe  benefits  for  well-qualified  in- 
dividual. Located  between  Dallas/Fort  Worth.  Excellent  hospital  asso- 
ciation. Please  reply  to  Ad-222,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


NEAR  DALLAS — TERRELL  STATE  HOSPITAL  within  easy  commuting 
distance  of  Dallas.  Many  carpool,  others  live  in  or  around  Terrell, 
pop.  14,000,  located  approximately  30  minutes  from  downtown  Dallas. 
Texas  license  required,  psychiatry  board  eligible  or  board  certified, 
$49,300  plus  $1000  for  board  certification.  Personnel  Office,  Terrell  State 
Hospital,  P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452,  An  EEO/ 
affirmative  action  employer. 


FAMILY  PRACTITIONERS,  INTERNISTS,  AND  OBSTETRICIAN/GYNE- 
COLOGISTS wanted  for  rapidly  growing  multi-specialty  group  in 
Austin,  Texas.  The  group  provides  care  to  prepaid  and  fee-for-service 
patients.  Board  certification  and  some  practice  experience  preferred. 
Positions  are  available  immediately.  Call  Executive  Administrator  at 
512  452-2244  or  send  CV  to  Medical  Director,  Austin  Regional  Clinic, 
1301  West  38th  Street,  Suite  500,  Austin,  Texas  78705. 


YOUNG,  AGGRESSIVE  FAMILY  PRACTITIONER  to  practice  medicine 
with  three  MDs  in  clinic  located  in  community  of  approximately  4500 
about  45  miles  NW  of  Fort  Worth.  Office  space  and  two  treatment 
rooms  available.  Salary:  first  year,  $45,00-50,000  guaranteed;  second 
year,  a percentage  of  what  you  make.  Clinic  is  serviced  by  doctor- 
owned,  44-bed  hospital  which  is  equipped  with  CRNA  on  staff,  physical 
therapy,  radiology,  laboratory,  blood  bank,  and  fully  equipped  surgery. 
Please  reply  to  Ad-228,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FAMILY  PHYSICIAN— BE/BC—SE  TEXAS  NEAR  GULFCOAST.  Excellent 
recreational  area  combining  benefits  of  small  town  living  with  nearness 
of  large  metropolitan  areas.  Position  available  immediately;  relocation 
expenses  paid;  office  rent  for  6 months;  earnings  guarantee;  60  bed 
JCAH  acute  care  hospital.  Call  or  write  Administrator,  Medical  Center 
of  Winnie,  Winnie,  Texas  77665;  713  296-2131. 


WANTED:  FAMILY  PHYSICIAN  TO  JOIN  two  others  in  busy  department 
of  24-physician  multi-specialty  group.  Excellent  guaranteed  income 
with  incentive.  Shareholder  status  after  one  year.  Excellent  clinic 
facility  with  new  hospital  across  the  street.  Contact  Administrator, 
Angelo  Clinic  Association,  P.O.  Box  5961,  San  Angelo,  Texas  76902; 
915  658-1511. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $18.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Copy  deadline  is  the  5th  of  the  month 
preceding  publication.  Send  copy  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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WANTED:  INTERNIST-PULMONOLOGIST  TO  JOIN  growing  24-physician 
multi-specialty  group.  Excellent  guaranteed  income  with  incentive. 
Shareholder  status  alter  one  year.  Excellent  clinic  facility^  with  new 
hospital  across  the  street.  Contact  Administrator,  Angelo  Clinic  Asso- 
ciation, P.O.  Box  5961,  San  Angelo,  Texas  76902;  915  658-1511. 

EMERGENCY  PHYSICIAN  NEEDED  in  quiet  emergency  room.  Day  time 
only.  Salary  negotiable.  Call  817  699-3777  or  817  526-9576.  Write  Route  5, 
Box  241BB,  Killeen,  Texas  76541. 

WANTED:  BOARD  ELIGIBLE  PEDIATRICIAN  lor  hall  time  director  of  a 
multidiscipline  community  center,  The  Austin  Evaluation  Center,  for 
children  with  developmental  delays.  Preference  given  to  someone  with 
training  in  child  development  or  related  field.  Salary  $21,500.  Contact 
Elizabeth  Gentry,  MD,  317  Ridgewood  Road,  Austin,  Texas  78746.  Tele- 
phone 512  327-0874. 

EMERGENCY  MEDICINE/FAMILY  PRACTICE— Unique  opportunity  in 
private  emergency  care/iamily  care  clinic.  Dedication  to  high  quality 
care  including  the  psycho-social  aspects  of  medicine  mandatory. 
Salary,  benefits,  equity  position  negotiable.  Located  Houston.  Reply 
with  complete  CV  to  Aa-150,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

FAMILY  PRACTICE — 3 MD  group  need  help  in  private  clinic  adjacent 
to  72  bed  hospital  in  Central  Texas.  Guarantee  to  start  with,  partner- 
ship to  follow  if  mutually  satisfied.  Small  town  near  large  cities. 
Excellent  schools,  churches,  recreational  facilities  on  large  Fake  with 
evergrowing  population.  Equal  work/time  off  schedule.  Please  reply  to 
Ad-233,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

EL  CAMPO,  WHARTON  COUNTY:  (City  of  15,000;  area  of  70,000).  Op- 
portunity for  FP,  OB/GYN,  in  a solo  or  associate  practice  with  monthly 
guarantee  for  12  months,  office  rent  for  one  year  and  assistance  in 
office  help  salary.  New  professional  office  building  available  adjacent 
to  hospital.  Several  specialties  presently  represented  in  community. 
One  hospital,  60  beds,  onen  staff.  Located  in  southeast  coastal  area 
between  Houston  and  Victoria.  Economically  viable  growing  rural  com- 
munity; close  to  large  city,  but  have  the  advantage  of  country  living. 
Excellent  public  schools.  Private  Catholic  school.  Close  to  recreational 
areas,  i.e.,  Gulf  and  lakes,  excellent  hunting  and  fishing.  Principal 
community  income  from  agribusiness,  oil  and  gas.  Contact:  Gary  G. 
Kendrick,  Administrator,  Ef  Campo  Memorial  Hospital,  P.O.  Box  1568, 
El  Campo,  Texas  77437;  713  543-6251. 

EXCELLENT  OPPORTUNITY— FOR  LEASE,  large  clinic,  completely 
equipped.  Established  practice.  Location,  Palacios,  Texas  on  Matagorda 
Bay;  population  approximately  5,000;  highway  between  Houston  and 
Corpus  Christi;  modern  hospital.  Reason  for  leaving:  Dr.  James  C. 
Howard,  deceased.  Contact  Guadalupe  M.  Howard,  Administrator  of 
the  Estate,  P.O.  Box  820,  Palacios,  Texas  77465,  clinic  phone  512  972- 
2521;  home  phone  512  972-3280. 

ORTHOPEDIC  SURGEON— IMMEDIATE  OPENING  for  an  orthopedic 
surgeon,  board  eligible  or  certified  to  join  a two-man  group  practice 
in  North  Dallas.  Salary  and  fringe  benefits  commensurate  with  creden- 
tials and  experience.  Excellent  opportunity.  If  interested,  please  con- 
tact immediately.  Send  curriculum  vitae  to  Philip  E.  Rosen,  MD,  3800 
W.  15th  Street,  Suite  111,  Plano,  Texas  75075;  or  call  collect  214  867- 
1811.  

WANTED:  GENERAL  INTERNIST  OR  GASTROENTEROLOGIST  AND 
ORTHOPEDIC  SURGEON— Position  available  with  13-doctor  multi- 
specialty group  located  in  the  Medical  City  Dallas  complex  in  North 
Dallas,  located  within  a 15  minute  drive  of  all  physicians'  residences 
in  Dallas.  All  benefits  paid  for  by  the  group,  afternoon  off,  rotating 
call  schedule.  Send  curriculum  vitae  to  Jack  Spence,  Administrator, 
7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214  66 1 - 
7707. 


SPENCO  AEROBIC  CLUB,  perhaps  the  finest  athletic  facilitiy  in  the 
United  States,  has  space  for  private  practicing  psysician  with  interest 
in  general  practice  sports  medicine  and  stress  testing.  Tremendous 
opportunity  for  first  class  financial  and  family  style  life.  Financing  of 
equipment,  etc.  no  problem.  Research  capabilities  in  sports  medicine 
unlimited.  Please  reply  to  W.  R.  Spence,  MD,  P.O.  Box  8113,  Waco, 
Texas  76710. 

WANTED:  FAMILY  PRACTITIONER,  INTERNIST,  ORTHOPEDIST  to  join 
multispecialty  group  in  West  Texas.  Excellent  benefit  package,  good, 
friendly  community  with  excellent  school  system,  prosperous  economy. 
Contact  Jack  Valenzuela,  Administrator,  P.O.  Box  1987,  Andrews,  Texas 
79714,  915  523-5643. 

NORTH  DALLAS:  FAMILY  PHYSICIAN  wanted  for  busy  practice  in 
thriving  North  Dallas.  Available  immediately.  Must  be  board  certified/ 
eligible  in  family  practice.  Guarantee  plus  percentage.  No  OB^  No 
investment.  Excellent  call.  Contact  Gabriel  Fried,  MD,  ABFP , 15111 
Preston  Road,  Suite  103,  Dallas,  Texas  75248;  214  387-0155. 

CARDIOLOGIST.  Must  be  fellowship  trained.  Opportunity  to  associate 
with  young  North  Texas  area  cardiologist  in  busy  practice  of  all 
phases  of  diagnostic  cardiology  beginning  July  1982.  Income  guaran- 
tee. Send  CV  including  references  to  Ad-238,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  PHYSICIAN— FORT  WORTH:  Experienced,  career-oriented 
physician  needed  to  complement  existing  group  in  large  hospital  ED. 
Compensation  attractive  with  numerous  benefits.  Position  available 
now.  Contact  Director  ED,  St.  Joseph  Hospital,  1401  S.  Main,  Fort 
Worth,  Texas  76104  or  call  817  336-9371,  etx.  6670. 

ESTABLISHED  DEPARTMENT  OF  FAMILY  MEDICINE  at  The  University 
of  Texas  Medical  Branch  in  Galveston,  Texas  invites  applications  for 
Director  of  Residency  Training  in  newly  developed  satellite  program 
•at  Port  Arthur,  Texas.  Duties  depending  on  experience  and  interest 
include  teaching,  patient  care,  administration  and  research.  Rank  and 
salary  commensurate  with  qualifications.  Curriculum  vitae  and  three 
references  are  required.  Please  send  to:  Mr.  Dale  A.  Smith,  Assistant 
Administrator,  Ancillary  Services,  St.  Marv  Hospital,  3600  Gates  Boule- 
vard, Port  Arthur,  Texas  77640;  equal  employment  opportunity  (M/F/H) 
affirmative  action  employer. 

NEEDED:  GP,  ENT,  RADIOLOGIST,  INTERNIST,  OB,  GYN  interested  in 
locating  in  Texas  Coastal  Bend.  New  medical  office  buildings  under 
construction  on  Taft,  Texas  hospital  grounds.  80  bed  hospital,  approxi- 
mately 75,000  county  population  and  growing.  For  info  call  Jim  Nielsen, 
512  528-3087  or  write  120  Green  Avenue,  Tatt,  Texas  78390. 


SUPERINTENDENT — Phvsician  needed  for  100-bed  acute  and  chronic 
care  state  facility.  JCA"H  accredited  and  to  expand  services  to  a wide 
area  of  South  Texas.  Responsible  for  staff  of  200  plus  employees.  Op- 
portunity for  practice  within  specialty.  Time  to  enjoy  the  eternal  sum- 
mer ana  only  30  minutes  from  Mexico.  Excellent  salary,  benefits — paid 
malpractice,  retirement,  housing  and  dislocation,  Board  certified.  Send 
CV  to  Charles  L.  Hill,  Director,  Hospital  Care  Division,  Texas  State 
Department  of  Health,  1100  West  49th  Street,  Austin,  Texas  78756. 


"YOUNGER''  DOC  SAYS  "NO!"  ...  to  early  retirement.  Our  senior 
physician  refuses  to  completely  step  aside,  so  we  have  two  openings 
for  3/4-time  work  at  full  salary  plus  incentives.  Excellent  suburb, 
10  minutes  home-to-hospital,  10  minutes  to  lake,  25  minutes  to  down- 
town Houston/Baylor  Med/UT  Med.  Hospital  expanding  to  250  beds, 
all  specialties.  Affluent,  educated  patients,  active  community.  Special- 
ized nurses,  physician  assistant,  custom-built  office.  Seeking  two 
graduates  FP  or  GP — personality  a must — to  join  busy  family/industrial 
medicine  clinic.  Full  pay  vacation,  education  leave,  benefits. — for  only 
%-time  work,  start  Jan-July  1982.  Resume/CV  to  The  Health  Enhance- 
ment Center,  P.O.  Box  60140,  Houston,  Texas  77205. 


TEXAS  NEEDS  DOCTORS.  Numerous  cities  throughout  the  state  in 
need  of  family  physicians,  OB/GYNs,  internists,  pediatricians,  urologist 
and  orthopedic  surgeons.  Family  physicians,  pediatrician  and  ENT 
needed  in  Dallas  and  Houston.  Group  and  solo  opportunities  with 
good  coverage  and  rotation  of  weekends.  Each  town  within  an  hour 
From  a city  with  100,000+  population.  Pleasant  climate  with  excellent 
recreational  facilities.  Physicians  in  each  town  will  give  you  referrals 
because  they're  too  busy.  Guarantees  and  other  perks  available.  No 
fee.  Contact  the  Texas  Doctors  Group,  Box  177,  Austin,  Texas  78767; 
telephone  512  476-7129. 


OB-GYN  to  join  established  group  practice.  Reply  to  Ad-239,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE/INTERNSHIP/ORTHOPEDICS.  University  trained, 
board  eligible  or  certified,  wanted  to  join  a well  established  group  in 
South  Texas,  immediate  openings  due  to  forced  retirement  (health). 
Community  of  35,000+,  located  45  miles  from  metropolitan  area,  ex- 
cellent climate,  hunting,  fishing,  etc.  Financials  and  benefits  commen- 
surate with  qualifications  and  experience.  Send  CV  with  references  to 
Ad-240,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OBSTETRICIAN/GYNECOLOGIST.  University  trained,  board  eligible  pr 
certified,  wanted  to  join  a growing  practice  in  South  Texas,  situated  in 
an  attractive  new  women's  clinic.  Community  of  35,000+  located  45 
miles  from  metropolitan  area,  excellent  climate,  hunting,  fishing,  etc. 
Salary  and  benefits  commensurate  with  qualifications  and  experience. 
Send  CV  with  references  to  Ad-241,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  PHYSICIAN  to  join  the  staff  of  eight  providing 
general  care  for  1,200  mentally  retarded  clients.  Small  town  environ- 
ment with  no  traffic  problems.  Good  schools  and  well-equipped  hos- 
pital. Salary  of  $47,000  plus  liberal  fringe  benefits,  including  state 
retirement,  health  coverage,  vacation  after  six  months,  sick  leave  and 
fifteen  holidays.  Texas  license.  Contact  Personnel  Officer,  Mexia  State 
School,  P.O.  Box  1132,  Mexia,  Texas  76667.  Telephone  817  562-2821.  An 
equal  opportunity/affirmative  action  employer  and  does  not  discrimi- 
nate against  the  handicapped. 


PSYCHIATRIST  FOR  STATE  SCHOOL  for  the  mentally  retarded.  Salary 
of  $49, 000-plus  and  liberal  fringe  benefits,  including  state  retirement, 
health  coverage,  vacation  after  six  months,  sick  leave  and  fifteen  State 
holidays.  Small  town  environment  with  no  traffic  problems.  Good 
schools  and  hospital.  Texas  license  required.  Contact  Personnel  Offi- 
cer,  Mexia  State  School,  P.O.  Box  1132,  Mexia,  Texas  76667.  Telephone 
817  562-2821.  An  equal  opportunity/affirmative  action  employer  and 
does  not  discriminate  against  the  handicapped. 


EAST  TEXAS  STATE  UNIVERSITY/HEAD  STUDENT  HEALTH  SERVICES. 
Excellent  location  55  miles  from  Dallas.  University  enrollment  of  ap- 
proximately 8,000 — located  in  Commerce,  a city  of  7,500.  The  University 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  University  related  health  duties.  Ideal  opportunity  for  the 
starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  communica- 
tion skills,  and  be  able  to  function  as  an  administrator.  References 
required.  Contact  Ron  Robinson,  Executive  Director/Division  of  Student 
Affairs,  ETSU,  Commerce,  Texas  75428;  214  886-5083. 


PHYSICIAN— FULL  TIME,  wanted  for  new  smoking  cessation  clinic  to 
be  located  in  Houston,  Texas.  Excellent  opportunity  for  retired  or  semi- 
retired  doctor.  Light  work  schedule,  good  hours,  excellent  salary  and 
benefits.  Must  have  Texas  license  and  good  credentials.  Send  resume 
to  P.O.  Box  5487,  Pasadena,  Texas  77505. 


FAMILY  PHYSICIAN  NEEDED  to  work  at  my  clinic  and  live  in  Houston 
to  provide  comprehensive  medical  services  for  family  members  on  con- 
tinuing basis.  Physician  must  have  obstetric  experience  and  do 
OB/Gyn,  as  well  as  pediatrics.  Physician  will  examine  patients,  elicit 
and  record  info  about  their  health;  order  or  execute  various  tests  and 
x-rays  on  patients'  condition;  analyze,  report  and  diagnose  condition; 
administer  treatment  and  medication;  vaccinate  patients  to  immunize 
against  communicative  disease;  refer  patients  to  specialists  when 
necessary.  Must  have  Texas  medical  license.  Salary  $45,000  per  year; 
40  hours  per  week.  Apply  at  the  Texas  Employment  Commission  or 
send  resume  to  Texas  Employment  Commission,  Box  1390,  Houston, 
Texas  77001  (J  O.  #2022982).  Ad  paid  by  equal  opportunity  employer. 


ANESTHESIOLOGIST— to  join  well  established  multispecialty  group 
with  super  clinic  and  hospital  facilities.  Excellent  guarantee  and  early 
associateship.  Board  certified/eligible  Send  CV  to  Ad-242,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  PHYSICIAN  WANTED— 1 1-man  clinic  associated  with  JCAH 
new  hospital.  Full  clinic  association  with  good  retirement.  Splendid 
location  near  large  lake,  good  golf  course,  fine  hunting  and  located 
in  Central  Texas  near  Waco  and  less  than  two  hours  from  Dallas/Fort 
Worth  and  Austin.  Salary  at  first  with  suggestion  for  partnership  early. 
Contact  V D Goodall,  MD,  Clifton  Medical  and  Surgical  Clime,  PA, 
201  South  Avenue  T,  Clifton,  Texas  76634;  telephone  817  675-8621  or 
675-3113. 


FAMILY  PRACTICE  INDUSTRIAL  MEDICINE  ASSOCIATE  NEEDED: 
Minor  emergency  clinic,  Fort  Worth,  Texas.  Choice  of  negotiable  salary 
or  fee  for  services.  Please  send  curriculum  vitae  to  Ad-244,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FAMILY  PRACTITIONER.  Practice  general  medicine,  perform  minor 
surgery,  pediatric  and  geriatric  care  with  emergency  room  and  acute 
medicine  work  as  needed.  Experience  in  cardiopulmonary  resuscitation 
certification.  Provide  prenatal  care  to  pregnant  women,  deliver  babies, 
order  and  execute  various  tests  to  provide  information  on  patient  care. 
Promote  health  by  advising  patients  concerning  the  diet,  hygiene  and 
methods  of  prevention.  40  hrs/wk;  $4, 000/mo.;  MD  in  medicine;  one  year 
experience.  Apply  at  Texas  Employment  Commission,  Houston,  Texas 
or  send  resume  to  Texas  Employment  Commission,  P.O.  Box  1300, 
Houston,  Texas  77001.  Job  Order  #2930153.  Ad  paid  for  by  an  equal 
opportunity  employer. 


WANTED:  DIAGNOSTIC  RADIOLOGIST— board  certified/eligible.  Full 
time  opening  to  practice  near  Padre  Island,  Texas  and  Mexico.  Angi- 
ography, special  procedures,  CAT,  ultrasound  and  nuclear  medicine 
required.  Better  than  competitive  income  with  early  full  partnership. 
Send  CV  to  Ken  W.  Fesler,  MD,  155  Candlewick,  Brownsville,  Texas 
78520. 


EMERGENCY  PHYSICIAN,  HOUSTON.  Immediate  opening  at  communi- 
ty hospital.  Excellent  back-up.  Good  patient  mix.  Congenial  group. 
Fee-for-service  with  guarantee.  Residency  or  experience  required. 
Send  CV  and  phone  number  to:  Ad-246,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PRIME  POSITIONS  AND  PRIME  PRACTICE  LOCATIONS  now  available 
throughout  Texas  for  physicians  in  the  following  specialties:  OB/GYN, 
ENT,  internal  medicine,  urology,  orthopedic  surgery,  radiology,  anes- 
thesiology, pediatrics  and  family  practice.  These  practice  locations  are 
situated  in  medium  sized  towns.  Most  offer  salary  guarantee  and  free 
office  rent  the  first  year.  For  further  information,  contact  Denise 
Michaels,  Director  of  Professional  Relations,  The  Methodist  Hospital 
Health  Care  System,  6560  Fannin  Street,  Suite  1824,  Houston,  Texas 
77030;  713  790-6372. 


RELOCATE  TO  BEAUTIFUL  EAST  TEXAS.  Town  of  30,000  conveniently 
located  to  metropolitan  areas.  Present  opening  for  general  physician, 
pediatrician,  internist  or  psychiatrist  in  a residential  care  facility  for 
mentally  retarded.  Salary  $45,000  to  $55,000,  depending  upon  qualifica- 
tions. Texas  license  or  reciprocity  required.  Contact  Personnel  Director, 
Lufkin  State  School,  P.O.  Box  1648,  Lufkin,  Texas  75901;  713  634- 
3353.  An  equal  opportunity,  affirmative  action  employer. 


OBSTETRICIAN-GYNECOLOGIST  needed  for  a thriving  14  doctor  multi- 
specialty private  group  in  rural  setting  75  miles  from  both  Houston  and 
Austin.  Competitive  compensation  package  includes  salary  plus  in- 
centive and  comprehensive  fringe  benefit  program.  Respond  with  CV 
to  Ad-245,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


FAMILY  PRACTITIONER  for  eight  member  multi-specialty  group.  Lo- 
cated in  San  Benito,  Texas.  Near  Mexico,  South  Padre  Island  beach, 
several  colleges  and  a major  medical  center.  Salary  negotiable  first 
year.  Partnership  second  year  if  mutually  desirable.  Excellent  benefits. 
Contact  San  Benito  Medical  Associates,  P.O.  Drawer  642,  San  Benito, 
Texas  78586;  512  399-2443. 


RADIOLOGIST— EXPERIENCED  IN  ULTRASOUND  AND  CT  needed  for 
medical  school,  county  hospital  complex.  Interesting  and  challenging 
work.  Good  salary  and  benefits.  Enjoy  the  warmth  and  sunshine  of 
the  Southwest  in  a pleasant  community.  Contact  Lloyd  K.  Mark,  MD, 
Department  of  Radiology,  Texas  Tech  University  Regional  Academic 
Health  Center,  4800  Alberta  Street,  El  Paso,  Texas  7S905,  EOE. 


RADIOLOGIST,  45,  BOARD  CERTIFIED.  Wish  to  relocate  in  smaller 
town.  General  diagnosis,  ultrasound  and  nuclear  medicine.  Contact 
226  Blue  Castle,  Houston,  Texas  77015;  713  455-1577  or  713  455-5492. 


TWO  BOARD  ELIGIBLE  OB/GYN  GRADUATING  from  training  at  Level 
III  institutions.  Interested  in  establishing  association  or  partnership 
with  solo  practitioner,  group  or  HMO.  Desires  Dallas'-Fort  Worth,  Hous- 
ton, or  San  Antonio  area.  Will  forward  CVs  per  request.  Home  313 
373-6014;  hospital  313  857-7200. 


GENERAL  SURGEON  willing  to  do  general  practice  wishes  to  relocate 
in  a small  to  medium  size  town.  Interested  in  gyne  and  orthopedic 
surgery.  Prefer  solo  but  will  consider  all  offers.  Texas  license  and 
available  immediately.  Please  send  all  replies  and  inquiries  to  2045 
Walnut  Street,  Colorado  City,  Texas  79512. 


ER  PHYSICIAN,  8 year's  experience,  including  directorship,  with 
scheduling,  management,  audits,  quality  assurance,  education.  ACLS, 
ATLS.  Interested  in  Directorship  or  ER  contract  only.  Ad-214,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FP/ER  PHYSICIAN  SEEKS  part-time  position  two  days  per  week  as 
nursing  home  medical  director  or  with  group  providing  ER  coverage 
in  small  hospital  setting.  Dallas-Fort  Worth  area.  Reply  to  Ad-243, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701  or  call 
214  341-4985  after  8 p.m. 


FAMILY  PRACTITIONER — Board  certified,  20  years  experience  including 
emergency  medicine  (ACEP  member),  bilingual.  Seeking  full  or  part- 
time  position.  Prefer  Metroplex  area  or  vicinity,  available  immediately. 
Please  reply  to  Ad-249,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


MEDICAL  STUDENT  in  third  year.  North  American  studying  in  Mexico 
seeks  guidance  and  financial  support  until  she  obtains  her  license  in 
US.  In  exchange  for  each  year  of  support,  she  agrees  to  serve  for  a 
year  in  sponsor  organization.  Advertiser  speaks  Spanish,  German, 
Polish,  Italian,  and  other  related  languages  besides  Enqlish.  Contact 
Ad-250,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  NEUROSURGEON  SEEKING  PRACTICE  opportunity 
in  Texas  as  of  December  1982.  Interested  individuals  should  write  the 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  SPACE  for  lease  across  the  street  from  Plano  Gen- 
eral Hospital.  Lease  and  cost  negotiable.  Howard  S.  Cohen,  DDS,  214- 


PARK  S f.  DAVID  PROFESSIONAL  BUILDING — Austin's  newest  and  finest 
medical  office  building  has  space  immediately  available.  Adjacent  to 
St.  David's  Community  Hospital,  Austin's  fastest  growing  major  hos- 
pital, Park  St.  David  represents  the  epitome  of  convenience  and  quality 
for  the  practicing  physicians  and  staff.  Call  Ted  Lawson  collect  at  512 
472-8760  or  write  to  800  E.  30th,  Suite  106,  Austin,  Texas  78705. 


PRACTICE  FOR  SALE:  Hematology-oncology  or  internist  practice,  lo- 
cated next  to  a hospital  with  trained  secretary-nurse.  Buy  equipment, 
rent  office,  furniture,  walk  in,  take  over.  Contact  512  541-1537. 


FAMILY  PRACTICE  OPPORTUNITY,  TEXAS  HILL  COUNTRY.  29  year 
old  board  certified  family  physician  seeks  associate  in  rapidly  expand- 
ing Hill  Country  resort;  3500  population;  30,000  service  area.  Unequaled 
water  sports,  golf,  tennis.  45  minutes  Austin;  UA  hours  San  Antonio. 
Contact  Ad-248,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DALLAS  AREA:  Full-time  practice  opportunities.  Needed  are  four  family 
practitioners,  one  anesthesiologist,  one  OB/Gyn,  one  pediatrician,  four 
practitioners  in  physical  and  rehabilitative  medicine  including  a direc- 
tor. Statewide:  Various  rural  opportunities  for  FP/GP  as  well  as  full 
and  part-time  ER  opportunities.  Call  Kathryn  Snyder  (collect)  214- 
442-5446. 


PSYCHIATRIST  NEEDED  TO  WORK  AT  WICHITA  FALLS  STATE  HOS- 
PITAL in  Wichita  Falls,  Texas  as  medical  director  of  adult  psychiatric 
unit.  Responsible  for  planning,  administering  and  supervising  psy- 
chiatric program  for  60-bed  ward.  Must  also  perform  individualized 
professional  treatment  to  mentally  ill  persons  on  unit  which  mav  in- 
clude diagnosis,  evaluation,  individual  and  group  therapy,  prescribing 
drugs,  etc.  Supervise  and  provide  in-service  training  for  professional 
staff  on  unit.  Must  have  Texas  medical  license  and  be  board  certified 
or  board  eligible  in  psychiatry.  Must  have  ability  to  converse  in  Eng- 
lish language.  Salarv  $49,300  per  year;  40  hours  per  week.  Apply  at 
the  Texas  Employment  Commission  or  send  resume  to  Texas  Employ- 
ment Commission,  1101  Eleventh  Street,  Wichita  Falls,  Texas  76307 
(J.O.  #2930139).  Ad  paid  by  equal  opportunity  employer. 


Situations  Wanted 


SUNBELT  PHYSICIAN  PLACEMENT  SERVICE — Professional  recruiting. 
(We  never  require  deposit,  retainer  or  exclusion.)  Full  information  to 
physicians  and  health  care  administrators.  Please  direct  request  to 
Glenn  E.  Davis,  MD,  Director,  Sunbelt  Physician  Placement  Service 
5500  N.  Braeswood,  No.  177,  Houston,  Texas  77096;  713-729-6068. 


INTERNIST-CARDIOLOGIST — 32,  university  trained,  skilled  in  non- 
invasive  procedures  seeking  private  practice  opportunity  immediately. 
Will  consider  all  sizes  of  community.  Financial  arrangements  nego- 
tiable. Contact  Narain  Mangla,  MD,  16  Greenwood  Estates,  Monticello, 
New  York  12701;  phone  914  794-0321. 


ALLERGY— Finishing  fellowship  June  1982.  Available  after  that  time. 
Board  certified  ABIM.  Predominately  allergy  trained  in  adult  and  older 
children  s care.  All  practice  situations  and  locations  considered  in 
Texas.  William  R.  McKenna,  MD,  3891  Daffodil  Cove,  Memphis,  Tennes- 
see 38128. 


RADIOLOGIST,  ABR,  ABNM,  SEEKS  RELOCATION,  preferably  in  Texas, 
especially  in  D/FW  area.  Will  send  curriculum  vitae  on  request.  Please 
reply  to  Ad-232,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DEL  RIO,  TEXAS — FOR  SALE  OR  RENT:  100  square  feet  furnished  and 
equipped  office  space  suitable  for  family  practitioner  or  for  specialist. 
X-ray  facilities,  laboratory,  four  examining  rooms,  patient  waiting  room 
and  business  office.  Air  conditioned,  ample  parking  space.  For  in- 
formation call  512  775-3555  or  512  775-9221. 


FOR  SALE  IN  TEXAS  HILL  COUNTRY — Fine,  active,  well-established 
general  surgery  practice  of  suddenly  deceased  physician.  Business  and 
medical  equipment.  Excellent  office  space  available.  Two  treatment 
rooms;  adjacent  to  hospital.  All  specialties  represented  in  community. 
Call  512  896-2942. 


FOR  SALE— PRODUCING  OIL  AND  GAS  WELLS— 935  acres— beautiful 
Central  Texas  ranch.  Good  grass,  large  trees,  cultivation,  paved  road 
frontage.  Lakefront,  beautiful  lake  views,  abundance  of  wildlife.  Ex- 
cellent terms.  Billie  Sue  Palmer,  Broker,  Route  5,  Box  202A,  Brownwood, 
Texas  76801;  telephone  915  784-5034. 


DALLAS  AREA  OFFICE  SPACE  AVAILABI  E — Josey  Medical  Plaza,  Car- 
rollton, Texas.  Immediate  occupancy.  New,  fully  equipped  OB/GYN 
office  with  four  exam  rooms,  consultation  room,  lab  area,  furnished 
waiting  room;  suitable  for  most  specialties.  Approximately  1,125  sa.  ft. 
Accessible  to  area  hospitals.  For  further  information  contact  North 
Dallas  OB/GYN  Associates,  7777  Forest  Lane,  Suite  315,  Dallas,  Texas 
75230;  214  661-4500. 


FOR  SALE — Houston-based  company  engaged  in  health  screening. 
Located  in  medical  building  with  three  year  lease.  Among  assets: 
x-ray  300  MA  and  processor,  spirometer  Ohio  822,  tonometer,  also 
mobile  x-ray  with  Tracor  sound  booth  and  audiometer.  Assets  and  good 
will  reasonably  priced.  Ideal  for  MD  willing  expand  industrial  on-site 
testing,  a nascent  business  of  potential.  Present  management  will  pro- 
vide marketing  and  admin  expertise  All  answers  to  John  Ziade,  4463 
Brandemere  Way,  Houston,  Texas  77066;  phone  713  893-3179  and/or 
440-9435. 


OTOLARYNGOLOGY — Very  well  established  Texas  practice  for  sale. 
Houston.  Family  oriented.  Near  hospital  facilities.  Two  treatment  rooms. 
Excellent  opportunity  for  expansion.  Doctor  retiring.  Contact  B&PA, 
9896  Bissonnet/Two  #340,  Houston,  Texas  77036  or  713  771-5011. 
(TM353) . 


EXCELLENT  SOLO  FAMILY  PRACTICE  FOR  SALE  in  fast  growing,  up- 
per middle  class  area  of  El  Paso.  $9000  per  month  net  income,  along 
with  attractive  housing  and  living  cost  make  opportunity  outstanding. 
Good  schools,  all  year  outdoor  recreation,  mountains,  National  Parks, 
lots  of  sunshine.  Purchase  practice  with  x-ray,  furniture  and  equip- 
ment as  desired.  Practice  located  in  attractive  small  medical  center, 
in  free  standing  building  of  approximately  1800  square  feet  with  good 
long  term  lease.  Building  contains  six  examining  rooms,  and  easily 
accommodates  second  physician.  Minimum  blue  sky  price  and  em- 
ployees love  work.  Relocating  to  join  husband.  Attractive  terms.  Reply 
at  Ad-247,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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INTERNAL  MEDICINE — Very  line  Texas  practice  for  sale.  Well  estab- 
lished. Located  in  satellite  community  of  rapidly  growing  Houston. 
Three  treatment  rooms.  Excellent  equipment.  Outstanding  opportunity. 
Contact  B&PA,  9896  Bissonnet/Two  #340,  Houston,  Texas  77036  or  713 
771-5011.  (TM357) 


1929  MERCEDES  BENZ  "SSK"  REPLICA.  As  displayed  at  all  major  air- 
ports for  sale.  One  built  with  VW  components  and  other  with  Ford 
components.  Take  custom  orders.  For  more  information  or  demonstra- 
tion call  817  294-7839  evenings. 


We  provide  — 
critical  care 
tor  your  career. 


OFFICE  SPACE  FOR  RENT:  Desire  genera!  or  family  practitioner  to 
share  busy  San  Antonio  mall  office  space  with  general  dentist.  Call 
512  922-7332  for  information. 


Business  and  Financial  Services 


PROFESSIONAL  MONEY  MANAGEMENT— Conservative  program  in- 
volving diversification  in  28  different  commodities.  Consistent  annual 
appreciation  rates  exceeding  100%  have  been  achieved  from  the 
disciplined  application  of  a proven,  time-tested,  computer  developed 
system.  Diversification  requirements  necessitate  $100,000  minimum. 
Descriptive  brochure,  opportunity  to  monitor  system  and  performance 
records  available.  Over  $5  million  under  management.  Reply  to 
Ad-981,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TAX  ATTORNEY  & PENSION  PLAN  SPECIALIST— Former  IRS  pension 
plan  specialist  and  revenue  agent.  Pension  and  profit  sharing  plan 
annual  administration  including  initial  IRS  qualification,  annual  filings, 
actuarial,  certification  and  employee  statements  of  participation.  No 
insurance  required.  Federal  practice  only.  References  upon  request. 
Jacob  Wachstock,  PC,  299  Broadway,  New  York,  New  York;  212  349- 
2248. 


You  provide  the  critical  care  tor 
patients.  We  provide  the  critical 
care  for  you  -and  your  career. 

So  it  your  career  isn't  as  healthy 
as  you'd  like,  call  the  emergency 
physician  placement  specialists  at 
MEDSECO.  Then,  with  critical 
care,  we'll  match  your  special  needs 
with  someone  else's  special 
wants  — just  as  we  have  for  scores  of 
physicians  before  you. 

For  more  information  about  our 
critical  care  and  how  it  can  benefit 


PROFESSIONAL  BUSINESS  LOANS:  Minimum  $500.  Take  tax  advantage 
of  sale/lease  back,  your  equipment  bought  at  present  replacement 
value  and  leased  back  to  you.  Also  new  equipment  lease.  In  addition, 
loans  lor  expansion,  investments,  vacations,  etc.  Contact  John  Fields, 
P.O.  Box  198,  Keene,  Texas  76059;  phone  817  645-8491. 


your  career,  call  us  in 
confidence  — without  cost,  without 
obligation. 


Miscellaneous 

ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 

DOCTOR,  SHOULD  YOU  INCORPORATE?  Write  for  information  which 
is  designed  to  assist  you  in  preparing  and  filing  corporate  documents 
for  professional  associations,  pension  plans  and  profit-sharing  plans. 
Contact  law  offices  of  G.  Wellington  Smith,  Box  177,  Austin,  Texas 
78767;  telephone  512  476-7163. 


INA  HEALTHPLAN  OF  TEXAS,  INC. 

INA  Healthplan  of  Texas,  Inc.,  is  a prepaid  health  plan 
designed  to  serve  residents  of  the  greater  Dallas  area.  Its 
physician  provider  group,  North  Central  Texas  Indepen- 
dent Practice  Association,  P.A.  (NCTIPA),  has  positions 
available  for  primary’  care  internists,  pediatricians, 
gynecologists,  and  general  surgeons. 

INA  Healthplan  of  Texas  is  a subsidiary'  of  INA  Corpo- 
ration, which  currently  operates  successful  prepaid 
health  plans  in  Arizona,  California,  Florida,  and  Washing- 
ton, and  which  has  become  established  as  an  innovative 
leader  in  the  health  care  field. 

Physicians  will  enjoy  a stimulating  clinical  practice  in 
outstanding  facilities,  free  of  the  business  aspects  of  of- 
fice management;  excellent  salary  and  fringe  benefits; 
plus  all  the  advantages  of  living  in  “Big  D,”  one  of  the 
most  progressive  and  rapidly  growing  cities  in  the  Sun 
Belt! 

For  further  information,  please  respond  with  C.V.  to; 
Richard  M.  Cooper,  M.D. 

Medical  Director 

INA  Healthplan  of  Texas,  Inc. 

P.O.  Box  401828 
Dallas,  Texas  75240 


M 

W 


Medical  Search  Consultants,  Inc. 

333  North  Belt 
P O Box  4448 
Houston,  Texas  77210 
(800)  231-0224 
(713)  999-6800  in  Texas 


/MEDSECO 


Cut  energy. 
Save  money. 

The  Alliance  to  Save  Energy 
offers  you  a free  brochure 
which  can  help  you  save  hun- 
dreds gf  dollars  a year.  Send 
for  this  brochure  today.  Mail 
the  coupon. 


M THE  ALLIANCE  TO 
SAVE  ENERGY 

Box  57200,  Washington,  D.C.  20037 

Please  send  me  your  energy-saving, 
money-saving  brochure. 

NAME 


ADDRESS 


CITY 


STATE 


ZIP 


m A public  service  message  from  this 
cSuicfl  magazine  and  the  Advertising  Council 
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LUNG  ASSOCIATION 


AMERICAN 


Merry  Christmas  i 


© 1933  Curtis  Publishing  Company 


This  Christmas, 

Seal  it  with  love. 

• !r  ’ V ■•V-..1 '\"K  ^ • v • ■ • • 

They’re  as  traditional  as  Norman  Rockwell 

himself,  these  Christmas  Seals.' They’re  a 

cheerful  sign  of  love.  Visible  proof  that  you 

care  — on  holiday  cards  and  letters  you 
. : 
give  or  get. 

° ° ; . 


Christmas  Seal  proceeds  fund  the  fight  against 
lung  cancer,  asthma,  emphysema  and 
200  other  disabling  lung  diseases.  So  they’re 
a lot  more  than  a lick  and  promise.  They're 
help.  And  hope.  For  over  47  million  sufferers. 

Be  sure  you  Seal  every  piece  of  holiday  mail 
this  year.  Besides  being  a Christmas  tradition, 
it’s  a matter  of  life.,  .and  breath American 
Lung  Association.  The  Christmas  Seal  People® 
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Leo  N.  Levi  National  Arthritis  Hospital 

Dedicated  to  the  Treatment  of  Arthritis  and  Related  Disease 


Fred  Robertson,  M.D. 

Medical  Director 
Diplomate , American  Board 
of  Interned  Medicine 
Subspecialty  of  Rheumatology 


For  Information  Call:  (501)  624-1281 
Or  Write:  P.O.  Box  850 
Hot  Springs,  Arkansas  71901 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  Corsicana 


ALLERGY  & ASTHMA 

Joseph  f.  McNally,  jr..  m.d.,  d.a.b.p.,  d.a.b.a.i 

ANESTHESIOLOGY 

LARRY  R.  STEVENER,  M.D.,  F.A.C.A.* 

DERMATOLOGY  & SKIN  CANCER 

JOSEPH  M.  GLICKSMAN,  M.D,,  F.A.A.D.* 

J.D  SMITH,  M.D.,  F.A.A.D.* 

FAMILY  PRACTICE 
ENNIS,  TEXAS 

W.B.  KINZIE,  M D,  D A B FP 
BILL  R.  LEE,  M.D.,  D.A.B.FP. 

DALE  R.  LUCUS,  M.D,,  D.A.B.F.P 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

ROSS  B REAGAN,  M.D  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D.* 

JACK  B.  BANKHEAD,  M.D.* 

GARY  R,  HART,  M.D  * 

OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F A C.O.G.* 

NEAL  GREEN,  M.D.,  F.A.C.O.G.* 


OPHTHALMOLOGY 

ROBERT  D MERTZ,  M.D  , F.A.A.O.* 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.* 

HALSEY  M.  SETTLE  III,  M D.* 

ORTHOPAEDIC  SURGERY 

JAMES  A.  DOTSON,  M.D  * 

JAMES  F.  FAHEY,  JR.,  M.D.* 

ORTHOPAEDICS  & HAND  SURGERY 

JAMES  F.  FAHEY,  JR.,  M.D. 

OTOLARYNGOLOGY— HEAD  AND  NECK  SURGERY 

S.  ROBERT  LEMAY,  JR.,  M.D  , FA  A O. -HNS,  F.A.C.S.* 

PATHOLOGY 

MARY  G.  BANKHEAD,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D  , F.A.A.P.* 

JAMES  E.  SPEIER,  M D , F.A.A.P* 

MASON  P.  GILFOIL,  M.D  F.A.A.P.* 

THORACIC  SURGERY 

ROSS  B REAGAN,  M.D  , F.A.C.S.* 

UROLOGY 

ALEXANDER  B.  DOUGLASS,  M.D  * 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 

ASSOCIATE  DIRECTOR 

CHARLES  E ALLBRITTON,  M.G.M.A 
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CONTINUING  EDUCATION  DIRECTORY 


tSTABLISHING  YOURSELF  IN  PRACTICE 

Are  you  a resident  physician  who  has  completed  at  least  one  year  of 
training  and  are  planning  to  establish  your  medical  practice?  If  so, 
you  may  want  to  consider  enrolling  in  the  "Establishing  Yourself  in 
Medical  Practice"  Workshop.  The  workshop  is  an  intensive  two-day 
course  covering  basic  information  in  personnel  management,  patient 
flow  techniques,  financing  a practice,  medical  records  management, 
bookkeeping  techniques,  economic  and  legal  aspects  of  practice, 
and  practice  building  techniques. 

Plan  now  to  enroll  in  the  1 982  workshop  series.  The  workshops  will 
be  offered  as  follows: 


Jan  19-20 

El  Paso 

Jan  21-22 

Dallas 

Feb  16-17 

Galveston 

Feb  18-19 

Houston 

March  9-10 

Austin 

March  11-12 

San  Antonio 

March  30-31 

Houston 

April  1-2 

Fort  Worth 

For  further  information,  contact  Alice  Swaim,  Office  Manager, 
Department  of  Medical  Systems  and  Practice  Management, 

Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin  TX  78701  • 
512/477-6704. 


COURSES 


JANUARY 

Emergency  Medicine 

Jan  13,  1982 

Board  Review  for  Emergency  Medicine  Physicians.  Scott  & White 
Hospital,  Temple.  Fee  TBA  Contact  Susan  Rounsaville,  Research 
and  Education  Division,  Scott  & White  Memorial  Hospital  2401  S 
31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 

General  Medicine 

Jan  13, 1982 

Paul  Jackson  Rogers  Lectureship.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Fee  none.  Contact  Susan  Rounsaville,  Research  and 
Education  Division,  Scott  and  White  Memorial  Hospital  2401  S 31  st 
St,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 

Jan  15-16,  1982 

Linguistic  and  Educational  Programming  for  Hard  of  Hearing  Chil- 
dren. UT  Health  Science  Center  at  Houston  Fee  TBA  Contact 
Gloria  Roberts,  Division  of  Continuing  Education,  UTHSC  at  Hous- 
ton, Box  20367,  Houston,  TX  77025  713/792-4671 

Jan  30-31,  1982 

Medical  Applications  of  Dance,  Yoga  & Tai  Chi.  Baylor  College  of 
Medicine,  Houston.  Fee  $150.  Contact  Lynne  Tiras.  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  713/790-4941 

Geriatric  Medicine 

Jan  16-17,  1982 

Geriatric  Medicine.  UT  Health  Science  Center  at  San  Antonio.  Fee 
$1 00.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP  Pre- 
scribed; Category  2D,  AOA,  10  hours.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78248  51 2/691  -6295 


Pediatrics 

Jan  23-24,  1982 

Pediatric  Cardiovascular  Seminar.  El  Paso  Regional  Academic 
Health  Center.  El  Paso.  Fee  $35,  health  professionals.  $15,  students 
Category  1 , AMA  Physician's  Recognition  Award.  Contact  Carol 
Whitcomb,  Office  of  Continuing  Medical  Education,  Texas  Tech  Re- 
gional Academic  Health  Center,  4800  Alberta  El  Paso  TX  79905 
915/533-3020 

Physical  Medicine 

Jan  21 -23,  1981  CANCELED 

Chronic  Pain.  Shamrock  Hilton  Hotel,  Houston  Fee  TBA.  Con- 
tact Lila  Lerner,  Office  of  Continuing  Medical  Education,  Baylor 
College  of  Medicine,  Texas  Medical  Center.  Houston  TX 
77030  713/790-4941 

Radiology 

Jan  4-15,  1981 

External  Beam  Dosimetry— Principles  and  Calibrations.  M D Ander- 
son Hospital,  Houston.  Fee  $550.  Contact  Gloria  Roberts,  Division 
of  Continuing  Education,  UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Jan  18-29,  1981 

External  Beam,  Interstitial  & Intracavitary  Dosimetry— Manual  and 
Computer  Methods  of  Calculation.  M.D  Anderson  Hospital, 

Houston.  Fee  $550  Contact  Gloria  Roberts,  Division  of  Continuing 
Education,  UT  Health  Science  Center  at  Houston,  Box  20367, 
Houston,  TX  77025  713/792-4671 

Sports  Medicine 

Jan  28-30,  1982 

9th  Annual  Symposium  on  Sports  Medicine.  UT  Health  Science 
Center  at  San  Antonio  Fee  $125,  physicians  ($135  at  door);  $60, 
coaches  ($70  at  door).  Category  1 , AMA  Physician’s  Recognition 
Award,  AAFP  Prescribed;  Category  2D,  AOA,  1 5 hours.  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284  512/691-6295 

FEBRUARY 

Dermatology 

Feb  26-27,  1982 

1 st  Annual  South  Central  Texas  Dermatopathology  Course  and  the 
Robert  Freeman  Honorary  Dermatopathology  Lecture  Series.  UT 

Health  Science  Center  at  San  Antonio  Fee  $150  Category  1 , AMA 
Physician's  Recognition  Award;  Category  l-E.  American  Academy  of 
Dermatology;  12  hours.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  512/691-6295 

Family  Practice 

Feb  1-6,  1982 

Family  Practice  Review  1 982.  Holiday  Inn,  Galveston.  Fee  $400. 
Category  1 , AMA  Physician's  Recognition  Award;  45  hours.  Contact 
Sue  Moreno,  Coordinator,  Continuing  Medical  Education,  2nd  Floor 
Gail  Borden  Bldg,  UTMB,  Galveston,  TX  77550  713/765-2996 

General  Medicine 

Feb  4-6,  1982 

Respiratory  Tract  Infections.  The  Inn  at  Turtle  Creek,  San  Antonio. 
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Fee  $230,  ACCP  members;  $260,  nonmembers;  $1 80,  residents, 
nurses,  and  therapists.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Director  of  Education,  American  College 
of  Chest  Physicians,  91 1 Busse  Highway,  Park  Ridge,  IL  60068 

Feb  6,  1982 

4th  Annual  Winter  Seminar  in  Women's  Health.  El  Paso  Regional 
; Academic  Health  Center,  El  Paso,  Fee  $30,  physicians;  $20,  non- 
physicians,  Category  1 , AMA  Physician’s  Recognition  Award.  Con- 
tact Carol  Whitcomb,  Office  of  Continuing  Medical  Education,  Texas 
I’Tech  Regional  Academic  Health  Center,  4800  Alberta,  El  Paso,  TX 
79905  915/533-3020 

Feb  6,  1982 

Basic  Cardiac  Life  Support.  Austin  Marriott  Hotel,  Austin.  Fee  $40, 
|TMA  members;  $45,  nonmembers.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
'Session  and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  512/477-6704 

I Feb  7,  1982 

Basic  Electrocardiography.  Austin  Marriott  Hotel,  Austin.  Fee  $75, 
TMA  members;  $80,  nonmembers.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Mrs  Dale  Willimack,  Dir,  Dept  of  Annual 
Session  and  Scientific  Programming,  TMA,  1 801  N Lamar  Blvd, 
Austin,  TX  78701  512/477-6704 

Feb  7,  1982 

Chronic  Obstructive  Pulmonary  Disease.  Austin  Marriott  Hotel,  Aus- 
tin. Fee  $75,  TMA  members;  $80,  nonmembers.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Mrs  Dale  Willimack,  Dir, 
Dept  of  Annual  Session  and  Scientific  Programming,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  512/477-6704 

Feb  18-19,  1982 

Alcoholism  Conference.  El  Paso.  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Sue  Williams,  Office  of  Continu- 
ing Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  806/743-2929 

Hyperbaric  Medicine 

Feb  6- 13,  1982 

Medicine  of  Sports  Scuba  Diving.  Bonaire,  Netherlands  Antilles.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  Category  1 , ACEP;  25 
hours.  Contact  Jefferson  C.  Davis,  MD,  Hyperbaric  Medicine,  PA, 
Methodist  Plaza,  4499  Medical  Dr,  San  Antonio,  TX  78229 
512/696-7293 

Neurology 

Feb  26-23,  1982 

10th  Neuromuscular  Disease  Symposium.  Shamrock  Hilton  Hotel, 
Houston.  Fee  TBA  Contact  Carol  Berman,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  71 3/790-4941 

Ophthalmology 

Feb  13,  1982 

San  Antonio  Ophthalmology  and  Otolaryngology  Society  Meeting. 

UT  Health  Science  Center  at  San  Antonio  Fee  TBA.  Contact  Mari- 
lyn Rennels,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 


Pathology 

Feb  18-25,  1982 

Review  of  Clinical  Chemistry  for  Practicing  Pathologists  and  Clinical 
Chemists.  St  Anthony  Hotel,  San  Antonio.  Fee  $295.  Category  1 , 
AMA  Physician’s  Recognition  Award;  46  hours,  Contact  Marilyn 
Rennels,  Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Pediatrics 

Feb  10,  1982 

4th  Russell  J.  Blattner  Lectureship.  Auditorium,  Texas  Children’s 
Hospital,  Houston.  Fee  TBA.  Contact  Lynne  Tiras,  Office  of  Continu- 
ing Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  713/790-4941 

Feb  11-13,  1982 

Pediatric  Postgraduate  Symposium.  Marriott  Hotel,  Astrodome, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 6 hours.  Contact  Lynne  Tiras,  Office  of  Continuing  Medical 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

Feb  18-20,  1982 

Controversies  in  Pediatric  Surgery.  Galleria  Plaza  Hotel,  Houston. 
Fee  TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Sherry  Smith,  Office  of  Continuing  Education,  UT  Medical  School  at 
Houston,  6431  Fannin,  Houston,  TX  77030  713/792-5346 

Feb  19-21,  1982 

Pediatrics  for  the  Practitioner.  Marriott  Hotel,  San  Antonio.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  AAFP,  Prescribed. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Radiology 

Feb  1-5,  1982 

High  Energy  Electron,  X-Ray  and  Neutron  Dosimetry.  M D Ander- 
son Hospital,  Houston.  Fee  $400.  Contact  Gloria  Roberts,  Division 
of  Continuing  Education,  UT  Health  Science  Center  at  Houston,  Box 
20367,  Houston,  TX  77025  713/792-4671 

Feb  22-26,  1982 

Basic  Radiological  Health.  UT  Health  Science  Center  at  San  An- 
tonio. Fee  $400.  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Marilyn  Rennels,  Medical  School  Continuing  Edu- 
cation Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691  -6295 

Surgery 

Feb  4-6,  1982  CANCELED 

Plastic  Surgery  for  the  General  Surgeon.  UT  Health  Science  Center 
at  San  Antonio.  Fee  TBA.  Contact  Marilyn  Rennels,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

MARCH 

Family  Medicine 

March  26,  1982 

UT  Medical  Branch  Homecoming.  UTMB  Campus,  Galveston 
Fee  TBA.  Contact  Sue  Moreno,  Continuing  Medical  Education, 
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2nd  Floor  Gail  Borden  Bldg,  UT  Medical  Branch,  Galveston,  TX 
77550  713/765-2934 

Neurology 

March  26-28,  1982 

Partial  Complex  Epilepsy,  Episodic  Behavior  Disorders,  Narcolepsy: 
The  Differentiation.  Inn  of  the  Mountain  Gods,  Ruidoso,  NM,  Fee 
TBA,  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
Donald  Rathbun,  MD,  El  Paso  Medical  Center,  1501  Arizona,  Suite 
1 C,  El  Paso,  TX  79902  915/545-1021 

Obstetrics/Gynecology 

March  18-20,  1982 

Postgraduate  Symposium  on  Modern  Management  of  Infertility,  En- 
docrinology and  Contraception  (Taught  in  Spanish).  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  TBA.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  512/691  -6295 

Ophthalmology 

March  26-27,  1982 

Alamo  City  Ophthalmology  Residents'  Conference.  UT  Health  Sci- 
ence Center  at  San  Antonio.  Fee  $50;  $25,  residents.  Category  1 , 
AMA  Physician’s  Recognition  Award.  Contact  Marilyn  Rennels, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  51 2/691  -6295 

Pathology 

March  29  — April  2,  1982  (Date  changed  from  March  22-26) 

Current  Concepts  in  Analytical,  Clinical  and  Forensic  Toxicology.  UT 

Health  Science  Center  at  San  Antonio.  Fee  $450.  Category  1 , AMA 
Physician's  Recognition  Award;  ACCENT,  Category  1 A;  28  hours. 
Contact  Marilyn  Rennels,  Medical  School  Continuing  Education  Ser- 
vices, UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Pediatrics 

March  25-27,  1982 

2nd  Annual  National  Pediatric  Infectious  Disease  Seminar.  Las 

Vegas,  Nev.  Fee  $400.  Category  1 , AMA  Physician's  Recognition 
Award;  15  hours.  Contact  Marion  Troup  or  Raymond  W.  Sarber,  Dept 
of  Pediatrics,  UT  Health  Science  Center  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  214/688-3439 

March  25-27,  1981 

Recent  Advances  in  Child  Health  Care.  UT  Medical  Branch,  Gal- 
veston. Category  1 , AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Marilyn  D.  Couthitt,  PhD,  Office  of  Continuing  Medical  Edu- 
cation, UTMB,  Galveston,  TX  77550  713/765-2996 

Physical  Medicine  and  Rehabilitation 

March  22— April  1 , 1982 

1 6th  Comprehensive  Review  Course  in  Physical  Medicine  and 
Rehabilitation.  Jaworski  Classroom,  Baylor  College  of  Medicine 
and  Holiday  Inn  Medical  Center  (sleep  rooms),  Houston.  Fee 
TBA.  Contact  Lila  Lerner,  Office  of  Continuing  Medical  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 


APRIL 

Biochemistry 

April  15-17,  1982 

A Symposium  on  Cyclic  Nucleotide  Phosphodiesterases.  Shamrock 
Hilton  Hotel,  Houston  Fee  TBA  Contact  Sherry  Smith,  Office  of 
Continuing  Education,  UT  Medical  School  at  Houston,  6431  Fannin, 
Houston,  TX  77030  713/792-5346 

Family  Medicine 

April  2-4,  1982 

Family  Practice  Recertification  Review.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

General  Medicine 

April  1-3,  1982 

1 5th  Annual  Medical  Surgical  Conference  of  the  Rio  Grande  Valley. 

Brownsville.  Contact  Gloria  Roberts,  Division  of  Continuing  Edu- 
cation, UTHSC  at  Houston,  Box  20367,  Houston,  TX  77025 
713/792-4671 

April  1982  (Tentative) 

7th  Annual  Audiology  Conference.  Temple.  Contact  Susan  Roun- 
saville,  Research  and  Education  Division,  Scott  & White  Memorial 
Hospital,  2401  S 31st  St,  Temple,  TX  76508  817/774-2111  ext  2364 

Obstetrics/Gynecology 

April  24-25,  1982 

Premature  Labor:  Pathophysiology  and  Clinical  Management. 

Houston.  Contact  Sherry  Smith,  Office  of  Continuing  Education,  UT 
Medical  School  at  Houston,  6431  Fannin,  Houston,  TX  77030 
713/792-5346 

Ophthalmology 

April  2-3,.  1982 

4th  Annual  Dallas  Spring  Ophthalmology  Symposium.  Dallas 
Contact  Lela  Breckenridge,  Continuing  Medical  Education,  Pres- 
byterian Hospital  of  Dallas,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  214/696-8436 

Orthopedics 

April  22-24,  1982 

1 8th  Annual  Orthopedic  Symposium : Major  Orthopedic  Trauma  to 
the  Extremities.  Houston.  Contact  Byron  Strug,  MD,  or  Howard 
Finkel,  MD,  7000  Fannin,  Houston,  TX  77030 

Pathology 

April  24,  1982 

Gastrointestinal  Pathology.  Houston.  Contact  Darlene  Ctvrtlik, 
Houston  Society  of  Clinical  Pathologists,  Box  55008,  Houston,  TX 
77005  713/464-5832 

Psychiatry 

April  27-29,  1982 

Border  Symposium  of  Mexican-North  American  Mental  Health.  El 

Paso  or  Juarez,  Mexico.  Contact  Carol  Whitcomb,  Office  of  Continu- 
ing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
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ter  Regional  Academic  Health  Center,  4800  Alberta  Ave,  El  Paso,  TX 
79905  915/533-3020 

Radiology 

April  15-17,  1982 

Baylor  Annual  Radiology  Conference- 1982.  Houston,  Contact 
Lynne  Tiras,  Office  of  Continuing  Medical  Education,  Baylor  Col- 
lege of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Surgery 

April  1-3,  1982 

Texas  Urologic  Society.  Galveston.  Contact  Sue  Moreno,  Continuing 
Medical  Education,  2nd  Floor,  Gail  Borden  Bldg,  UT  Medical 
Branch,  Galveston,  TX  77550  713/765-2934 

MAY 

Emergency  Medicine 

May  16-19,  1982 

Texas  Emergency  Medicine  Symposium.  Houston.  Contact  Ruth 
Hargrove,  Texas  Chapter  ACER  P.O.  Box  61 71 7,  Dallas,  TX  75261 
214/255-2156 

Family  Medicine 

May  10-14,  1982 

Review  Course  in  Family  Practice.  Houston.  Contact  Office  of  Con- 
tinuing Medical  Education,  Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston,  TX  77030  713/790-4941 

General  Medicine 

May  1982 

Advanced  Cardiac  Life  Support  Course.  Temple.  Contact  Susan 
Rounsaville,  Research  and  Education  Division,  Scott  & White  Memo- 
rial Hospital,  2401  S 31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext 
2364 

Obstetrics/Gynecology 

May  1982 

Bunkley  Day  Ob/Gyn  Conference.  Temple.  Contact  Susan  Roun- 
saville, Research  and  Education  Division,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st  St,  Temple,  TX  76508  81 7/774-21 1 1 ext  2364 

Ophthalmology 

May  1982 

Ophthalmology  Conference  Featuring  the  Veirs  Lecture.  Temple. 
Contact  Susan  Rounsaville,  Research  and  Education  Division,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st  St,  Temple,  TX  76508 
817/774-2111  ext  2364 

May  27-29,  1982 

Closed  Approach  to  Intraocular  Surgery.  San  Antonio.  Contact  Mar- 
ilyn Rennels,  Medical  School  Continuing  Education  Services, 

UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  512/691-6295 

Surgery 

May  24-28,  1982 

Reconstructive  Micro-surgery:  An  Indepth  Symposium  and  Work- 
shop. Oklahoma  City.  Contact  Dr  Hal  Vorse,  Director,  Continuing 


Medical  Education,  Presbyterian  Hospital,  Northeast  Thirteenth  and 
Lincoln  Blvd,  Oklahoma  City,  OK  73104  405/271-6447 

JUNE 

Family  Medicine 

June  4-6,  1982 

Allergy  and  Immunology  for  the  Practitioner.  San  Antonio,  Contact 
Marilyn  Rennels,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
512/691-6295 

Obstetrics/Gynecology 

June  17-18,  1982 

Colposcopy  Workshop  (Basic).  Dallas.  Contact  June  Bovill,  Division 
of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  214/688-2166 

Pediatrics 

June  13-19,  1982 

Acute  Care  Pediatrics.  Marco  Island,  Fla.  Contact  Office  of  Continu- 
ing Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical 
Center.  Houston,  TX  77030  71 3/790-4941 

REGULARLY  SCHEDULED  ACTIVITIES 

Monday-Friday  (By  Individual  Appointment) 

Postgraduate  Workshop  in  Neuroradiology.  Methodist  Hospital 
Houston.  Contact  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
713/790-4941 

Monday-Friday  (By  Individual  Appointment) 

Postgraduate  Workcourse  in  Diagnostic  Ultrasound.  Ben  Taub  Gen- 
eral Hospital,  Houston.  Fee  $450.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  40  hours.  Contact  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  713/790-4941 

Tuesdays,  12  noon 

Medical  and  Surgical  Reviews.  Sierra  Medical  Center,  El  Paso,  Cate- 
gory 1,  AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
M Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr,  El 
Paso.  TX  79902 

Wednesdays,  12  noon 

Continuous  Review  of  Internal  Medicine.  Scott  & White  Hospital 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Thursdays,  12  noon 

Urology  Core  Curriculum.  Scott  & White  Hospital,  Temple,  Category 
1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  G.T. 
Keegan,  MD,  Dept  of  Urology,  Scott  & White  Hospital,  Temple,  TX 
76501 

Thursdays,  7-10  pm  (Jan  29-June  18,  1981) 

Internal  Medical  Review.  UT  Health  Science  Center  at  San  Antonio. 
Category  1 , AMA  Physician’s  Recognition  Award;  63  hours  total  (3 
hours  weekly).  Contact  Marilyn  Rennels,  Medical  School  Continuing 
Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  512/691-6295 
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Thursday-Friday  (By  Individual  Appointment) 

Postgraduate  Workshop  in  Real-time  Obstetrical  Ultrasonography. 

Jefferson  Davis  Hospital,  Houston  Fee  $300  Category  1 , AMA  Phy- 
sician's Recognition  Award;  16  hours.  Contact  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030  713/790-4941 

Fridays,  12  noon 

Neurology-Neurosurgery  Grand  Rounds.  Scott  & White  Hospital, 
Temple.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly  Contact  Susan  Rounsaville,  Dept  of  Research  and  Educa- 
tion, Scott  & White  Hospital,  Temple,  TX  76501 

Saturdays,  9am-12  noon  (10/24/81  -5/1/82) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  24-week  course,  excluding  Nov  28, 
Dec  1 9 & 26,  and  Jan  2.  Fee  $200.  Category  1 , AMA  Physician's 
Recognition  Award,  hour-for-hour.  Contact  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  713/790-4941 

Saturdays,  9am-12  noon  (10/24/81  -5/1/82) 

Fundamentals  of  Practical  Therapeutics.  Main  Auditorium,  Baylor 
College  of  Medicine,  Houston.  24-week  course,  excluding  Nov  28, 
Dec  19  & 26,  and  Jan  2.  Category  1 , AMA  Physician's  Recognition 
Award,  hour-for-hour  Contact  Lila  Lerner,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston, 
TX  77030  713/790-4941 

INSTITUTIONS  AND  ORGANIZATIONS 
ACCREDITED  FOR  CME  IN  TEXAS 

Baylor  University  Medical  Center,  Dallas 

Central  Texas  Medical  Foundation,  Austin 

Dolly  Vinsant  Memorial  Hospital,  San  Benito 

Hendrick  Medical  Center,  Abilene 

MD  Anderson  Hospital  and  Tumor  Institute,  Houston 

Methodist  Hospitals  of  Dallas 

Park  Plaza  Hospital,  Houston 

Presbyterian  Hospital  of  Dallas 

St  Joseph's  Hospital,  Fort  Worth 

St  Joseph  Hospital,  Houston 

Sierra  Medical  Center,  El  Paso 

St  Paul  Hospital,  Dallas 

Tarrant  County  Hospital  District,  Fort  Worth 

Texas  Research  Institute  for  Mental  Sciences,  Houston 

Texas  Pediatric  Society 

Texas  Surgical  Society 

The  University  of  Texas  Health  Center  at  Tyler 

Baylor  College  of  Medicine;  Texas  Tech  Health  Sciences  Center;  the 

UT  Health  Science  Centers  at  Dallas,  Houston  and  San  Antonio;  and 

Scott  & White  Memorial  Hospital  (Texas  A&M)  are  also  accredited. 

For  more  information  regarding  the  accreditation  program,  contact 
the  Office  of  Medical  Education,  Texas  Medical  Association,  1801 
North  Lamar  Blvd,  Austin,  TX  78701  512/477-6704 

CALENDAR  OF  MEETINGS  a Denotes  Texas  Meetings 


JANUARY 

American  Academy  of  Orthopaedic  Surgeons,  New  Orleans,  Jan 
21  —26,  1 982.  Charles  V.  Heck,  MD,  444  N Michigan  Ave,  Chicaqo 
IL  60611 

American  Association  for  the  Advancement  of  Science,  Washington, 
DC,  Jan  3—8,  1982.  William  D.  Carey,  1 776  Massachusetts  Ave,  NW, 
Washington,  DC  20036 
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American  College  of  Allergists,  Bal  Harbour,  Fla,  Jan  16-20,  1982. 
Shirley  Schoenberger,  2141  14th  St,  Boulder,  CO  80302 

■ American  College  of  Surgeons,  South  Texas  Chapter,  Houston, 
Jan  27-30,  1982.  Harlan  D.  Root,  MD,  7703  Floyd  Curl  Dr  #223F, 
San  Antonio,  TX  78284 

American  Orthopaedic  Foot  Society,  New  Orleans,  Jan  20-21 , 
1982.  John  S.  Gould,  MD,  444  N Michigan,  #1500,  Chicago  IL 
60611 

Society  of  Thoracic  Surgeons,  New  Orleans,  Jan  11-13,  1982. 
Walter  G Purcell,  1 1 1 E Wacker  Dr,  Chicago,  IL  60601 

■ Texas  Society  of  Pathologists,  Dallas,  Jan  29-31 , 1982.  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 


FEBRUARY 

American  Group  Psychotherapy  Association,  New  York,  Feb  11-15, 
1982.  Marsha  Block,  1995  Broadway,  New  York,  NY  10023 

American  Medical  Association,  Chicago,  Feb  25-28,  1982.  Gail  H 
Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 

American  Physical  Therapy  Association,  Anaheim,  Calif,  Feb 
19-23,  1982.  Bonnie  Polvinale,  1156  15th  St,  NW,  Suite  500,  Wash- 
ington, DC  20005 

■ District  1 Medical  Society,  TMA,  El  Paso,  Feb  13,  1982.  Laurance 
N Nickey,  MD,  1515  N Oregon,  El  Paso,  TX  79902 

■ Texas  Medical  Association,  Feb  5-7,  1982.  C.  Lincoln  Williston, 
1801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

American  Academy  of  Allergy,  Montreal,  March  6- 10,  1982.  D.  L. 
McNeil,  61 1 East  Wells  St,  Milwaukee,  Wl  53202 

■ American  Association  of  Medical  Assistants,  State  of  Texas,  Abil- 
ene, March  25-28,  1982.  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin, 
TX  78705 

American  Society  for  Clinical  Pharmacology  and  Therapeutics,  Lake 
Buena  Vista,  Fla,  March  17-20,  1982.  Elaine  Galasso,  1718  Gal- 
lagher Rd,  Norristown,  PA  19401 

American  Society  of  Contemporary  Medicine  and  Surgery,  Orlando, 
Fla,  March  14-19,  1982,  John  G Bellows,  MD,  6 N Michigan,  Suite 
1110,  Chicago,  IL  60602 

International  Academy  of  Pathology,  United  States-Canadian  Divi- 
sion, Boston,  March  1-5,  1982.  Nathan  Kaufman,  MD,  1003Chafee 
Ave,  Augusta,  GA  30904 

International  Academy  of  Proctology,  Israel  & Greece,  March 
1 8— April  2,  1 982.  E.  W.  Cantor,  271  - 1 7V  Grand  Central  Pkwy,  Floral 
Park,  NY  11005 

■ Society  of  Nuclear  Medicine,  Southwest  Chapter,  Dallas,  March 
26-28,  1 982.  John  V.  Hidalgo,  1 209  Lair  Ave,  Metairie,  LA  70003 

■ Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
March  4-6,  1982  Iris  Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■ Texas  Radiological  Society,  Dallas,  March  19-21 , 1982  Iris 
Wenzel,  1905  N Lamar  Blvd,  Austin,  TX  78705 
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